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BACKGROUND 

Three  Decades  of  Clinical  Experience 


THE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
sents the  one  system  of  infant  feeding  that  consistently,  for 
three  decades,  has  received  universal  pediatric  recognition.  No  car- 
bohydrate employed  in  this  system  of  infant  feeding  enjoys  so  rich 
and  enduring  a background  of  authoritative  clinical  experience  as 
Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  mi 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonati 

These  products  are  non-allergt 

DEXTRI-MALTOSE 

•ad  Johnson  products  to  cooperate  in  preventing 
^ Company,  Evansville,  Ind.,  TJ.  S.  A. 
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REGULATION 


Regulation  of  the  daily  program,  especially 
diet  and  exercise,  is  beneficial  to  normal 
bowel  movement  and  in  some  cases  of  consti- 
pation serves  as  sufficient  treatment.  Others 
require  additional  aid  to  facilitate  regular 
evacuation  . . . When  an  adjunct  to  diet  and 
exercise  is  required,  as  it  often  is,  Petrolagar 
provides  a mild  but  effective  treatment.  Its 


miscible  properties  make  it  easier  to  take  and 
more  effective  than  plain  mineral  oil.  Further, 
by  softening  the  feces,  Petrolagar  induces 
large,  well  formed  stools  which  are  easy  to 
evacuate.  The  five  types  of  Petrolagar  afford  a 
choice  of  medication  adaptable  to  the  indi- 
vidual patient.  Petrolagar  Laboratories,  Inc., 
8134  McCormick  Blvd.,  Chicago,  Illinois. 
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A SYMPOSIUM  ON  THE  PRESENT-DAY  USES  OF 
SULFANILAMIDE 


SULFANILAMIDE  IN  MENINGOCOCCIC 
MENINGITIS* 

Gilbert  J.  Levy,  M.D.,  Memphis 

THE  ORIGINAL  report  of  Domagk1 
demonstrated  the  curative  effect  of 
certain  sulphonamide  compounds  in 
streptococcal  infection.  This  has  been  the 
basis  for  a new  field  of  chemotherapeutic 
investigation  of  bacterial  infections.  Fol- 
lowing Domagk’s  original  report  French 
observers,  Trefouel,  Nitti,  and  Bovet,2 
found  sulfanilamide  constituted  the  active 
fraction  of  both  “prontosil  and  prontosil 
solution.”  They  studied  the  effect  of  sul- 
fanilamide in  experimental  infections  in 
mice  and  found  it  had  a decided  bacterio- 
static effect  upon  beta  hemolytic  strepto- 
cocci. This  work  was  soon  followed  by  the 
report  of  Buttle,  Gray,  and  Stephenson,3 
showing  that  sulfanilamide  was  capable  of 
curing  meningococcic  infections  in  mice. 
Proom4  continued  this  work  upon  meningo- 
cocci and  found  that  curative  action  could 
be  demonstrated  against  as  many  as  1,000,- 
000  fatal  doses  if  adequate  therapy  was  be- 
gun immediately  after  infection.  Proom 
found  sulfanilamide  extremely  active 
against  three  strains  of  type  one  meningo- 
coccus and  three  strains  of  type  two 
meningococcus.  He  also  found  that  sul- 
fanilamide is  effective  when  given  orally. 

Just  at  this  same  time  favorable  clinical 
results  were  presented  in  a preliminary 
clinical  report  by  Schwentker,  Gelman,  and 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  12,  13,  14,  1938. 


Long5  in  a series  of  ten  cases  of  meningo- 
coccus meningitis  and  one  case  of  meningo- 
coccemia.  Their  mortality  was  nine  per 
cent. 

Marshall,  Emerson,  and  Cutting6  report- 
ed in  a very  valuable  study  a method  for 
determining  the  sulfanilamide  content  of 
body  fluids.  The  method  is  based  on  the 
diazotization  of  the  compound  and  coupling 
with  diamethyl-a-naphthylamine  to  pro- 
duce a dye  which  can  be  estimated  colori- 
metrically.  After  a single  dose  of  chemical 
by  mouth  in  man,  absorption  appears  to 
occur  within  three  or  four  hours  as  at  this 
time  a peak  was  reached  in  the  blood  sul- 
fanilamide level.  Then  the  blood  level  fell 
rapidly  and  in  twenty-four  hours  a major 
part  of  the  compound  was  found  to  have 
been  excreted.  This  would  suggest  that 
oral  administration  is  indicated  in  prefer- 
ence to  the  subcutaneous  route.  The  find- 
ings of  Marshall  et  al  showed  further  that 
the  drug  passed  rapidly  into  the  spinal  fluid 
and  into  empyemas,  ascitic,  and  other  body 
fluids.  In  patients  recovered,  when  large 
amounts  are  administered  daily  in  divided 
doses,  100  per  cent  may  be  recovered  from 
the  urine  when  equilibrium  between  intake 
and  output  is  established.  It  takes  from 
two  to  three  days  to  establish  this  equili- 
brium and  the  same  time  to  free  the  body 
of  the  drug  after  it  is  discontinued.  These 
observations  of  Marshall  and  his  associates 
have  afforded  a rational  basis  for  determin- 
ing therapy  in  infected  human  beings.  A 
method  is  now  afforded  in  correlating  clin- 
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ical  improvement  in  patients  with  blood  sul- 
fanilamide levels. 

Branham  and  Rosenthal7  tested  a new 
compound  disulphanilamide  against  strep- 
tococci and  meningococcic  infections  in 
mice  and  found  it  to  have  a therapeutic 
value  at  least  five  times  as  favorable  as  that 
of  sulfanilamide  when  injected  subcutane- 
ously. They  also  found  prontosil  and  pron- 
tosil  soluble  inferior  to  sulfanilamide  upon 
pneumococcus,  streptococcus,  and  meningo- 
coccus infections  in  mice. 

Recently  Branham  and  Rosenthal8  have 
shown  marked  therapeutic  action  of  sulfani- 
lamide in  mice  is  which  a meningococcus 
infection  has  been  produced  experimental- 
ly. The  drug  has  been  found  to  be  more 
effective  by  subcutaneous  injection  than 
by  mouth  when  administered  in  the  same 
dosage. 

A comparison  was  made  between  sulfani- 
lamide and  serum  therapy  with  ten  strains 
of  meningococcic.  With  three  the  drug  was 
found  more  effective,  with  four  the  serum 
was  more  effective,  and  with  three  strains 
the  activity  was  equal.  They  believe  that 
the  combination  of  serum  and  drug  therapy 
yielded  much  better  results  than  either 
alone. 

Schwentker9  at  the  round-table  discus- 
sion of  meningococcic  meningitis  at  New 
York  last  June  reported  a series  of  fifty- 
two  cases  treated  with  sulfanilamide  with 
eight  deaths.  This  is  a mortality  of  fifteen 
per  cent.  Two  of  these  patients  were  mori- 
bund on  admission  and  died  three  to  seven 
hours  after  admission.  If  these  cases  were 
excluded  there  remains  fifty  cases  with  six 
deaths,  a mortality  of  twelve  per  cent.  Of 
his  previous  278  consecutive  patients  treat- 
ed with  antimeningococcus  serum  in  the 
months  immediately  preceding  the  instiga- 
tion of  sulfanilamide  therapy  there  were 
eighty-five  deaths  or  thirty  per  cent  mor- 
tality. Excluding  deaths  within  twenty- 
four  hours,  there  were  forty-four  deaths  or 
nineteen  per  cent  mortality  compared  with 
twelve  per  cent  mortality  with  sulfanila- 
mide. Sterility  of  the  spinal  fluid  occurred 
in  all  cases  treated. 

Willien10  has  recently  reported  in  a series 
of  five  cases  and  one  recurrence  with  com- 
plete recovery.  All  of  these  cases  received 


an  initial  dose  of  .8  per  cent  sulfanilamide 
solution  subcutaneously  and  thereafter  sul- 
fanilamide orally. 

We  wish  to  report  six  cases  of  meningo- 
coccus meningitis  and  one  case  of  meningo- 
coccus sepsis  treated  at  the  Isolation  De- 
partment of  the  John  Gaston  Hospital. 
These  cases  were  all  admitted  between  Au- 
gust 27,  1937,  and  March  12,  1938.  The  en- 
tire group  of  cases  were  sporadic  in  type, 
but  all  of  severe  intensity.  The  ages  repre- 
sented ranged  from  five  months  to  thirty- 
eight  years. 

Method  of  Treatment 

The  drug  was  administered  subcutane- 
ously and  orally  to  the  one  case  of  meningo- 
coccus sepsis.  All  the  six  other  cases  re- 
ceived sulfanilamide  orally.  For  parenteral 
injection  one  per  cent  solution  of  powdered 
crystalline  sulfanilamide  is  prepared  in 
physiologic  solution  of  sodium  chloride. 
The  method  employed  at  the  Isolation  Hos- 
pital is  to  dissolve  eight  to  ten  grams  of 
sulfanilamide  in  1,000  cubic  centimeters  of 
physiologic  saline  solution  which  has  just 
been  allowed  to  come  to  a boil.  The  solu- 
tion is  then  cooled  to  thirty-seven  degrees 
centigrade.  This  solution  is  injected  sub- 
cutaneously in  volumes  of  100  to  500  cubic 
centimeters  according  to  the  weight  of  the 
patient. 

(a)  For  oral  administration  a large  ini- 
tial dose  is  given  with  the  aim  of  obtaining 
a blood  level  of  at  least  ten  milligrams  per 
cent  within  twenty-four  hours. 

(b)  The  drug  is  then  given  every  four 
hours  day  and  night  until  there  is  definite 
improvement  in  the  patient’s  condition. 
The  treatments  are  usually  discontinued 
when  the  culture  of  two  or  three  consecu- 
tive specimens  of  spinal  fluid  have  proved 
sterile. 

We  have  had  the  valuable  assistance  of 
Dr.  W.  B.  Wendell11  of  the  chemistry  de- 
partment of  the  University  of  Tennessee  in 
determining  the  methemoglobinemia  and 
sulfhemoglobinemia  of  our  cases.  He  has 
demonstrated  repeatedly  the  control  of  ex- 
cessive methemoglobinemia  by  the  injection 
of  one  per  cent  methylene  blue  intrave- 
nously. 
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SUGGESTED  DOSAGE  OF  SULFANILAMIDE 


Total  Daily  Dosage 


Grams 

No.  5 Grain 
Tablets 

Med. 

Severe 

Mild 

Severe 

Infants  up  to  40  lbs.  _ _ 

1-1.5 

2-5 

3-5 

6-10 

Children  40  to  80  lbs.  _ . 

2-2.7 

4-6 

7-9 

12-18 

Older  children  80  to  120  lbs. 

3-4 

6-8 

10-12 

20-24 

Adults  over  120  lbs..  . _ 

4-5 

7-10 

12-16 

24-32 

Report  of  Cases 

Case  No.  1. — G.  W.,  negro  girl,  age  two 
and  one-half  years,  admitted  in  critical  con- 


dition August  27,  1937,  with  history  of 
diarrhea  for  four  days.  Temperature  106 
degrees.  Very  listless.  Lumbar  puncture 
done  with  negative  findings.  Blood  culture 
taken  and  reported  as  positive  meningo- 
coccus on  August  28.  Sulfanilamide  therapy 
consisted  of  .8  per  cent  solution  subcutane- 
ously and  oral  therapy.  Immediate  im- 
provement followed.  Temperature  dropped 
to  normal  forty-eight  hours  after  admis- 
sion. Blood  culture  negative  on  September 
1.  Discharged  as  cured  September  4. 


Isolation  Hospital 


TABLE  I 
Course  in  Case  1 
G.  W. 

MENINGOCOCCEMIA 


Colored,  Female,  Years 


DATE 

1937 

BLOOD 

SPINAL 

FLUID 

SULFANILAMIDE 

CLINICAL 

COURSE 

Culture 

W.  B.  C. 

0.8%  Sol.  in  N.  Saline 

Grains  by 
Mouth 

8/27 

Positive 

4,800 

7 Cells 
Culture 
Negative 

Critical, 
Neuro.  Neg. 
Diarrhoea. 

8/28 

Positive 

5,800 

50  cc.  Subct. 

8/29 

100  cc.  Subct. 

Improved. 

8/30 

8,650 

100  cc.  Subct. 

15 

8/31 

8,400 

100  cc.  Subct. 

30 

Improved. 

9/1 

Negative 

11,000 

100  cc.  Subct. 

30 

9/2 

12,400 

30 

9/3 

Negative 

12,500 

30 

Symptom  Free. 

9/4 

11,000 

Discharged 

Cured. 

450  cc. 

135 

4.5X.78X15  = 53  Gr. 
TOTAL 

53 

188  Gr. 

Case  No.  2. — L.  W.,  white  girl,  age  ten 
years,  admitted  October  6,  1937,  in  critical 
condition.  Illness  of  five  days’  duration. 
Typical  signs  and  symptoms  of  meningitis. 
Skin  showed  many  petechiae  present.  Spinal 
fluid  smear  and  culture  as  well  as  blood  cul- 
ture all  reported  positive.  Initial  spinal 
fluid  count  was  4,600  cells  with  eighty-five 
per  cent  polymorphonuclear.  Within  forty- 
eight  hours,  with  only  oral  sulfanilamide 
therapy  spinal  fluid  culture  was  negative 
and  cell  count  333.  Patient  clinically  well 
in  five  days. 

Case  No.  3. — J.  H.,  Jr.,  white  male,  age 


five  months,  admitted  December  27,  1937, 
with  history  of  high  fever  of  one  week  du- 
ration. Marked  rigidity  of  neck,  bulging 
anterior  fontanelle.  Positive  Kernig  and 
positive  Brudzinski.  Scattered  macular 
eruption  over  extremities.  Spinal  fluid  di- 
rect smear  positive  for  meningococci. 
Spinal  fluid  culture  positive  December  28. 
Initial  lumbar  puncture  2,880  cells,  ninety- 
five  per  cent  polymorphonuclear  before  ini- 
tiating sulfanilamide  therapy.  Seventy-five 
cubic  centimeters  of  Ferry’s  antitoxin  given 
intravenously  on  December  28.  Spinal  fluid 
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culture  negative  on  December  30,  which  well  on  ninth  day.  Discharged  January  13, 
was  three  days  after  admission.  Clinically  1938,  as  cured. 

TABLE  II 
Course  in  Case  2 


L.  W. 

Isolation  Hospital  MENINGOCOCCUS  MENINGITIS  White,  Female,  10  Years 


DATE 

1937 

SPINAL  FLUID 

MEDICATION 

CLINICAL 

COURSE 

Cell 

Count 

Differential 

Culture 

Sulfanilamide  Tablets 
Gr.  5 Each  Orally 

10/6 

8:00  P.M. 

4,600 

Poly.  85% 

Pos.  Men. 

50  Grains 

Blood  culture  Pos. 
10/7/37  Cond.  Critical 

10/7 

10:00  A.M. 

3,250 

Poly.  79% 

10  grains  x 4 hrs. 

T.R.  5,550  M,  Hgb.  14.2 
T.W.  17,650,  Poly.  68% 

10/8 

10:00  A.M. 

333 

Poly.  70% 

Negative 

10  grains  x 4 hrs. 

T.R.  4,900  M,  Hgb.  13.0 
T.W.  23,900,  Poly.  68% 
Much  Improved 

10/9 

10  grains  x 4 hrs. 

10/10 
3:00  P.M. 

110 

Poly.  40% 

Negative 

10  grains  x 4 hrs. 

Sulf.  Disc,  at  10:00  P.M. 

T.R.  3,100  M,  Hgb.  9.25 
Appears  Well 

10/11 

89 

Poor  Stain 

Negative 

Fe-Amm.  Citrate 

T.R.  3,150  M,  Hgb.  9.2  5 
T.W.  16,000,  Poly.  56% 

10/14 

23 

Poly.  20% 
Lymp.  80% 

Negative 

Fe-Amm.  Citrate 

T.R.  3,280  M,  Hgb.  9.25 
T.W.  13,900,  Poly.  62% 
WellTemp.  N orm.  48hrs. 

10/22 

Total  Sulfanilamide 
310  grains  20.6  gms. 
(62  x 5 gr.  Tablets) 

T.R.3,210M,Hgb.l2gms 
T.W.  10,500,  Poly.  68% 
Blood  Culture  Neg. 

TABLE  III 
Course  in  Case  3 


J.  H.,  Jr. 

Isolation  Hospital  White  Male,  5 Months 


SPINAL  FLUID 

MEDICATION 

CLINICAL  COURSE 

Date 

1937-1938 

Cell 

Count 

Differential 

Poly’s. 

Culture 

Sulfanilamide 

Orally 

12/27/37 
7:00  P.M. 

2880 

Cloudy 

95 

Positive 

30  Grains 

Rigid  Neck,  Fever, 
Irritable,  Temp.  102 
Bulging  Font. 

12/28/37 

No  Puncture 

5 Grains  x 6 = 30 
75  cc  of  P.D.  Ant.  I.  V. 

Macular  Eruption 
Temp.  99 

12/29/37 

No  Puncture 

5 Grains  x 6 = 30 

Improved  General 
Condition,  Temp.  101.4 

12/30/37 

Blood  Tinged 

Negative 

5 Grains  x 6 = 30 

R.B.C.  5,200,000, 
H.G.B.  11.15,  9 M.S. 
Poly  77,  S.L.  23 

12/31/37 

to 

1/4/38 

No  Puncture 
No  Puncture 

5 Grains  x 24  = 120 
Medication  Discon. 

Temp.  Normal, 
Neck  Flaccid, 
Playful 

1/6/38 

107  Clear 

Negative 

Well 

1/13/38 

6 Clear 

Negative 

Total  Sulfanilamide 
240  Grains 

Discharged  Home 
Cured 
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Case  No.  4. — C.  E.  W.,  white  male,  age  Discrete  macules  seen  on  abdomen  and 
three  years,  admitted  to  Isolation  Hospital  trunk.  The  initial  lumbar  puncture  cell 
January  16,  1938,  at  8 P.M.  Critically  ill  count  was  50,000  with  ninety-eight  per 
with  signs  and  symptoms  of  meningitis,  polymorphonuclears.  Direct  smear  was 

TABLE  IV 


Course  in  Case  4 
C.  E.  W. 

Isolation  Hospital  White  Male,  3 Years 


1938 

SPINAL  FLUID 

MEDICATION 

CLINICAL  COURSE 

Cell  Count 

Differential 

Culture 

Sulfanilamide  Orally 

1/16 

8:00  P.M. 

50,000 

98 

Positive 

None 

Fever  104,  Nausea,  Vomit- 
ing, Headache,  Earache,  Stiff 
Neck,  Macular  Eruption, 
Upper  Resp.  Symp.  7 days 

1/17 

11:30  A.M- 

5,325 

85 

Negative 

Gr.  100 
9:00  P.M. 

Cyanosis  Lips,  Stupor, 
R.B.C.,  4,400,000,  Hgb.  12, 
T.W.  18,350,  Poly,  82, 
Blood  Cult.  Neg.  (1-16-38) 

1/18 

1,315 

85 

Positive 

10  Gr.  x 6 = 60 

R.B.C.,  5,300,000,  Hgb.  12, 
T.W.  13,350,  Poly.  73, 
Cyanosis.  Eruption  Gone 

1/19 

to 

1/20 

192 

Clear 

80 

Negative 

Methelyn  Blue 
2 cc  I.  V. 

10  Gr.  x 12  = 120 

Listless,  Nasal  Feeding 

1/21 

10  Gr.  x 3=30 

Methemoglobin  21%  of 
Total  Pigment 

1/22  to 
1/25 

. 10  Gr.  x 6 = 60 

Cond.  Excellent 

1/25 

25 

None 

5 Gr.  x 14  = 70 

No  Cyanosis,  Sitting  up, 

T.W.  9,500,  R.B.C.,  4,500,000 
H.G.B.,  10.3 

1/31 

Total  Grains  440 

Discharged.  Cured 

TABLE  V 
Course  in  Case  5 


B.  E.  W. 

Isolation  Hospital  White  Male,  15  Months 


1938 

SPINAL  FLUID 

MEDICATION 

CLINICAL  COURSE 

Cell  Count 

Differential 

Culture 

Sulfanilamide  Orally 

1/16 

7:00  P.M. 

Clear 

Sug.  52  Mgm. 
Chloride  380 

Positive 

None 

Seen  in  R.W.  Fever  104 
Upper  Respiratory  Suspected 

1/17 

15,920 

86 

Positive 

100  Grains 

Macular  Petechial  Eruption, 
Stiff  Neck,  Eye  Grounds 
Normal,  Blood  Culture  Pos., 
T.W.  29,200,  Poly.  64, 

T.R.  4,410,000,  H.G.B.  10.5. 

1/18 

No  Puncture 

10  Gr.  x 4 = 40 

Rapid  Resp.  54,  Restless, 
Broncho  Pneumonia,  Eruption 
Gone,  Resp.  80. 

1/19 

2,092 

Negative 

10  Gr.  x4  = 40 

Methemoglobin  25  per  cent  of 
Total  Pigment,  Temp.  106, 

T.R.  3,875,000,  H.G.B.  10  Gm. 
Resp.  68,  T.W.  18,500, 

Poly.  70,  Cyanosis  Sharp. 

1/20 

No  Puncture 

Total  Gr.  180 

Died  1:45  A.M. 

Autopsy — No  Meningitis 
Diffuse  Bilateral  Pneumonia 
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negative.  Culture  was  positive.  One  hun- 
dred grains  of  sulfanilamide  was  given 
orally  at  9 A.M.  on  January  17  and  lumbar 
puncture  two  hours  later  yielded  purulent 
fluid  with  a cell  count  of  only  5,325.  Rapid 
clinical  and  serological  improvement.  Pa- 
tient discharged  as  cured  on  January  31, 
1938. 

Case  No.  5. — B.  E.  W.,  white  male,  age 
fifteen  months,  was  first  seen  at  7 P.M.  Jan- 
uary 16,  1938,  in  the  main  receiving  ward 
of  the  John  Gaston  Hospital  by  the  house 
physician  of  the  Isolation  Department. 
Knowledge  of  an  older  brother  (C.  E.  W., 
case  4)  ill  with  meningitis  was  responsible 
for  a lumbar  puncture  tap  being  done.  The 
fluid  was  clear,  only  eight  cells  being  count- 
ed. On  account  of  fine  petechial  eruption 
on  all  extremities  a blood  culture  was  also 
taken  in  the  receiving  ward.  The  infant 
was  admitted  to  the  Children’s  Hospital  and 
the  next  morning  when  the  blood  culture 


was  reported  positive  meningococcus  the 
patient  was  transferred  to  the  Isolation 
Hospital.  The  respiration  was  forty-six 
and  bronchopneumonia  was  diagnosed. 
There  were  now  signs  and  symptoms  of 
meningitis  and  sulfanilamide  therapy  be- 
gun. The  meningitis  showed  rapid  im- 
provement. The  spinal  cell  count  dropped 
to  2,092  within  forty-eight  hours.  The  chest 
signs  were  unimproved.  Respiration  was 
seventy  per  minute  and  the  infant  expired 
at  1:45  A.M.  on  January  20.  Autopsy 
showed  no  evidence  of  meningitis,  but  a 
diffuse  bilateral  bronchopneumonia. 

Case  No.  6. — J.  L.  T.,  white  male,  age 
fourteen  years,  admitted  in  coma  to  Isola- 
tion Hospital  on  January  25,  1938,  with 
positive  signs  and  symptoms  of  acute  men- 
ingitis. There  were  scattered  petechiae 
over  the  trunk,  extremities  and  sclera.  The 
direct  smear  of  the  initial  lumbar  puncture 
and  culture  was  positive  for  gram  negative 


TABLE  VI 


Course  in  Case  6 
J.  L.  T. 

Isolation  Hospital  White  Male,  14  Years 


1938 

SPINAL  FLUID 

MEDICATION 

CLINICAL  COURSE 

Cell  Count 

Differential 

Culture 

Sulfanilamide  Orally 

1/25 

11,200 

95 

Positive 

Grains  100 

111  one  week,  Headache,  Chills, 
Vomiting,  Resp.  Symp.  Rigid 
Neck,  Pos.  Kernig,  Positive 
Brudzinski,  Macular  Eruption, 
Skin  and  Sclera,  Eye  Grounds, 
Retinal  vessels  Si.  Engorged, 
R.B.C.  4,080,000,  H.G.B.  12.8 
T.W/16,200,  Poly.  77. 

1/26 

No  Puncture 

Grains  10  x 6 = 60 

■' 

1/27 

3,480 

84 

Negative 

Grains  10  x 6 = 60 

Feels  fine,  Slight  Cyanosis, 
R.B.C.  3,670,000,  H.G.B.  12, 
T.W.  9,750. 

1/28 

No  Puncture 

Grains  10  x 6 = 60 

R.B.C.  3,650,000,  H.G.B.  11.4, 
T.W.  7,500 

1/29 

No  Puncture 

Grains  10  x 6 = 60 

1/30 

Grains  10  x 6 = 60 

Herpes  Labialis 

1/31 

87 

75 

Negative 

Grains  10  x 3 = 30 

Blood  Culture  Neg.  in  5 days, 
Clinically  well  in  6 days. 

2/1 

No  Puncture 

Grains  10  x 3 = 30 

2/2 

No  Puncture 

None 

2/3 

No  Puncture 

None 

R.B.C.  4,600,000,  H.G.B.  11.2, 
T.W.  6,300,  Color  Good 

2/10 

No  Puncture 

Total  Grains  460 

Discharged,  Cured 
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diplococci.  The  spinal  cell  count  was  11,- 
200.  Sulfanilamide  therapy  was  started  at 
once  and  forty-eight  hours  later,  January 
27,  1938,  this  patient  was  greatly  improved. 
Clinically  this  patient  was  well  in  five 
days.  He  was  discharged  as  cured  on  Feb- 
ruary 10. 

Case  No.  7. — T.  B.,  white  male,  age  thir- 
ty-eight years,  chronic  alcoholic.  Seen  in 
consultation  at  Gartly  Ramsey  Hospital. 


Comatose  with  typical  signs  and  symptoms 
of  meningitis.  Cell  count  spinal  fluid  90,000 
with  numerous  gram  negative  diplococci. 
Rapid  pulse,  feeble  respiration.  Extreme 
cyanosis.  Believed  it  advisable  to  give 
Ferry’s  antitoxin  in  view  of  desperate  con- 
dition. Transferred  to  Isolation  Hospital, 
100,000  units  of  meningococcus  antitoxin 
given  intravenously  in  500  cubic  centime- 
ters of  ten  per  cent  glucose  saline.  Patient 


TABLE  VII 
Course  in  Case  7 


T.  B. 

Isolation  Hospital  White  Male,  38  Years 


1938 

SPINAL  FLUID 

MEDICATION 

CLINICAL  COURSE 

Cell 

Count 

Differential 

Culture 

Antitoxin  (Ferry) 
Sulfanilamide  Orally 

3/1 

90,000 

G.R.  Hospital 

100  Poly. 

Smear- 

Numerous 

Meningococ- 

ci 

Antitoxin  (Ferry) 

300  cc.  I.  V., 

100,000  Units  3 P.M. 
Blood  Transfusion 
500  cc.  9 P.M. 

Comatose-Pos.  Kernig-Pos. 
Brudzinski,  R.B.C.  3,790,000, 
H.G.B.  16  Gm„  T.W.  28,600, 
Poly.  87,  Urine  4,  Aik, 

Casts  4,  Blood  4,  Resp.  12,  Skin 
Petechiae,  Extreme  Cyanosis. 

3/2 

11,790 

Isolation 

100  Poly. 

Occasional 
Meningococ- 
ci Positive 

Sulf.  110  Grains  10  A.M. 
Antitoxin  (Ferry)  300  cc 
I.V.,  100,000  Units 
2:30  P.M. 

Pulse  weak,  Cardiac  Stimulants, 
Oxygen  tent  continuous,  Blood 
Chlorides,  370  Mgs.  per  100  cc., 
N.P.N.  43  Mgs.  per  100  cc., 
Blood  Culture  neg.  48  hrs. 

3/3 

8,710 

100  Poly. 

Positive 

Sulf.  20  Grains,  Anti- 
toxin (Ferry)  150  cc. 
I.V.,  50,000  Units 
500  cc.  Whole  Blood 

Methemoglobin  content  of 
Blood  24  per  cent. 

Feeding  by  Tube. 

3/4 

4,800 

100  Poly. 

Fibrinous 

Material. 

Fluid 

Aspirated 

Positive 

Sulf.  70  Grains,  Anti- 
toxin (Ferry)  150  cc. 
I.V.,  50,000  Units 

Pulse  very  feeble. 
Still  in  Coma. 

3/5 

No  Puncture 

Sulf.  10  Gr.  x 6 = 60 

Patient  Conscious.  Methem. 
22%,  10  cc.  (0.1)  Methylene 
Blue  I.V.  i.e.,  1.5  Mg.  (KG. 
body  weight)  R.B.C.,  3,070,000, 
H.G.B.  13.8,  T.W.  21,800. 

3/6 

600 

100  Poly. 

Negative 

Sulf.  10  Gr.  x 6=60 

Diplopia  at  times, 
Recognized  Relatives. 

3/7 

No  Puncture 

10  Gr.  x 6=60 

R.B.C.  3,740,000,  H.G.B.  14.4, 
Pulse  Improved,  Blood  Cult. 
Neg.  5 days. 

3/8 

No  Puncture 

10  Gr.  x 5=50 

3/9 

No  Puncture 

Sulf.  Discontinued 

3/10 

280 

85  Poly. 

Negative 

Eye  Grounds  Negative 
Heart  sounds  improved. 

3/10  to 
3/17 

Daily  improvement, 
Patient  up  in  chair. 

3/20 

Total  Antitoxin,  300,- 
000  Units. 

Total  Sulfanilamide, 
430  Grains 

Discharged  as  cured. 
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placed  in  oxygen  tent.  Following  day,  Jan> 
^Gary  2,  110  grains  of  sulfanilamide  was 
given  orally  (catheter)  and  followed  four 
and  one-half  hours  later  by  another  100,000 
units  of  meningococcus  antitoxin  intrave- 
nously. The  following  day  on  account  of 
sharp  cyanosis  only  twenty  grains  of  sul- 
fanilamide was  given.  The  spinal  fluid 
showed  improvement  in  color  and  cell 
count.  Fifty  thousand  units  of  antitoxin 
was  given  intravenously  on  March  3 and 
4.  Sulfanilamide  therapy  was  resumed  on 
March  4 and  continued  until  March  9.  Pa- 
tient resumed  consciousness  on  March  5. 
Daily  improvement,  and  patient  was  dis- 
charged as  cured  of  meningitis  on  March 
20. 

Results 

The  results  are  summarized  in  the  pre- 
ceding tables.  Certain  facts  are  noticeable. 
The  very  decided  drop  in  cell  count  and  the 
rapid  clearing  of  the  spinal  fluid  in  every 
case  cannot  be  attributed  to  chance.  A 
quick  physical  and  mental  improvement  in 
all  cases  except  one  was  a constant  obser- 
vation. The  one  patient,  B.  E.  W.  (case 
5)  was  critically  ill  on  admission  with 
symptoms  of  pneumonia  in  addition  to  the 
meningitis  and  sepsis.  At  autopsy  the 
pathological  findings  disclosed  only  a dif- 
fuse bronchopneumonia.  No  untoward 
systemic  reactions  were  noted  in  any  of  our 
cases  due  to  the  sulfanilamide  therapy  ad- 
ministered, either  subcutaneously  or  orally, 
except  a transient  methemoglobinemia. 
This  was  easily  controlled  by  intravenous 
methylene  blue  after  the  method  of  Wen- 
dell.1! 

Comment 

These  few  cases  which  have  come  under 
our  own  observation  do  not  permit  any 
definite  conclusions.  However,  if  added  to 
the  published  reports,  which  now  total  ap- 
proximately seventy-four  sulfanilamide 
treated  cases  with  only  nine  deaths,  a mor- 
tality of  twelve  per  cent  obtains.  It  seems 
reasonable  to  conclude  that  sulfanilamide 
therapy  is  as  effective  as  the  meningococcic 
serum  or  antitoxin.  In  addition  it  has  the 
advantage  of  eliminating  the  irritative  ef- 
fect of  foreign  protein. 

Conclusions 

Sulfanilamide  has  been  used  in  the  treat- 


ment of  six  patients  with  meningococcic 
meningitis  and  one  with  septicemia  only. 
The  results  indicated  by  the  rapid  response 
to  treatment  have  been  satisfactory. 
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SULFANILAMIDE  IN  UROLOGY* 
Jefferson  C.  Pennington,  M.D.,  F.A.C.S., 
Nashville 

THE  PURPOSE  of  this  paper  is  mainly 
to  report  very  briefly  my  personal  ex- 
perience in  the  treatment  of  122  cases 
of  genitourinary  infection  with  sulfanila- 
mide. The  cases  were  urethritis  gonorrheal 
and  otherwise,  prostatitis  gonorrheal  and 
otherwise,  arthritis  gonorrheal,  paraure- 
thral abscess  gonorrheal,  pyelitis,  cystitis, 
chancroid,  and  infection  after  operation  on 
the  bladder  neck. 

We  have  divided  these  cases  into  four 
main  groups : first,  those  in  which  the  use  of 
sulfanilamide  was  successful;  second,  those 
in  which  the  use  of  sulfanilamide  was  un- 
successful ; third,  those  who  were  intolerant 
to  the  drug;  and  fourth,  the  miscellaneous 
group. 

In  the  successful  group  of  seventy-two 
there  were  thirty-eight  cases  of  gonorrhea. 
Some  of  these  were  acute  anterior  infec- 
tions, some  had  acute  prostatitis,  and  a few 
of  them  had  acute  prostatitis  and  acute 
epididymitis.  All  cases  of  gonorrhea  were 
treated  the  same  as  if  they  were  not  taking 
sulfanilamide.  One  of  the  worst  cases  with 
one  of  the  quickest  responses  was  a boy 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  12,  13,  14,  1938. 


January,  1939 


SULFANILAMIDE  IN  UROLOGY— Pennington 


9 


twenty-three  years  old  suffering  with  acute 
prostatitis  and  acute  epididymitis,  severe 
dysuria  and  terminal  hematuria.  He  had 
to  void  almost  constantly  and  he  could 
hardly  leave  the  bathroom.  Each  time  he 
voided  he  seemed  as  though  he  was  passing 
scalding  water,  and  he  had  lost  consider- 
able weight.  He  was  given  sulfanilamide 
and  methylene  blue  and  sent  home  with  in- 
structions to  stay  in  bed  with  an  ice  bag 
under  the  scrotum.  I told  him  to  come 
back  to  the  office  in  one  week.  But  three 
days  later  he  showed  up  in  the  office,  say- 
ing that  he  felt  so  good  there  was  no  use 
to  stay  in  bed  any  longer.  All  of  the  symp- 
toms had  disappeared,  the  soreness  had 
gone  out  of  the  epididymis  and  he  no  longer 
had  dysuria,  was  not  passing  any  blood,  the 
urine  was  clear  with  the  exception  of  a 
few  shreds  in  the  first  glass. 

It  is  my  opinion  that  without  sulfanila- 
mide this  boy  would  have  been  in  bed  at 
least  a week,  and  then  it  would  have  taken 
another  week  for  this  boy  to  get  in  the 
condition  that  he  called  himself  feeling 
good. 

We  had  a thirty-year  old  woman  come 
in  with  gonorrhea  who  had  been  under 
treatment  here  and  yonder  for  over  a year. 
She  gave  a history  of  having  had  recur- 
rent attacks  of  salpingitis  and  having  to 
stay  in  bed  two  or  three  weeks  at  a time. 
At  this  time  she  had  a fever  of  103  degrees 
and  was  extremely  tender  over  the  region 
of  each  tube.  We  put  her  on  sulfanilamide 
and  methylene  blue  and  hot  douches  and 
sent  her  to  bed.  In  one  week  she  came 
back  to  the  office  saying  that  she  was  well. 
We  were  unable  to  find  any  evidence  of 
gonorrhea  anywhere.  We  kept  her  under 
observation  at  intervals  for  a period  of 
three  months  and  were  never  able  to  find 
any  evidence  of  a recurrence. 

Another  white  woman,  age  twenty-eight, 
came  in  with  a paraurethral  abscess  which 
is  the  only  one  I have  ever  seen  in  the  fe- 
male. Skene’s  glands  were  badly  infected 
and  heretofore  we  had  treated  Skene’s 
glands  infection  by  injection  of  antiseptic 
substances  through  a blunt  needle.  Also 
we  had  burned  them  with  actual  cautery, 
we  have  kept  them  saturated  with  boric 


acid  and  in  spite  of  all  this  treatment  they 
lingered  along  without  much  change  for 
weeks.  Some  of  them  became  discouraged 
and  went  elsewhere  for  treatment  because 
they  felt  that  they  were  getting  no  better. 
In  this  case  the  abscess  was  opened  and 
the  patient  given  sulfanilamide  and  methy- 
lene blue.  In  three  weeks’  time  she  was 
well. 

The  shortest  time  a gonorrheal  case  got 
well  was  one  week.  We  had  two  patients 
who  were  apparently  well  in  this  time.  The 
longest  time  was  three  months.  In  those 
lasting  three  months,  we  found  that  if  the 
sulfanilamide  had  any  effect  at  all,  it  re- 
moved the  acuteness  and  made  the  patient 
much  more  comfortable  during  the  duration 
of  the  disease.  It  has  been  my  observation 
that  sulfanilamide  takes  effect  much  quicker 
and  better  everywhere  than  it  does  in  the 
anterior  urethra. 

Many  of  these  cases  of  prostatitis  and 
epididymitis  became  free  of  these  two 
symptoms,  but  would  continue  to  have  a 
discharge  from  the  anterior  urethra.  I 
think  we  have  hastened  the  effect  of  the 
drug  in  the  anterior  urethra  by  restricting 
fluids  and  requesting  the  patient  to  void 
every  few  minutes.  It  seems  that  this  fre- 
quent passage  of  urine  which  is  saturated 
with  sulfanilamide  over  the  urethra  hastens 
the  destruction  of  the  infection.  I would 
not  be  willing  to  treat  any  case  of  gonor- 
rhea with  sulfanilamide  alone.  Besides  this 
is  not  good  business. 

In  the  successful  group  there  were  twenty 
cases  of  pyelitis,  nineteen  of  which  were 
caused  either  by  colon  bacillus  or  staphy- 
lococcus. One  was  caused  by  bacillus  para- 
typhoid B.  In  the  cases  where  there  was 
obstruction  the  obstruction  was  removed, 
then  the  patient  put  on  sulfanilamide. 
While  they  were  taking  the  drug,  they  un- 
derwent the  usual  treatment  such  as  lavage 
of  the  kidney  pelvis  and  bladder  irrigations. 
Here  again  the  difference  which  sulfanila- 
mide made  was  in  the  speed  of  the  cure. 
In  times  past  we  have  treated  such  patients 
weeks  and  months  with  apparently  no  par- 
ticular changes.  In  this  particular  group 
of  twenty  cases  the  response  was  rapid,  the 
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time  of  recovery  in  these  pyelitis  cases  va- 
ried from  one  week  to  fourteen. 

The  case  with  bacillus  paratyphoid  B was 
a chronic  pyelitis  with  acute  exacerbation 
in  which  we  could  never  find  any  organisms 
on  culture  other  than  paratyphoid  bacillus 
B.  She  had  been  under  treatment  more 
than  a year.  She  could  get  nothing  more 
than  temporary  results.  We  tried  all  kinds 
of  urinary  antiseptics  such  as  urotropin, 
pyridium,  caprokol,  and  mandelic  acid. 
Each  time  she  had  a flare-up  we  would 
lavage  the  kidney  pelvis  with  seemingly 
good  temporary  results.  During  the  time 
of  this  treatment  the  patient  never  went 
longer  than  six  weeks  without  an  acute  at- 
tack. Three  months  ago  we  gave  her  sul- 
fanilamide and  since  that  time  she  has  had 
no  acute  attack  and  the  urine  has  been  free 
of  pus  and  bacteria  on  each  examination. 

In  this  group  of  successful  cases  we  had 
eight  cases  of  nonspecific  prostatitis.  These 
had  urethral  injections  and  prostatic  mas- 
sages as  we  had  done  before  sulfanilamide 
came  along.  Sulfanilamide  seemed  to  speed 
up  their  recovery  because  heretofore  such 
cases  had  gone  about  three  months  to  a 
year  or  more.  Of  these  eight  cases,  the 
shortest  time  for  recovery  was  two  months 
and  the  longest  time  three  months. 

In  the  cases  being  reported  there  were 
two  cases  of  chancroid.  The  first  one  had  a 
four-plus  Wassermann  and  we  treated  the 
syphilis  intensely  for  a month  with  no  evi- 
dence of  disappearance  of  the  lesion.  As 
a matter  of  fact,  it  was  spreading  all  the 
time  and  eating  deeper.  For  the  sake  of 
experiment  I discontinued  the  antiluetic 
treatment  and  gave  him  prontylin  by  mouth 
and  prontosil  intramuscularly.  In  seven 
days  the  chancroid  was  entirely  healed. 

The  second  case  had  had  the  chancroid 
for  eight  weeks,  during  which  time  he  had 
visited  every  clinic  in  Nashville.  He  had 
had  six  dark  fields  done  and  four  blood 
Wassermanns,  all  negative.  He  first  came 
in  on  Monday,  at  which  time  we  gave  him 
five  cubic  centimeters  of  prontosil  in  the 
hip  and  a prescription  for  prontylin  to  take 
by  mouth.  About  this  time  the  chancroid 
covered  about  one-third  of  the  surface  of 
the  penis.  He  came  back  on  Wednesday 


and  got  another  five  cubic  centimeters  of 
prontosil  in  the  hip.  At  this  time  the  chan- 
croid was  scabbed  over.  On  Friday  he 
came  back  and  the  scab  had  fallen  off  and 
the  lesion  was  apparently  well.  For  good 
measure  I gave  him  another  five  cubic  centi- 
meters of  prontosil  in  the  hip.  He  was 
told  to  return  if  any  further  symptoms 
recurred.  It  has  been  three  weeks  now  and 
nothing  has  been  seen  of  him.  Here  we 
seem  to  have  cured  a chancroid  in  five  days. 

There  were  two  cases  of  gonococcic 
arthritis.  One  was  in  the  left  shoulder. 
After  one  week  on  sulfanilamide  the  ar- 
thritis was  gone,  but  recurred  when  sul- 
fanilamide was  discontinued.  He  did  this 
four  times  and  finally  he  was  kept  on  the 
drug  three  weeks  continuously  and  there 
has  been  no  recurrence  in  three  months. 
He  had  prostatic  massages  all  the  way 
through. 

Another  had  gonococcic  arthritis  in  both 
feet  so  severe  that  he  had  to  cut  his  shoes 
into  shreds  in  order  to  wear  them,  and  then 
he  could  hardly  walk.  In  six  weeks  he  was 
wearing  uncut  shoes  and  was  free  of  all 
foot  symptoms. 

There  were  two  cases  of  staphylococcic 
urethritis  successfully  treated.  One  was 
well  in  two  weeks.  The  other  reported  for 
his  second  visit  on  the  day  he  was  told  to 
report,  and  when  he  came  in  he  said,  “You 
told  me  to  come  back  today,  but  there  was 
not  any  use  in  it,  for  after  I took  the  first 
dose  of  medicine  the  discharge  disap- 
peared/’ He  had  no  discharge  at  this  time 
and  the  urinalysis  was  negative.  I do  not 
know  whether  or  not  to  believe  this  stuff 
myself,  but  it  seems  to  have  happened.  I 
am  telling  you  about  it  as  I saw  it. 

The  Unsuccessfully  Treated  Group. — In 
this  group  we  have  placed  those  patients 
who  tolerated  sulfanilamide  and  took 
enough  of  it  to  demonstrate  that  it  would 
not  do  them  any  good.  There  were  six 
cases  of  colon  bacillus  pyelitis.  The  usual 
procedures  for  treating  colon  bacillus  pye- 
litis were  employed  and  in  addition  to  this 
sulfanilamide  was  given  and  the  sulfanila- 
mide had  no  effect.  These  cases  pursued 
the  course  ordinarily  expected  with  the  or- 
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dinary  form  of  treatment  without  the  use 
of  sulfanilamide. 

There  were  four  cases  of  colon  bacillus 
prostatitis.  In  addition  to  sulfanilamide 
they  were  given  the  usual  treatment  con- 
sisting of  urethral  injections,  prostatic 
massages.  In  spite  of  all  that  was  being 
done  to  them  and  all  that  was  being  given 
them  they  strung  along  over  a period  of 
months  and  one  of  them  is  still  stringing. 

There  was  one  case  of  staphylococcus 
prostatitis.  Sulfanilamide  gave  no  results. 

There  was  one  case  of  staphylococcus 
epididymitis  in  which  sulfanilamide  had  no 
effect. 

There  were  twelve  cases  of  gonorrhea  of 
the  ordinary  garden  variety.  One  of  these 
cases  took  over  300  tablets  of  sulfanila- 
mide in  two  months’  time  and  the  gonor- 
rhea continued  just  the  same.  One  man 
straggled  into  the  office  with  a pocket  full 
of  sulfanilamide  tablets,  which  he  said  his 
druggist  had  sold  him.  He  had  been  taking 
them  according  to  the  druggist’s  directions 
for  seven  weeks  and  had  finally  concluded, 
he  said,  that  they  were  not  good  for  him 
and  he  wanted  to  do  something  else.  Dur- 
ing these  seven  weeks  he  had  lost  thirty- 
five  pounds  in  weight,  had  no  appetite,  and 
his  gonorrhea  was  severe.  The  sulfanila- 
mide was  discontinued  and  he  was  put  on 
ordinary  injections  of  urethral  medications. 
For  some  peculiar  reason  this  fellow  got 
well  with  eighteen  treatments,  which  ex- 
tended over  a period  of  three  weeks,  and 
since  that  time  has  been  checked  frequently 
without  any  evidence  of  gonorrhea  being 
found.  It  would  seem  that  in  spite  of  the 
fact  that  sulfanilamide  alone  did  not  get 
rid  of  his  symptoms,  it  must  have  done 
something  to  him  in  the  way  of  building  up 
his  resistance  or  in  some  other  way  because 
it  is  the  only  case  of  gonorrhea  that  we 
ever  had  to  get  well  with  as  few  as  eighteen 
treatments. 

The  Intolerant  Group. — In  this  group 
there  were  twelve  cases  which  were:  colon 
bacillus  pyelitis,  seven;  staphylococcic  pye- 
litis, one ; staphylococcic  prostatitis,  two ; 
gonorrhea,  two.  One  of  these  patients  had 
severe  chills  every  time  she  took  sulfanila- 
mide. We  had  her  to  try  and  try  again  at 


such  intervals  and  under  such  circumstances 
that  we  proved  the  sulfanilamide  to  be  the 
cause  of  the  chills.  It  made  another  patient 
wild,  she  went  completely  out  of  mental 
balance  every  time  she  took  it.  One  pa- 
tient stated  that  when  she  took  a dose  of 
the  drug  for  a few  minutes  she  felt  very 
well,  then  she  became  elated  the  same  as  if 
she  took  morphine.  About  thirty  minutes 
after  the  dose  was  taken  a severe  headache 
began  that  not  even  morphine  would  re- 
lieve. We  also  repeated  this  experience  at 
such  intervals  and  under  such  circum- 
stances as  to  convince  us  that  sulfanilamide 
was  the  cause  of  the  headache. 

One  woman  was  found  lying  in  the  bath- 
room unconscious  and  blue  on  the  second 
day  after  beginning  to  take  sulfanilamide. 
We  did  not  care  to  repeat  this  experiment. 
One  patient  said  that  she  ached  all  over 
and  could  not  sleep  at  night  after  taking 
the  drug.  One  patient  who  tried  several 
times  to  take  sulfanilamide  found  that  each 
time  she  took  it,  she  became  so  severely 
nauseated  she  could  not  even  drink  water. 
A university  student  to  whom  we  gave  it 
complained  that  while  he  was  taking  it  he 
could  not  concentrate,  and  therefore  could 
not  do  the  work  required  of  him  in  school. 
Two  patients  had  an  elevation  of  tempera- 
ture. One  102.5  and  the  other  103.  These 
temperatures  lasted  three  or  four  days 
after  discontinuing  sulfanilamide.  Some  of 
these  patients  had  skin  rashes,  in  some  of 
them  it  appeared  after  being  exposed  to 
sunlight,  and  in  others  it  appeared  when 
not  exposed  to  sunlight.  We  had  one  who 
showed  a sulfanilamide  rash  which  was  one 
of  the  worst  rashes  of  any  kind  I have  ever 
seen. 

While  treating  a patient  one  day  he  told 
me  about  a friend  of  his  who  had  gonorrhea 
and  who  had  supposedly  gone  crazy  from 
some  kind  of  drug  he  was  taking.  I ad- 
vised him  to  take  his  friend  off  of  the  drug 
and  bring  him  in  when  he  had  recovered 
to  his  normal  state  of  mind.  In  a few  days 
he  brought  him  in,  and  the  patient’s  story 
was  about  like  this:  That  a druggist  sold 
him  a large  quantity  of  sulfanilamide  tablets 
for  ten  dollars  and  guaranteed  a cure.  He 
took  these  tablets  according  to  directions 
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for  five  weeks.  He  said  that  in  his  memory 
the  whole  five  weeks  were  a total  blank 
except  for  one  instance.  He  remembered 
finding  himself  walking  in  the  middle  of 
Fifth  Avenue  in  Nashville  in  the  midst 
of  heavy  traffic.  He  does  not  know  how 
he  got  from  his  home  which  was  more  than 
forty  miles  from  Nashville,  nor  does  he 
know  why  he  went  into  Fifth  Avenue,  nor 
does  he  know  how  he  got  out  of  the  street 
or  how  he  got  home  or  when  he  got  home. 
When  he  came  to  the  office  he  had  gonor- 
rhea everywhere  a man  could  have  it  except 
in  his  eyes,  and  it  was  in  a very  severe 
form.  Contrary  to  the  other  man  who  had 
been  saturated  with  the  drug  he  did  not 
respond  to  treatment.  It  took  him  eight 
months  to  get  well. 

Miscellaneous  Group.  — In  this  group 
there  are  twelve.  One  a nineteen-year-old 
boy  with  a staphylococcic  pyelitis,  who  was 
made  so  sick  by  sulfanilamide  that  he  went 
to  bed  with  chills  and  fever  and  intense 
nausea.  In  spite  of  these  untoward  symp- 
toms he  stuck  to  his  medicine  and  was  well 
in  two  weeks.  We  had  one  man  who  tol- 
erated neither  prontylin  nor  sulfanilamide 
by  mouth  because  of  headaches  and  chills 
and  fever,  but  he  could  tolerate  prontosil 
in  the  hip.  After  each  injection  of  pron- 
tosil there  was  a marked  improvement  in 
his  symptoms,  but  he  was  a traveling  man 
and  was  not  seen  enough  for  any  definite 
conclusion  to  be  drawn.  Another  in  this 
group  was  a woman  with  severe  gonorrhea 
who  was  made  so  dizzy  by  sulfanilamide 
that  she  could  not  raise  up  out  of  bed.  She 
was  treated  without  sulfanilamide  in  the 
usual  manner.  The  results  were  not  en- 
couraging and  we  decided  to  put  her  back 
on  sulfanilamide  in  small  doses  not  know- 
ing the  doses  she  had  before.  She  improved 
very  rapidly  and  was  well  in  four  weeks. 
The  others  in  the  miscellaneous  group  were 
men  who  tolerated  the  drug  well,  but  they 
had  either  stones  in  the  kidney,  or  recent 
operations  on  the  bladder  neck.  They  de- 
rived no  benefits  from  the  drug. 

Contrary  to  these  unfavorable  symptoms 
we  had  one  man  in  the  successful  group 
whom  the  drug  elated.  He  said,  “Doctor,  I 


would  rather  have  a bottle  of  those  pills 
than  have  a pint  of  whisky.” 

Summary 

According  to  this  group  the  percentages 
were  as  follows: 

Successful,  fifty-nine  per  cent. 

Unsuccessful,  29.5  per  cent. 

Intolerant,  9.8  per  cent. 

Miscellaneous,  9.8  per  cent. 

When  this  summary  is  condensed  we 
have  fifty-nine  per  cent  benefited  by  the 
drug  and  forty-one  per  cent  not  benefited. 

1.  Sulfanilamide  seems  to  have  less  toxic 
eifect  when  given  in  conjunction  with 
methylene  blue. 

2.  It  is  more  effective  when  fluids  are 
restricted. 

3.  It  fixes  some  cases  and  they  will  re- 
main at  a standstill  or  get  worse  until 
the  drug  is  discontinued. 

4.  Some  of  the  complications  are  chills 
and  fever,  cyanosis,  disorientation, 
severe  headaches,  anorexia,  nausea 
and  vomiting,  exhilaration,  general 
malaise  and  skin  rash. 


SULFANILAMIDE  IN  OTOLARYN- 
GOLOGY* 

Eugene  Orr,  M.D.,  Nashville 

1 THINK  IT  A VERY  wise  move  on  the 
part  of  our  program  committee  to  have 
the  question  of  sulfanilamide  brought 
before  this  body.  There  is  a real  danger 
that  the  use  of  this  drug  get  out  of  the 
hands  of  the  medical  profession  and  become 
an  over-the-counter  prescription  proposi- 
tion. Only  recently  I have  seen  two  indi- 
viduals who  were  taking  it  for  bad  colds. 
In  one  it  had  been  prescribed  by  a physi- 
cian, in  the  other  it  had  been  suggested 
by  a friend. 

In  evaluating  sulfanilamide  in  conditions 
met  with  in  an  ear,  nose,  and  throat  prac- 
tice I have  drawn  upon  the  available  lit- 
erature, the  experience  of  my  professional 
friends,  and  my  own  rather  limited  expe- 
rience. 

However  skeptical  one  may  be  as  to  the 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  12,  13,  14,  1938. 
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dependability  of  the  “printed  word,”  one 
can  hardly  question  the  value  of  sulfanila- 
mide against  infections  caused  by  the  hemo- 
lytic streptococcus,  the  meningococcus, 
and  the  gonococcus.  Infections  caused  by 
the  streptococcus  viridans  and  the  staphy- 
lococcus aureus  are  not  effected  by  its  use, 
therefore,  when  its  use  is  being  contem- 
plated one  should  be  certain  that  the  offend- 
ing organism  is  one  in  which  its  use  may 
be  effective. 

Not  much  has  been  said  concerning  its 
use  in  chronic  infections.  Dr.  Shambaugh 
reports  the  case  of  an  ear  which  had  been 
discharging  profusely  for  four  months  in 
spite  of  a mastoid  operation.  There  was 
X-ray  evidence  of  a coalescent  petrositis. 
The  ear  became  entirely  dry  within  twenty- 
four  hours  after  the  administration  was  be- 
gun (ten  grains  three  times  a day) . 

I had  been  very  hopeful  that  this  drug 
would  prove  beneficial  in  eliminating  or 
materially  reducing  streptococcus  carriers. 
I was  disappointed  in  reading  the  report 
of  Drs.  Hogue  and  Bailey.  They  selected 
183  patients  convalescing  from  scarlet 
fever;  125  received  the  drug  and  fifty-eight 
served  as  controls.  Sulfanilamide  was  ad- 
ministered during  the  last  week  of  a four 
weeks’  quarantine.  Their  conclusions  were 
that,  “irrespective  of  any  value  sulfanila- 
mide may  have  in  the  treatment  of  acute 
streptococci  diseases,  it  is  not  effective  in 
the  eradication  of  hemolytic  streptococci 
from  the  noses  and  throats  of  patients  with 
scarlet  fever  at  the  end  of  a four  weeks’ 
period  of  quarantine.”  The  amount  given 
was  thirty  grains  daily.  At  the  present 
time  I believe  this  would  be  considered  in- 
adequate. 

The  most  frequent  reference  to  its  use 
in  ear,  nose,  and  throat  literature  has  to 
do  with  streptococcic  meningitis  of  otitic 
origin.  I am  sure  that  every  one  doing 
otology  has  been  impressed  with  the  great 
number  of  streptococcic  meningitis  cases 
reported  as  cured  by  the  sulfanilamide 
therapy.  In  some  series,  as  high  as  eighty 
per  cent  have  been  reported  as  cured.  One 
must  bear  in  mind  the  fact  that  prior  to 
the  recent  introduction  of  sulfanilamide  the 
mortality  in  this,  the  most  dreaded  compli- 


cation of  mastoiditis,  was  around  ninety- 
seven  per  cent.  It  must  be  emphasized, 
however,  that  in  this  condition  adequate 
drainage  of  the  focus  is  still  considered  of 
paramount  importance.  There  are  individ- 
uals in  whom  the  course  of  the  disease  is 
apparently  not  influenced  by  the  use  of  the 
drug.  A case  in  point  is  one  of  my  own. 
An  extensive  mastoidectomy  was  done.  The 
administration  of  sulfanilamide  was  insti- 
tuted as  soon  as  meningeal  symptoms  de- 
veloped, even  before  a report  on  spinal  fluid 
was  obtained.  He  succumbed  uninfluenced 
by  the  use  of  the  drug.  This  was  a post- 
scarlet fever  mastoid  and  cultures  showed  a 
hemolytic  streptococcus. 

Cases  of  acute  mastoiditis  have  been  re- 
ported as  having  been  cured  by  the  use  of 
the  drug.  However,  I doubt  the  sanity  of 
any  one  who  would  disregard  the  well- 
known  indications  for  mastoid  surgery  be- 
yond a reasonable  safety  limit.  Sulfanila- 
mide should  be  used,  in  conjunction  with, 
and  not  to  the  exclusion  of  accepted  medical 
and  surgical  procedures. 

In  streptococcic  blood  stream  infections 
secondary  to  mastoiditis  sulfanilamide  ap- 
parently has  little  effect.  Here  convales- 
cent serum  is  to  be  preferred.  I know  per- 
sonally of  one  case  of  hemolytic  strepto- 
coccus mastoiditis  complicated  by  a blood 
stream  infection  in  which  sulfanilamide 
had  been  administered  from  the  beginning 
of  the  middle  ear  suppuration. 

Cases  of  severe  hemolytic  streptococcic 
throats  have  been  reported  in  which  sul- 
fanilamide acted  like  magic.  Personally,  I 
have  had  two  such  cases.  In  others  there 
was  no  response. 

The  toxic  effects  of  this  drug  are  usually 
mild  and  transitory.  However  severe  ef- 
fects occur  with  sufficient  frequency  to  war- 
rant one  in  saying  that  a patient  to  whom 
this  drug  is  administered  should  be  under 
the  daily  observation  of  his  physician.  Cer- 
tainly the  sale  of  this  drug  should  not  be 
allowed  except  on  a doctor’s  prescription. 
Among  the  more  serious  complications  be- 
ing reported  are  methemoglobinemia,  sul- 
phemoglobinemia,  acute  hemolytic  anemia, 
agranulocytosis,  and  optic  neuritis.  Since 
so  few  cases  of  serious  toxic  effects  have 
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been  reported  in  detail  in  the  literature  it 
may  be  of  interest  to  report  a case  seen  by 
my  associate,  Dr.  Kennon. 

Case  report:  R.  E.,  white  man,  age  thir- 
ty-two, married.  Was  first  seen  on  March 
16,  1938.  His  previous  medical  history  has 
no  bearing  on  the  present  condition.  He 
was  admitted  to  the  hospital  on  account  of 
sore  throat  and  high  fever.  The  history 
of  the  illness  was  that  he  had  a chronic 
gonorrheal  urethritis  and  had  been  given 
sulfanilamide  over  a period  of  a week.  The 
sulfanilamide  had  not  seemed  to  influence 
the  urethritis  so  it  was  discontinued.  Five 
days  after  the  use  of  the  drug  had  been 
stopped  the  patient  developed  slight  fever 
and  a sore  throat.  The  soreness  of  throat 
increased  in  severity  and  on  the  day  of 
admission  he  developed  marked  hoarseness 
and  had  a temperature  of  104  degrees  Fahr- 
enheit. He  was  delirious  most  of  the  day. 
On  admission  to  the  hospital  his  tempera- 
ture was  105  degrees,  pulse  120,  respiration 
twenty-eight.  Physical  examination  except 
for  the  throat  and  urethral  condition  was 
essentially  negative.  There  was  a rattling 
sound  of  mucus  in  throat.  Patient  was 
hoarse  and  talked  as  if  his  mouth  was  full 
of  mush.  There  was  an  ulcer  on  the  lower 
lip  at  the  muco  cutaneous  junction  which 
looked  like  an  ordinary  ruptured  herpetic 
vesicle.  There  were  four  small  ulcers  on 
the  posterior  pharyngeal  wall.  These  ulcers 
were  approximately  circular.  They  were 
covered  with  a yellowish  white  exudate, 
surrounded  by  a hyperaemic  zone.  The 
mucous  membrane  elsewhere  was  not  ab- 
normally red.  Smears  and  cultures  showed 
the  bacteria  usually  found  in  the  throat. 
The  epiglottis  was  red  and  so  swollen  that 
it  was  impossible  to  see  the  intralaryngeal 
structures.  The  patient  was  not  dyspnoeic 
and  his  color  was  good.  There  was  no  his- 
tory of  cyanosis.  A leukocyte  count  was 
ordered  and  the  report  of  less  than  fifty 
white  blood  cells  was  returned.  Examina- 
tion of  blood  smears  showed  an  occasional 
degenerated  white  blood  cell. 

A transfusion  of  500  cubic  centimeters 
of  citrated  blood  was  given  at  four  o’clock 
A.M.  of  the  day  after  admission.  About 
five  A.M.  the  patient  became  so  very  dysp- 


noeic and  cyanotic  that  a tracheotomy  was 
done.  He  was  given  pentnucleotide,  ten 
cubic  centimeters  hypodermic  every  six 
hours  (administration  begun  about  two 
hours  after  admission).  A stimulating  ex- 
posure of  X-ray  over  the  long  bones  was 
given  on  the  night  following  admission.  A 
second  blood  transfusion  of  250  cubic  centi- 
meters of  citrated  blood  was  given  in  the 
afternoon  of  the  day  following  admission. 
The  leukocyte  count  following  the  first 
transfusion  was  1,100,  with  two  per  cent 
polys.  A second  white  blood  count  six 
hours  later  was  600  with  no  polys.  The 
patient  got  steadily  worse  though  no 
marked  change  was  noticeable  in  his  throat. 
His  temperature  by  rectum  varied  from 
106  degrees  to  107  2/5.  He  died  at  twelve 
o’clock  noon  on  the  second  day  following 
admission  to  the  hospital.  Permission  for 
a post-mortem  could  not  be  obtained. 

In  conclusion  may  I emphasize  the  im- 
portance of  determining  the  nature  of  the 
offending  organism  as  early  as  possible. 
Sulfanilamide  is  proven  to  be  a most  effec- 
tive aid  in  the  treatment  of  streptococcic 
meningitis  and  other  serious  infections.  Its 
mode  of  action  is  as  yet  not  definitely  de- 
termined and  its  dosage  not  firmly  estab- 
lished. It  is  a drug  not  without  danger  and 
for  the  present  at  least  should  be  reserved 
for  the  severer  infections  and  then  used 
in  conjunction  with  and  not  take  the  place 
of  well-recognized  medical  and  surgical 
procedures  and  always  under  the  continu- 
ous observation  of  a physician. 

DISCUSSION 

DR.  JOHN  M.  LEE  (Nashville)  : Mr.  President 
and  Gentlemen  of  the  Society:  I think  we  are  par- 
ticularly fortunate  in  having  this  most  interesting 
report  on  the  use  of  sulfanilamide  in  meningococcic 
meningitis  by  Dr.  Levy,  who  has  had  an  unusual 
opportunity  to  study  a large  number  of  cases  of 
this  disease  treated  under  different  methods. 

I cannot  claim  the  wide  experience  he  has  had. 
My  experience  is  very  limited  with  this  partic- 
ular medication  in  this  disease,  and  my  patient 
died  several  hours  after  we  saw  him,  which  was 
hardly  a test  of  the  drug. 

We  are  justified,  I think,  in  concluding  with 
Dr.  Levy  that  sulfanilamide  is  a very  valuable 
adjunct  in  the  treatment  of  this  disease.  As  he 
brought  out  in  his  paper,  apparently  certain  strains 
of  meningococci  do  not  yield  to  the  effect  of  the 
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drug  as  well  as  others.  For  that  reason  also  we 
do  not  depend  on  this  alone.  As  he  pointed  out 
in  his  paper,  it  was  found  experimentally  if  the 
drug  was  used  in  conjunction  with  antimeningo- 
coccic serum  the  effect  seemed  particularly  good. 
That  effect  I have  observed  in  scarlet  fever. 

We  do  not  know  yet  the  limitations  of  the  use 
of  this  drug,  and  until  we  know  a little  more  about 
it  I think  all  of  us  would  do  well  to  proceed  cau- 
tiously. 

Children  apparently  stand  the  drug  very  well. 
In  this  particular  disease  there  is  the  advantage 
in  this  preparation  that  it  overcomes  the  technical 
difficulties  rendered  necessary  by  intraspinous 
treatment.  Infants  particularly  are  hard  to  per- 
form lumbar  puncture  upon,  and  in  many  instances 
no  doubt  sulfanilamide  will  be  very  useful  in  men- 
ingitis at  this  age. 

The  use  of  the  drug  alone  may  be  resorted  to 
in  emergency  in  a disease  as  serious  as  this,  but 
where  possible  all  cautions  should  be  followed  that 
were  observed  in  Dr.  Levy’s  study. 

We  believe  that  this  is  the  first  report  of  the 
treatment  of  this  disease  presented  to  this  society, 
and  we  think  Dr.  Levy  should  be  congratulated  on 
his  excellent  paper,  on  the  splendid  results  that 
he  has  obtained,  and  we  believe  that  the  results 
obtained  justify  further  study  of  this  particular 
medication. 

DR.  DEXTER  L.  WOODS  (Waynesboro)  : Mr. 
President  and  Members  of  the  Association:  The 
paper  given  us  by  Dr.  Pennington  on  sulfanilamide 
in  urology,  I think,  has  been  very  instructive  as 
well  as  interesting.  In  the  cases  he  reported  some 
are  outstanding,  are  almost  miraculous.  I speak 
to  you  from  the  viewpoint  of  the  general  practi- 
tioner and  of  course  cannot  give  you  the  reports 
that  Dr.  Pennington  gave.  In  the  groups  he  gave 
us  that  responded  successfully  to  the  treatment 
there  are  some  outstanding  features  which  I think 
we  should  bear  in  mind  which  perhaps  explain 
some  of  our  failures,  at  least  mine,  in  using  sul- 
fanilamide when  it  first  began  to  come  out  in  these 
cases,  especially  in  gonorrheal  infections. 

I noted  that  Dr.  Pennington  used  sulfanilamide 
along  with  his  usual  treatment  what  you  might 
term  the  conventional  treatment  previous  to  the 
use  of  this  drug.  This,  of  course,  has  proven  its 
benefit  by  his  case  reports  and  of  course  proves 
that  sulfanilamide  was  the  outstanding  factor  in 
giving  him  speedy  recoveries  in  some  of  his  cases. 
That  is  another  point  to  bear  in  mind — the  speed 
with  which  some  of  these  patients  recovered.  In 
my  experience  and  to  my  knowledge  I have  never 
seen  any  recovery  with  that  remarkably  short 
duration  of  the  disease. 

Also  we  should  consider  the  variety  of  cases 
that  he  mentioned,  of  urinary  infections  and  the 
specific  diagnosis  he  gave  us;  also  the  relief  of 
the  pain  and  discomfort,  which,  of  course,  was 
brought  out  with  the  speed  in  recovery  of  the 
patients. 


Two  main  things  are  very  important  that  he 
mentioned  to  us  in  using  this  drug,  especially  in 
gonorrheal  and  urethral  infections.  Restriction  of 
the  fluids  is  one.  I think  it  has  been  customary 
in  the  past,  at  least  in  my  experience,  usually  to 
force  fluids  in  gonorrheal  infections,  and  of  course 
by  doing  so  with  sulfanilamide  we  lower  or  di- 
minish the  concentration  of  the  sulfanilamide  in 
the  blood  stream,  which  has  been  proven  by  some 
workers  should  be  around  ten  milligrams  per  100 
cubic  centimeters  of  blood.  Thus  by  restricting 
fluids  he  got  his  concentration  sufficient  to  give 
his  bacterial  action  without  increasing  the  drug 
to  too  great  doses.  The  other  thing  he  brought 
out  that  was  very  important  was  putting  the  pa- 
tient to  bed.  That  is  a thing  that  I think  is  ex- 
tremely important.  I must  confess  to  you  that  in 
some  cases  I treated  I think  that  is  the  reason  I 
did  not  get  results;  I did  not  put  them  to  bed.  I 
thoroughly  agree  with  him  on  that  statement,  that 
all  of  them  should  be  put  to  bed.  I do  not  think 
any  patient  taking  sulfanilamide  under  the  recog- 
nized treatment  we  are  giving  should  be  up  and 
about. 

In  regard  to  his  unsuccessful  group,  he  gave  us 
a similar  diagnosis  to  those  in  the  successful  group. 
The  reactions  were  very  unfavorable  in  some  cases : 
vertigo,  dizziness,  headache,  even  high  fever,  chills 
in  some,  severe  headaches,  and  then  the  skin  rash 
which  he  showed  us. 

I would  like  to  ask  the  doctor  what  he  treated 
these  patients  with  other  than  discontinuing  the 
drug  for  relief  of  their  headaches  and  fever  and  so 
forth,  because  we  have  been  cautioned  about  using 
so  many  different  drugs  with  sulfanilamide,  espe- 
cially drugs  with  the  sulphur  radical. 

In  regard  to  the  skin  rash  that  varies.  The  one 
Dr.  Pennington  gave  us  simulated  scarlet  fever  or 
general  rash.  I had  two  cases,  one  of  which  simu- 
lated very  much  an  ordinary  case  of  scabies,  just 
a macular  rash  and  not  coalescent.  The  other 
was  in  a young  lady  whose  rash  was  similar  to  the 
one  he  showed  us,  but  only  confined  to  the  upper 
extremities  and  the  neck. 

It  has  been  mentioned  by  some  that  perhaps  the 
effect  is  the  photo-effective  effect  of  sunlight  on 
these  cases.  I could  not  see  anything  to  that. 
It  may  be  so. 

He  mentioned  the  other  group  which  did  not 
tolerate  the  drug  at  all.  He  mentioned  a case  of 
psychosis  and  a case  of  coma,  which,  of  course, 
brings  us  to  the  fact  that  this  is  a dangerous 
drug  we  are  dealing  with  and  should  be  given  very 
cautiously  and  with  very  strict  attention.  I think, 
as  I mentioned  previously,  that  the  patients  should 
be  observed  very,  very  closely. 

He  obtained  no  results  from  the  stone  and  sur- 
gical cases.  His  results  came  out  about  fifty-one 
per  cent  good,  and  if  I remember  correctly,  forty- 
nine  per  cent  not  so  good,  which  is  approximately 
a fifty-fifty  proposition  with  sulfanilamide. 

Dr.  Pennington  said  that  it  was  hard  to  believe 
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some  of  the  things  he  told  us.  I have  a case  I 
would  like  to  report  to  you  that  it  is  hard  for  me 
to  believe.  Whether  sulfanilamide  was  responsible 
I do  not  know.  A man  forty-eight  years  old,  an 
epileptic,  had  been  for  twenty-seven-odd  years  in 
that  condition,  by  his  history  and  by  case  records 
of  previous  physicians  and  hospital  records.  I 
have  known  him  eight  years.  He  came  to  me  with 
acute  gonorrheal  urethritis,  a typical  case.  I gave 
him  sulfanilamide,  and  after  he  took  about  eighty- 
six  five-grain  tablets  he  became  so  dizzy  that  I 
had  to  discontinue  the  drug.  Then  I put  him  on 
routine,  conventional  treatment  of  irrigation  and 
stopped  the  sulfanilamide.  He  dragged  along  for 
two  or  three  months  like  most  of  them  do.  About 
the  third  month  that  I was  treating  him  he  re- 
quested I give  him  some  more  of  the  sulfanilamide. 
I asked  him  why.  He  said  it  had  stopped  his 
“fits.”  He  had  been  having  epileptic  attacks  two 
or  three  times  a week  during  the  spring  and 
summer,  and  during  the  winter  two  or  three  a 
month.  During  the  time  I treated  him  he  reported 
to  the  office  almost  every  day  during  a three-month 
period  and  had  no  epileptic  attack  or  “fits.” 
Whether  the  psychic  effect  of  the  gonorrhea  was 
sufficient  to  stop  them  I do  not  know. 

It  may  be  explained  by  the  fact  that  was  brought 
out  by  Marshall  that  sulfanilamide  taken  in  the 
gastrointestinal  tract  in  sufficient  doses  soon  pene- 
trates or  becomes  impregnated  in  all  the  fluids  of 
the  body.  Of  course  that  would  mean  the  cerebro- 
spinal fluid  and  others.  This  may  explain  it  all 
right. 

I think  we  should  be  very  careful  about  pre- 
scribing the  drug.  We  have  something  that  is  of 
great  benefit  to  us,  I think,  to  the  general  practi- 
tioner as  well  as  to  the  specialist,  but  I think  it 
is  a dangerous  drug  and  we  should  handle  it  very 
cautiously,  and  I think  its  being  prescribed  by 
druggists  should  be  condemned.  I have  requested 
that  our  druggist  do  not  prescribe  it  unless  I write 
the  prescription.  I have  found  they  use  it  for  al- 
most everything. 

DR.  ROBERT  E.  SULLIVAN  (Nashville)  : Mr. 
President  and  Members  of  the  Association  and  Vis- 
itors: I think  Dr.  Orr  has  given  us  a very  excel- 
lent resume  of  the  administration  of  sulfanilamide 
in  otolaryngology.  This,  I believe,  is  true  in  al- 
most any  new  drug.  In  some  cases  we  see  of  sepsis 
of  otitic  brigin,  meningitis  complicating  mastoid- 
itis— we  are  apt  to  swing  a little  bit  too  far  in 
our  enthusiasm  in  the  use  of  any  new  drug.  I 
personally  feel  that  this  particular  drug  has  great 
value  if  used  judiciously,  but  it  is  certainly  not  a 
cure-all  or  panacea  for  all  of  our  various  infec- 
tions. The  old  saying — be  not  the  first  to  try  the 
new  nor  the  last  to  give  up  the  old — might  hold 
good  in  administering  sulfanilamide.  Personally, 
I do  not  feel  that  enough  time  has  elapsed  to  take 
stock  in  the  administration  of  sulfanilamide  except 
in  certain  very  specific  types  of  infections  like 


streptococcus  hemolyticus,  the  beta  type,  and  the 
meningococcus  or  the  gonococcus.  In  these  we 
know  that  this  drug  has  unquestionable  value.  By 
accepting  this  drug  as  a considerable  aid  in  these 
three  types  of  infections  I think  we  will  accom- 
plish more  than  just  giving  it,  as  Dr.  Orr  men- 
tioned, in  the  ordinary  bad  cold  or  in  any  infection 
of  the  nasopharynx. 

Over  a year  ago  most  of  us  were  giving  this 
drug,  but  without  much  knowledge  of  how  much  to 
give  or  for  what  to  give  it  or  what  might  happen  if 
we  did  give  it.  Now  we  know  from  reading  many 
reports  that  it  is  a very  useful  drug  and  gives  very 
satisfactory  assistance  in  specific  infections.  I 
mean  by  specific  infections,  the  three  types  that  I 
mentioned. 

I feel  that  certain  dangers  must  be  stressed. 
Do  not  become  too  self-satisfied  with  it.  It  can 
be  used,  but  do  not  overlook  other  necessary  and 
well-proven  things  such  as  the  elimination  of  dis- 
eased foci  or  giving  adequate  drainage.  In  other 
words,  if  you  have  an  acute  mastoiditis,  do  not 
depend  upon  this  drug  alone.  If  you  have  surgical 
indications,  do  surgery;  also  transfusions,  either 
whole  blood  or  convalescent  serum,  that  is  mostly 
in  blood  stream  infections  of  otitic  origin.  There 
is  another  thing,  that  patients  with  blood  stream 
infections,  even  though  they  are  getting  transfu- 
sions and  sulfanilamide,  must  also  be  fed  regard- 
less of  temperature,  I mean  as  long  as  they  will 
tolerate  food,  and  it  should  be  forced  feeding  if 
necessary.  We  know  very  little  of  the  mode  of 
action  of  this  drug.  We  do  recognize  certain  un- 
favorable signs,  as  nausea,  vomiting,  dizziness, 
cyanosis,  rash,  and  the  blueness  besides  the  cyano- 
sis. I feel  if  a daily  blood  count  is  made,  or  at 
least  every  other  day,  you  will  be  able  to  note  early 
changes  in  the  blood. 

A year  ago  I had  no  feeling  of  fear  about  ad- 
ministering this  drug,  but  I doubt  now  if  I would 
administer  it  unless  the  patient  was  in  the  hospital 
where  I could  keep  a daily  check  on  the  blood. 
That  may  be  entirely  too  cautious,  but  I would 
rather  know  something  about  the  condition  of  the 
patient’s  blood.  I certainly  would  not  be  guilty 
of  administering  sulfanilamide  without  some  check 
on  the  patient’s  general  condition  and  blood  picture. 

In  a recent  case  of  mine  a daily  blood  count 
was  made.  In  this  particular  case  of  sepsis,  blood 
stream  infection  from  a mastoiditis,  the  patient 
had  a rather  high  leukocytosis,  so  we  felt  a little 
more  comfortable  about  that.  There  was  no  de- 
struction or  lowering  of  the  white  cells.  It  is 
unfortunately  true  that  once  a destruction  of  the 
blood  elements  begins  you  may  be  helpless  in  com- 
bating this  condition.  To  discontinue  the  drug 
may  help,  transfusion  assists,  but  they  do  not  al- 
ways restore  a normal  blood  picture. 

If  there  is  marked  destruction  of  the  white  cells 
you  are  rather  in  a hopeless  position,  as,  for  exam- 
ple, the  case  Dr.  Orr  reported  of  Dr.  Kennon’s. 
I think  the  white  cell  count  was  probably  down  to 
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less  than  fifty.  Once  it  reaches  a level  as  low  as 
this  what  can  you  do?  You  are  absolutely  helpless. 

Dr.  Orr  mentioned  streptococcic  carriers.  I 
agree  with  him  that  the  reports  positively  show 
that  sulfanilamide  has  very  little  value  in  eradicat- 
ing streptococci  in  these  people,  but  it  has  great 
value  in  the  treatment  of  scarlet  fever.  As  to 
how  sulfanilamide  acts  we  do  not  know.  The  gen- 
eral impression  is  that  it  retards  the  multiplication 
of  organisms  sufficiently  to  permit  the  normal  de- 
fense mechanism  of  the  body  to  destroy  them. 
That  is  about  as  much  knowledge  as  I can  get  as 
to  the  action.  More  than  that,  we  have  very 
little  knowledge  at  the  present  time.  If  we  accept 
the  drug  as  being  more  or  less  specific  for  some 
infections  and  give  it  without  feeling  that  it  has 
definite  dangers,  we  will  not  go  far  wrong,  but  I 
certainly  would  not  advise  it  for  anything  and 
everything,  as,  for  example,  for  ordinary  acute 
rhinitis,  as  was  mentioned  before. 

Dr.  Orr  mentioned  a case  of  mine  where  the 
treatment  was  administered  from  the  onset  of 
acute  otitis  media.  This  was  a child  that  had  an 
acute  middle  ear.  There  was  a prompt  incision 
of  the  drum  with  administration  of  sulfanilamide. 
This  patient  developed  a hemorrhagic  type  of  mas- 
toiditis, proven  by  culture  at  the  time  of  opera- 
tion— blood  stream  infection,  streptococcus  hemo- 
lyticus  beta.  Throughout  the  child’s  illness  she 
had  had  considerable  amounts  of  sulfanilamide, 
not  small  doses  of  five  grains  three  times  a day, 
but  much  larger  doses  than  that;  yet  she  developed 
a blood  stream  infection  of  the  same  type  she  had 
in  the  middle  ear,  and  I think  if  we  had  depended 
entirely  on  this  drug  and  had  not  gone  ahead  with 
the  surgery  as  it  was  indicated,  and  with  the  use 
of  convalescent  serum,  whole  blood  transfusions, 
forced  feeding,  and  things  like  that,  we  would  have 
lost  the  child.  Fortunately,  we  did  not. 

We  did  not  know  until  recently  that  sulfanila- 
mide would  cause  agranulocytosis,  and  the  essayist 
mentioned  one  case  in  his  practice.  In  reviewing 
the  literature  we  are  now  able  to  account  for  six 
other  cases  in  various  sections.  That  alone  is 
enough  to  chill  me  quite  a bit  on  the  indiscriminate 
use  of  this  drug. 

DR.  G.  H.  BERRYHILL  (Jackson)  : Mr.  Chair- 
man and  Members:  In  my  opinion,  Dr.  Orr  and 
Dr.  Sullivan  have  said  about  all  there  is  to  be  said 
about  the  use  of  sulfanilamide  in  otolaryngology. 
However,  there  are  two  or  three  things  that  im- 
pressed me  to  which  I might  add  my  little  say. 

There  is  no  doubt  that  in  sulfanilamide  we  have 
a new  drug  of  undoubted  effectiveness  in  certain 
types  of  infections.  From  the  reports  of  all  the 
available  literature  it  seems  that  in  this  drug  we 
have  almost  a specific  for  the  beta  hemolytic 
streptococcic  infections.  However,  we  must  all 
agree  that  sulfanilamide  therapy  is  yet  in  the  ex- 
perimental stage.  Only  by  elaborate  laboratory 
checks  are  we  able  to  determine  the  individual 


dosage,  and  we  possibly  do  not  know  all  of  its  ill 
effects.  However,  we  all  know  of  the  possibility 
of  toxic  reactions  from  this  drug.  For  that  reason 
I would  like  to  stress  and  add  emphasis  to  Dr. 
Orr’s  warning  against  its  indiscriminate  use. 

Personally,  I have  experienced  no  such  tragic 
results  as  he  describes  in  the  latter  part  of  his 
essay,  but  we  have  had  cases  where  undoubtedly 
the  continued  use  of  the  drug  would  have  had  a 
very  bad  effect.  In  my  experience  the  chief  toxic 
effects  have  been  the  milder  ones,  such  as  delirium, 
skin  rash,  dizziness,  and  nausea,  and  it  has  been 
my  experience  that  these  effects  are  far  more  fre- 
quent than  the  literature  would  have  us  believe. 
My  experience  may  be  unique,  but  I am  convinced 
without  using  any  figures  that  the  drug  is  poorly 
tolerated  in  greater  or  less  degree  by  about  forty 
per  cent  of  patients.  I wonder  if  any  of  the  rest 
of  you  have  had  anything  like  the  same  results. 

I felt  from  the  beginning  of  the  use  of  this  drug 
that  if  there  was  an  infection  in  which  successful 
use  was  desired  it  would  be  in  the  pneumococcic 
ear,  which  is  most  often  the  forerunner  of  pneu- 
mococcic meningitis.  I recently  had  such  a case 
in  a three-month  old  infant,  and  despite  opening 
the  ears  and  sulfanilamide  therapy,  meningitis  de- 
veloped. The  ears,  however,  cleared  up  and  no 
mastoid  developed.  Treatment  was  continued  with 
more  sulfanilamide  combined  with  pneumococcic 
type  serum.  The  child  died,  but  we  did  keep  it 
alive  for  three  weeks  after  meningitis  was  dis- 
covered to  have  developed,  and  my  colleague  on 
the  case,  a pediatrician,  assured  me  that  this  is 
twice  as  long  as  they  usually  live,  and  he  himself 
has  treated  successfully  two  cases  of  this  type  of 
meningitis  with  sulfanilamide.  However  the  two 
who  survived  had  two  things  in  their  favor:  they 
were  older  children,  eight  and  twelve  years,  and 
they  were  charity  patients.  In  rechecking  the  lit- 
erature of  a group  of  clinics  on  their  experience,  I 
find  quite  a variation  in  the  successes  reported  in 
pneumococcic  infections.  Some  seem  to  get  as  high 
a percentage  of  results  in  this  as  in  streptococcic 
infections,  while  others  report  practically  no  suc- 
cess at  all  from  its  use.  However,  I am  of  the 
opinion  that  it  is  indicated  and  should  be  used  in 
all  cases  of  this  type. 

We  have  used  sulfanilamide  in  some  more  ob- 
scure conditions,  that  is,  where  the  offending  or- 
ganism was  not  determined.  There  were  two  cases 
of  parotid  gland  infection,  both  adults.  Epidemic 
parotitis  was  eliminated  by  history,  calculi  elimi- 
nated by  X-ray,  no  drainage  from  Stensen’s  duct, 
glands  swollen,  hard  and  painful.  One  had  a gen- 
eral sepsis  with  multiple  septic  skin  ulcerations, 
while  the  other  had  an  acute  middle  ear.  Both  had 
high  fever.  The  drum  was  opened  in  the  middle 
ear  infection.  Within  forty-eight  hours  after  the 
beginning  of  sulfanilamide  in  both  cases  the  fever 
was  normal,  general  condition  better,  and  the 
glands  much  smaller  and  less  painful.  The  dosage 
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was  decreased,  and  in  seven  days  all  symptoms  had 
subsided.  We  assumed  it  was  a streptococcic 
hemolytic  infection. 

The  last  thing  I should  like  to  say  is  that  we 
have  had  good  results  in  the  treatment  of  septic 
throats  with  this  drug,  better  than  with  other 
types  of  treatment,  in  that  the  severe  symptoms 
subside  more*  readily  and  the  duration  of  the 
disease  is  much  shorter.  I believe  that  in  our 


field  we  shall  find  that  the  best  use  of  the  drug 
is  in  infections  of  the  throat  and  ear,  where  the 
coccus  type  of  organism  predominates,  especially 
the  streptococcus  and  pneumococcus  Types  I and  II. 

In  conclusion  I should  like  to  say  that  I have 
enjoyed  Dr.  Orr’s  paper  very  much,  and  I am 
sure  that  we  all  feel  indebted  to  him  for  his  mas- 
terly presentation  of  a subject  of  absorbing  in- 
terest to  us  all. 
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PNEUMOTHORAX  WITH  CASE  REPORTS* 


Rufus  Smith,  M.D.,  Knoxville 


WHEN  WE  STOP  to  consider  the 
amount  of  movement  that  takes 
place  in  a normal  lung,  and  com- 
pare that  with  the  increasing  amount  in  a 
diseased  lung,  we  can  then  appreciate  the 
importance  of  rest  for  that  diseased  lung. 
You  can  readily  see  that  in  inspiration  the 
greater  force  is  away  from  the  diseased  por- 
tion of  the  lung.  Unless  this  is  taken  care 
of,  those  tissues  do  not  have  an  opportunity 
to  heal.  This  objective  can  be  attained  by 
the  use  of  artificial  pneumothorax,  which 
after  all  is  nothing  more  than  “splinting” 
a diseased  lung  with  a cushion  of  air. 

Pneumothorax  is  not  an  idea  of  our  own 
for  treating  lung  conditions,  for  we  find 
that  Hippocrates  opened  the  chest  wall  in 
the  treatment  of  lung  abscesses.  In  1692 
Purmann  advised  incision  of  the  chest  wall 
for  pulmonary  hemorrhages.  Boglinus  in 
1710  advised  incision  of  the  pleura  for  treat- 
ing tuberculous  cavities.  In  1726  Berry  of 
Dublin  also  suggested  drainage  of  pulmo- 
nary cavities.  James  Carson  in  1821  believed 
that  tuberculosis  to  be  cured  had  to  be  done 
so  with  mechanical  means.  Among  others 
were  Stopes  in  1837,  Toussaint  in  1880, 
John  B.  Murphy  and  Forlanini  in  1888.  To 
the  latter  we  owe  much  of  our  present-day 
knowledge  of  pneumothorax  as  he  was  un- 
doubtedly the  pioneer  of  our  present 
method.  We  should  not  overlook  Dr.  Mary 
E.  LaphanTs  work  right  here  in  the  South, 
as  she  was  probably  the  first  one  to  use  it 
in  this  section  of  the  country.  For  the  past 
twenty  years  it  has  become  a popular  and 
useful  treatment  in  pulmonary  conditions. 

Up  to  this  time  I have  not  mentioned  un- 
der what  conditions,  except  to  say  pul- 
monary diseases,  pneumothorax  might  be 
used.  The  first  one  is  pulmonary  tuber- 
culosis, and  there  are  varied  opinions  as  to 
the  best  time  to  begin  such  treatment.  Let 
me  say  here  that  all  cases  of  tuberculosis 
cannot  take  pneumothorax.  The  ideal  case 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  12,  13,  14,  1938. 


of  course  is  one  in  which  there  is  a unilater- 
al lesion,  and  which  is  not  of  too  long  stand- 
ing. The  time  to  begin,  I think,  is  early, 
whether  cavitation  is  present  or  not.  I 
know  I will  hear  a great  many  objections 
to  this,  but  in  my  experience  those  cases 
that  get  an  early  collapse  are  offered  the 
best  chance  for  recovery.  We  must  remem- 
ber that  tuberculosis  is  a progressively  de- 
structive disease,  and  you  might  have  your 
patient  on  the  strictest  regime,  and  at  the 
same  time  your  disease  has  been  spreading 
and  even  cavitating.  I have  given  above  a 
classical  or  textbook  case  on  which  to  do 
pneumothorax,  but  it  is  not  often  we  get 
cases  like  this,  and  we  find  trouble  in  both 
sides,  being  more  marked  in  one  side,  and  in 
such  cases  I believe  it  advisable  to  collapse 
the  side  in  which  there  is  the  greatest 
trouble,  and  very  often  we  will  see  marked 
improvement  in  the  noncollapsed  side. 
Sometimes  we  use  pneumothorax  to  con- 
trol pulmonary  hemorrhages.  It  is  some- 
times difficult  to  be  definitely  sure  about 
which  side  the  bleeding  is  coming  from,  but 
any  previous  knowledge  of  the  case  along 
with  your  chest  X-ray  will  help  solve  this 
problem. 

Pneumothorax  has  been  used  in  the 
treatment  of  pneumonia,  in  which  one  lung 
is  involved.  Here  the  lung  is  kept  collapsed 
only  a short  time.  I have  not  had  any 
experience  with  this  type  of  treatment  in 
this  disease. 

If  pneumothorax  is  done  early  in  lung 
abscesses  one  can  expect  good  drainage  and 
rapid  obliteration  of  the  abscess  cavity.  In 
this  condition  it  has  to  be  done  early,  as 
adhesions  form  more  rapidly  than  in  tuber- 
culosis, prohibiting  the  collapse  of  the  lung 
and  adding  complications  to  inducing  the 
collapse. 

Bronchiectasis  is  another  pulmonary  con- 
dition, which,  if  unilateral  and  not  too  long 
standing,  can  be  greatly  benefited  by 
collapse  therapy.  In  this  condition  I do  not 
believe  that  we  can  expect  to  permanently 
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obliterate  the  “sacs  and  pockets  in  the 
bronchi,”  but  we  can  keep  enough  pressure 
on  these  places,  so  that  sputum  will  not  ac- 
cumulate here,  and  in  this  way  greatly  bene- 
fit our  patient.  However,  in  this  group  of 
diseases,  we  nearly  always  find  bilateral 
bronchiectasis,  or  else  it  has  been  going  on 
for  years,  and  the  lung  has  been  adhered  to 
the  chest  wall. 

There  are  some  contraindications  to 
pneumothorax,  but  like  all  things  in  medi- 
cine, there  is  no  hard  and  fast  rule  to  guide 
us.  Perhaps  there  are  only  two  real  types 
of  tuberculosis  in  which  it  is  definitely  con- 
traindicated, that  is,  a far  advanced  bilater- 
al case  with  multiple  cavitations,  and  that 
type  of  tuberculosis  which  we  term  chronic 
fibroid.  Patients  with  asthma  or  any  com- 
plication in  which  they  are  dyspnoeic  do  not 
tolerate  pneumothorax  very  well,  also  those 
with  tuberculous  enteritis  or  laryngitis. 

There  are  several  types  of  instruments 
made  for  giving  pneumothorax,  but  the 
principle  of  all  of  them  is  the  same.  They 
consist  of  a water  manometer  connected  to 
two  bottles  by  rubber  tubing  in  such  a way 
that  when  one  is  raised,  being  full  of  water, 
it  forces  the  air  from  the  other  into  the 
chest. 

The  technic  of  administering  pneumo- 
thorax is  not  a very  difficult  one  after  the 
first  refill,  but  I wish  to  stress  here  that  it 
should  only  be  done  by  someone  who  has  had 
special  training,  as  there  are  many  difficul- 
ties to  encounter,  even  to  those  who  have  had 
this  training.  For  the  first  refill,  I give  my 
patient  morphine  grains  *4  and  atropine 
grains  1/150  about  thirty  minutes  before  at- 
tempting the  collapse.  I always  try  to  have 
my  patients  go  to  a hospital  for  the  first  two 
or  three  refills,  however,  circumstances  do 
not  always  permit  this.  When  I am  ready 
to  commence,  I have  my  patient  lie  on  the 
good  side,  cleaning  an  area  somewhere  in 
the  fifth,  sixth,  or  seventh  interspaces, 
usually  in  the  back  or  midaxillary  line  in 
female  patients  or  about  the  anterior  axil- 
lary line  in  male  patients.  I use  different 
sizes  and  lengths  of  needles,  going  com- 
pletely to  the  pleural  space.  Then  I take  a 
needle  which  has  a blunt  point,  with  the 
opening  on  the  side,  and  an  old  syringe  in 


which  the  plunger  is  loose,  filling  this  with 
novocain  and  inserting  the  needle  in  the 
anesthetized  area,  gradually  and  slowly 
working  my  needle  through  until  I can  feel 
no  further  resistance  to  the  point  of  the 
needle.  At  this  point  I leave  my  syringe 
plunger  free,  watching  it  very  closely  and 
as  soon  as  I see  my  solution  being  pulled  in- 
to the  chest  because  of  the  negative  pres- 
sure in  the  pleural  space,  I detach  my 
syringe,  holding  my  needle  very  firmly,  and 
attach  the  tubing  from  my  pneumothorax 
machine.  If  there  is  a negative  pressure 
and  fluctuation  of  the  manometer  with  each 
respiration,  I then  allow  from  200  to  300 
cubic  centimeters  of  air  to  enter  the  pleural 
space.  I give  my  second  refill  on  the  third 
day  and  the  successive  refills  at  intervals, 
depending  on  the  pressure  each  time  and  the 
amount  of  air  lost  between  refills.  The  aver- 
age loss  in  the  beginning  is  about  100  cubic 
centimeters  per  day  but  gradually  lessens 
as  the  pleura  thickens.  Each  case  of  pneu- 
mothorax is  just  as  individual  as  each  case 
of  tuberculosis,  and  I think  we  can  best  de- 
termine the  intervals  between  refills  and 
the  amounts  of  air  to  be  given  by  studying 
each  case  just  as  if  we  had  never  seen  one 
like  it. 

The  length  of  time  a lung  should  be  kept 
collapsed  varies  a great  deal  with  the 
amount  of  trouble  the  individual  has  when 
pneumothorax  is  begun.  I believe  if  we  col- 
lapse a lung  early,  before  any  cavities  are 
present,  from  two  or  three  years  is  sufficient 
time  to  allow  thorough  healing,  however, 
if  we  get  one  where  there  are  several  cavi- 
ties present,  I believe  the  lung  should  be 
compressed  from  three  to  five  years  and  in 
some  cases  perhaps  even  longer.  Now  dur- 
ing this  time  your  patient  need  not  remain 
in  bed  all  the  time.  I have  patients,  and  am 
sure  others  have  too,  that  return  to  their 
work  after  three  to  four  months,  and  carry 
on  their  jobs,  at  the  same  time  keeping  up 
their  refills  at  regular  intervals. 

We  are  not  always  fortunate  enough  to 
obtain  pneumothorax  in  every  case  that  it 
is  attempted  upon,  as  sometimes  there  is  no 
free  pleural  space  due  to  adhesions  or  ob- 
literative pleurisy.  In  the  former,  if  we  are 
able  to  establish  some  degree  of  collapse,  it 
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might  be  possible  to  sever  the  adhesions 
through  a thoracoscope,  while  in  the  latter 
it  is  impossible  to  get  in  any  air.  If  your 
patient  improves  with  a partial  collapse,  I 
think  it  best  to  continue  your  refills.  Thick- 
walled  cavities  sometimes  render  a collapse 
impossible,  but  I recommend  putting  a posi- 
tive pressure  on  these,  and  I think  a great 
many  will  go  down.  When  there  is  definite 
spread  in  the  contralateral  lung,  pneumo- 
thorax must  be  discontinued,  although  at 
times,  continuing  the  refills  with  strict  bed 
rest  will  sometimes  check  this  spread. 

There  are  a few  definite  complications  in 
pneumothorax,  and  perhaps  the  most  fre- 
quent one  is  pleural  effusion.  In  my  pneu- 
mothorax cases,  there  have  been  about 
twenty  per  cent  develop  effusions,  from  a 
very  small  amount,  to  one  that  nearly  filled 
the  pneumothorax  space.  In  these  cases, 
if  the  fluid  does  not  interfere  with  my  re- 
fills, I leave  it  alone,  in  those  where  it  does 
interfere,  I remove  some  of  it  and  replace 
it  with  air.  I think  an  effusion  is  absorbed 
quickly  and  we  are  in  danger  of  losing  our 
space.  Occasionally  empyema  develops  aft- 
er the  effusion,  and  in  those  cases  I believe 
it  best  to  aspirate.  I have  gotten  some  good 
results  with  irrigating  the  space  with  a 
weak  dilution  of  metaphen,  leaving  a small 
amount  in  the  pleural  space.  Spontaneous 
pneumothorax  and  pleural  effusion  in  the 
contralateral  lung  might  occur,  and  when  it 
does,  prompt  action  is  necessary  to  save  life. 
Air  embolism  and  pleural  shock  occasionally 
occur  in  administering  pneumothorax.  The 
mechanism  of  their  production  is  not  clear 
though  they  might  happen  in  a case  in 
which  the  treatment  has  been  given  with 
the  strictest  precautions.  I have  had  occa- 
sion to  see  three  cases  which  might  be  called 
“air  embolus.”  Fortunately  neither  of  them 
was  fatal. 

Pneumothorax  is  valuable  without  ques- 
tion, in  spite  of  its  limitations,  complica- 
tions, and  disappointments  to  both  the  pa- 
tient and  the  doctor,  and  I believe  and  hope 
that  in  the  future  we  will  see  more  earlier 
collapses  and  not  wait  to  use  it  as  a last 
resort. 

In  this  paper  I have  tried  to  bring  out 
some  points  concerning  pneumothorax,  and 


I have  selected  four  cases  in  which  the  treat- 
ment has  been  completed,  that  will  illustrate 
further  some  of  the  points  mentioned  in  the 
above  and  also  the  results  obtained  from 
this  type  of  treatment. 

Case  No.  1 — Miss  E.  P.  Age,  34.  Ill  one 
year  before  pneumothorax  was  begun,  dur- 
ing which  time  she  was  on  bed  rest.  Pneu- 
mothorax begun  by  Dr.  Ringer  in  Novem- 
ber, 1932,  after  which  all  symptoms  ceased. 
I began  her  refills  in  September,  1933,  and 
continued  them  until  January,  1936.  After 
which  I have  followed  her  to  date.  She  has 
been  working  since  1935.  At  present  no 
indications  of  any  activity.  Case  illustrates 
effusion  and  difficulties  encountered  due  to 
adhesions. 

Case  No.  2 — Mr.  L.  R.  Age,  33.  Ill  since 
August,  1931.  Bed  rest  until  September, 
1933,  at  which  time  pneumothorax  was  be- 
gun and  discontinued  November,  1936.  Pa- 
tient has  worked  off  and  on  since  1935.  At 
present  no  pulmonary  symptoms,  although 
he  has  a tuberculous  orchitis  and  epididy- 
mitis. Case  illustrates  effusion,  also  the  im- 
portance of  an  early  collapse,  as  I believe 
had  this  been  done  in  this  case  this  boy 
probably  would  not  have  had  all  his  com- 
plications. 

Case  No.  3— Miss  W.  W.  Age,  21.  Ill 
since  June,  1934.  Bilateral  tuberculosis 
with  laryngeal  involvement.  Pneumothorax 
was  begun  January,  1936,  on  left  side. 
Marked  improvement  in  all  symptoms  in 
two  months.  Pneumothorax  discontinued 
January,  1938,  because  lung  re-expanded 
suddenly.  At  present  working  and  free  of 
all  symptoms. 

Case  No.  4 — Mr.  J.  W.  Age,  23.  Diag- 
nosis in  July,  1934,  in  clinic,  but  patient 
did  not  know  about  his  trouble  until  diag- 
nosis in  April,  1935.  Put  to  bed  for  one 
month,  during  which  time  cavity  developed. 
Pneumothorax  was  begun  May,  1935,  and 
discontinued  April,  1936,  because  lung  re- 
expanded. In  this  case  only  the  apex  was 
collapsed.  Patient  has  been  working  since 
1936.  Illustrates  cavity  formation,  even 
with  bed  rest. 

Conclusions 

1.  That  artificial  pneumothorax  is  a valu- 
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able  aid  in  the  treatment  of  pulmonary  con- 
ditions, especially  tuberculosis. 

2.  That  there  are  certain  cases  in  which 
it  is  especially  indicated. 

3.  That  there  are  certain  limitations  and 
complications  in  administering  it. 
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DISCUSSION 

DR.  JAMES  L.  HAMILTON  (Chattanooga): 
Mr.  President  and  Members  of  the  Tennessee  State 
Medical  Association:  I think  it  is  rather  unfor- 

tunate that  this  paper  came  at  this  time  because 
most  of  the  members  are  ready  to  leave.  It  is  a 
very  important  subject  that  all  of  us  are  vitally 
interested  in,  when  we  realize  that  our  state  has 
the  highest  native  mortality  of  any  state  in  the 
Union. 

I have  enjoyed  this  paper  very  much  because  I 
have  been  doing  this  type  of  work  for  about  seven 
or  eight  years. 

As  Dr.  Smith  has  stated  very  truthfully,  the 
success  of  treating  tuberculosis  depends  on  early 
diagnosis  and  early  institution  of  treatment.  At 
some  times  during  the  course  of  tuberculosis  prac- 
tically all  cases  can  have  a collapse.  Of  course 
after  they  have  been  several  months  standing 
there  will  be  a large  percentage  of  them  that  we 
cannot  find  any  pleural  space  in  at  all,  or  if  we  can, 
we  cannot  get  satisfactory  collapse  due  to  ad- 
hesions. 

We  all  know  that  the  most  important  thing  in 
treating  tuberculosis  is  rest.  When  you  treat  any 
organ,  the  lung  or  bone,  that  has  tuberculosis,  the 
most  important  thing  is  rest.  When  you  have  an 
organ  like  the  lung  that  is  expanding  from  twenty 
to  twenty-four  times  a minute,  it  is  pretty  difficult 
to  put  that  at  complete  rest  without  some  form 
of  collapse.  Of  course,  rest  in  bed  will  cut  down  a 
number  of  respirations,  but  pneumothorax  gives 
much  more  rest  and  also  better  closure  of  the  cavi- 
ties. 

There  was  one  thing  I understood  the  essayist 
to  say  in  his  indications  and  contraindications 
with  which  I cannot  agree.  As  I understood  it, 
he  said  that  laryngeal  tuberculosis  and  tuberculosis 
of  the  gastrointestinal  tract  were  a contraindica- 
tion. Of  course  we  think  of  those  cases  in  far  ad- 
vanced tuberculosis,  it  is  true,  but  I think  if  the 
lung  lesion  is  suitable  for  collapse  we  should  give 
it  regardless  of  laryngeal  lesion  or  tuberculosis  of 
the  gastrointestinal  tract,  because  lesions  usually 
run  pretty  well  parallel  to  the  chest.  If  the  lesion 


in  the  chest  improves,  as  a rule  the  lesion  in  the 
larynx  or  the  gastrointestinal  tract  will  improve. 
As  they  progress  downward,  that  lesion  gets  worse. 

I was  particularly  interested  in  his  technic.  He 
brought  out  one  point  that  I had  not  noticed  in 
the  literature,  but  I have  been  doing  it,  and  that  is 
giving  the  first  injection,  which  is  the  hardest  one; 
after  you  get  a lung  well  collapsed  it  is  very  little 
trouble  to  give  them,  but  the  first  one  is  the  hard- 
est, and  that  is  where  usually  accidents  occur, 
pleural  shock  or  air  embolism  is  usually  caused  by 
starting  a flow  of  air  before  you  enter  your  pleural 
space.  He  mentioned  injecting  the  needle  and 
watching  the  novocain  being  sucked  in.  I had  been 
using  that  but  had  not  noticed  anybody  describe  it 
before. 

One  other  thing  I do  differently.  He  says  he 
gives  the  second  refill  on  the  third  day.  To  start 
with  I used  to  give  every  other  day,  but  recently 
I have  been  giving  them  every  day.  I give  two  to 
three  hundred  the  first  day,  then  the  next  day, 
and  may  slightly  increase  it.  The  ideal  picture 
that  we  usually  like  to  have  is  to  keep  a negative 
pressure.  Of  course  where  you  have  adhesions  that 
is  impossible,  you  have  to  exert  a good  deal  more 
pressure  to  get  closure  of  the  cavity.  As  he  stated, 
pleural  effusion  is  the  most  common  complication. 
It  does  not  often  cause  any  particular  trouble. 
We  just  worry  sometimes.  I hate  to  see  it  happen, 
but  as  far  as  the  ill  effects,  they  apparently  do  not 
get  any.  On  the  other  hand,  I have  seen  some 
that  I thought  it  helped,  but  1 have  seen  some  with 
adhesions  so  you  could  not  get  the  cavity  closed. 

By  the  way,  those  with  adhesions  are  the  type 
that  are  more  apt  to  have  pleural  effusion.  After 
developing  effusion  and  the  cavity  is  closed,  you 
get  a better  collapse. 

As  Dr.  Smith  has  stated,  at  the  first  one  the 
patient  should  have  some  sedative  of  some  kind, 
because  they  are  usually  apprehensive;  the  first 
one  usually  causes  a little  more  pain  and  leaves 
the  patient  a little  sorer  than  the  later  ones.  After 
you  get  the  lung  collapsed  down,  there  is  very  little 
pain  or  soreness  left. 

The  length  of  time  to  keep  them  collapsed  is 
another  point.  I think  in  the  past  we  have  let  the 
lungs  come  out  too  soon.  If  you  are  going  to  make 
a mistake,  you  should  make-  it  in  keeping  them 
down  too  long.  Of  course  where  you  have  a fairly 
extensive  lesion  with  large  cavities  and  you  keep 
them  down  four  or  five  years,  it  is  pretty  difficult 
sometimes  to  get  those  lungs  to  re-expand  at  all, 
especially  where  there  is  a lot  of  destruction  of 
the  tissue.  Sometimes  you  have  to  keep  them  up 
indefinitely. 

I have  not  had  any  experience  treating  pneu- 
monia. Of  course  I have  seen  in  the  literature  a 
lot  of  very  promising  reports,  but  on  the  other 
hand  I have  seen  some  that  were  not  in  favor  of 
it  at  all. 

As  to  lung  abscess,  I have  tried  one  or  two  with 
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very  little  success.  I think  it  is  too  late  starting 
them. 

Bronchiectasis  I have  not  treated  with  pneu- 
mothorax. As  the  doctor  stated,  most  of  them  are 
bilateral  and  long  standing.  When  you  let  the 
lungs  re-expand,  you  have  a recurrence  of  the 
bronchiectasis.  I have  enjoyed  the  paper  very 
much. 

DR.  HOLLIS  E.  JOHNSON  (Nashville)  : Mr. 
Chairman  and  Gentlemen  of  the  Society  and 
Guests:  I think  we  certainly  are  indebted  to  Dr. 
Smith  for  bringing  to  our  attention  a subject  of  as 
great  importance  as  pneumothorax.  Most  of  you 
know  that  I have  been  exceedingly  interested  in 
this  subject  for  quite  a few  years,  and  I am  much 
pleased  to  find  a spreading  interest  in  this  form 
of  therapy.  I shall  not  try  to  discuss  the  paper 
completely  because  that  would  take  entirely  too 
much  time,  but  there  are  a few  points  which  I 
would  like  to  discuss. 

First  with  regard  to  the  indications  for  pneu- 
mothorax, I agree  thoroughly  with  his  expressed 
indication  of  doing  pneumothorax  early  in  cases 
of  tuberculosis  because  it  has  been  shown  quite  a 
long  time  ago  that  the  degree  of  improvement  or 
the  degree  of  benefit  that  one  might  get  from 
pneumothorax  depends  upon  the  satisfactoriness  of 
the  collapse.  So  it  stands  to  reason  that  the  earlier 
one  does  his  collapse  the  more  likely  he  is  to  get  a 
satisfactory  collapse.  The  earlier  the  collapse  can 
be  done  satisfactorily  I think  the  better  it  will  be 
for  the  patient  and  our  results. 

It  seems  to  me  that  it  is  good  therapy  to  do 
pneumothorax  on  even  minimal  cases  of  pulmonary 
tuberculosis.  There  are  some  doctors  who  disagree 
with  such  management,  who  think  that  pneumo- 
thorax should  not  be  done  in  minimal  cases. 

One  of  the  most  interesting  studies  of  this  phase 
of  the  treatment  came  from  the  Chicago  Municipal 
Clinic  in  which  they  studied  three  groups  of  pa- 
tients. One  group  was  treated  by  rest  in  bed  alone. 
(These  were  all  minimal  cases  with  comparable 
amounts  of  tuberculosis  in  each  case.)  The  second 
group  was  treated  by  phrenic  paralysis  alone 
combined  with  rest  in  bed.  The  third  group  was 
treated  by  pneumothorax  alone,  that  is,  combined 
with  rest.  The  results,  however,  were  observed 
over  a period  of  five  years.  At  the  end  of  five 
years  there  were  quite  a few  deaths  among  those 
that  had  been  treated  by  rest  alone.  There  were 
still  quite  a few  of  them  active.  In  the  phrenic 
paralysis  group  there  were  quite  a few  active, 
but  not  so  many  as  there  were  in  the  rest  group, 
and  there  were  also  quite  a few  dead,  and  some 
of  them  were  able  to  be  back  at  their  former  occu- 
pations. In  the  pneumothorax  group  there  had 
been  no  deaths,  which  I thought  was  very  note- 
worthy and  certainly  is  in  favor  of  pneumothorax 
even  in  minimal  cases  of  tuberculosis.  There  were 
some  that  were  still  under  treatment,  that  still  had 


active  tuberculosis,  but  a much  smaller  number 
than  in  the  other  two  groups. 

Another  indication,  and  a very  definite  indica- 
tion, is  the  presence  of  a cavity  in  the  lung.  If 
there  is  a cavity  in  the  lung  of  appreciable  size, 
we  will  say  at  least  two  or  three  centimeters  in 
diameter,  that  lung  should  certainly  be  collapsed 
because  it  is  known  pretty  definitely  that  the  life 
expectance  of  one  with  an  appreciable  sized  cavity 
is  approximately  five  years,  and  that  one  does  not 
get  well  ordinarily  unless  he  has  some  help  in  the 
closure  of  his  cavity. 

Another  very  definite  indication  is  pneumonic 
tuberculosis.  Pneumonic  tuberculosis,  as  we  all 
know,  is  practically  100  per  cent  fatal,  but  with 
the  use  of  artificial  pneumothorax  the  mortality 
can  be  reduced  in  the  hands  of  some  people  fifty 
per  cent  and  in  the  hands  of  others  seventy-five 
per  cent. 

I must  say  that  I do  not  agree  that  lung  abscess 
is  an  indication  for  pneumothorax  therapy  because 
the  nature  of  the  infection  makes  it  rather  hazard- 
ous. One  might  say  that  an  abscess  near  the  hilus 
that  communicated  with  a large  bronchus  would 
be  suitable  for  such  treatment  but  such  an  abscess 
will  usually  get  well  on  postural  drainage  and  rest 
in  bed  plus  neoarsphenamine  and  bismuth. 

I have  tried  pneumothorax  in  abscesses  of  the 
lungs  as  well  as  in  bronchiectasis.  None  of  the 
abscess  cases  were  helped  and  two  were  made 
worse.  Two  cases  of  bronchiectasis  were  rendered 
asymptomatic  but  I am  inclined  to  consider  my- 
self lucky.  The  principle  of  collapsing  these  condi- 
tions is  wrong,  because  we  know  that  most  of 
them  are  due  to  fuso-spirochaetes  and  that  such 
organisms  should  not  be  confined. 

If  we  collapse  lungs  for  these  conditions,  with 
these  organisms,  they  are  bound  to  burrow  in  one 
direction  or  another,  and  they  will  most  likely 
burrow  toward  the  pleural  cavity.  If  they  do,  then 
we  get  a bronchopleural  fistula  with  one  of  the 
worst  empyemas  one  can  imagine,  and  of  course  the 
result  is  most  unhappy.  So  for  that  reason  we  do 
not  do  pneumothorax  any  more  on  lung  abscesses 
nor  on  bronchiectasis. 

I want  to  emphasize  the  statement  Dr.  Smith 
made  that  training  is  necessary.  There  was  a time 
when  I believed  that  one  could  be  taught  to  do 
refills  and  become  a collapse  therapist,  but  Dr.  Hay- 
good  tried  that  plan  in  Georgia  with  rather  un- 
satisfactory results.  It  did  not  work  because  the 
men  had  not  had  sufficient  training.  I think  the 
plan  will  work,  and  I believe  that  we  can  take 
collapse  therapy  to  everybody  in  Tennessee  in 
time,  but  it  must  be  done  by  trained  people  and 
people  who  know  exactly  how  to  use  the  method 
and  know  what  to  do  when  complications  arise. 

DR.  RUFUS  SMITH  (closing)  : I appreciate 
Dr.  Johnson’s  and  Dr.  Hamilton’s  discussion  and 
I agree  with  Dr.  Hamilton  in  saying  that  laryngeal 
tuberculosis  is  a definite  contraindication.  In  the 
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slide  I am  going  to  show  now,  this  girl  had  a very 
definite  laryngeal  involvement. 

I also  agree  with  what  Dr.  Johnson  says  about 
lung  abscesses  and  bronchiectasis.  I do  not  think 
that  every  case  of  bronchiectasis  or  even  every  case 
of  lung  abscess  can  be  collapsed.  I do  think  there 
are  definite  contraindications,  but  I do  believe  we 
will  see  a few  cases,  especially  early  ones,  in  which 
if  pneumothorax  is  given  it  will  definitely  benefit 
them. 

One  of  these  cases  I will  show  now.  This  is  a 
young  girl  aged  twenty-one  who  had  been  ill  since 
1934.  She  had  a bilateral  tuberculosis,  as  you  can 
see,  more  in  her  left  side  than  in  her  right,  and 
she  also  had  a definite  laryngeal  involvement. 
Pneumothorax  was  begun  on  her  in  1936,  in  which 
we  got  a fairly  good  collapse  with  a slight  adhesion, 
and  her  symptoms  all  disappeared;  in  fact,  she  was 
so  hoarse  when  I commenced  pneumothorax  on  her 
that  she  would  absolutely  regurgitate  water  and 
anything  else  that  she  tried  to  drink. 

This  shows  that  the  base  is  coming  out  a little 
bit,  and  here  her  lung  re-expanded  all  of  a sudden, 
her  cavity  was  definitely  closed,  and  I did  not  try  to 
re-establish  her  collapse.  She  has  been  free  of  all 
symptoms;  in  fact,  she  has  been  working  for  some 
time. 


This  case  is  a man  who  is  a brickmason  who  had 
been  working  in  a brickkiln  under  quite  dusty 
conditions,  and  he  became  acutely  ill  with  what 
he  thought  was  influenza.  He  stayed  that  way  for 
ten  or  twelve  days.  He  was  referred  to  me.  That 
cavitation  had  not  developed  at  that  time.  I did 
not  have  the  first  film  on  him,  but  there  is  a 
definite  cavitation  of  his  entire  right  apex.  I 
began  pneumothorax.  I got  a little  bit  of  collapse 
in  the  base,  and  I was  hoping  that  I might  push 
this  up  and  help  him  drain  out.  If  you  will  notice, 
here  is  the  cavity  that  has  been  so  compressed. 
The  air  went  up  into  here  between  the  mediastinum 
and  the  median  wall  of  the  cavity,  pushing  it  down. 
Here  is  the  cavity. 

This  is  the  cavitation,  which  now  is  completely 
down,  and  that  man  is  free  of  all  symptoms.  In 
fact,  he  has  gained  about  thirty-five  pounds.  Dur- 
ing the  time  he  was  ill  he  had  such  clubbing 
of  his  fingers  that  he  was  almost  ashamed  to  show 
them,  and  now  his  fingers  are  beginning  to 
straighten  out  and  he  is  absolutely  free  of  symp- 
toms. 

I am  going  to  keep  that  lung  collapsed  indefinite- 
ly. I just  do  not  know  how  long,  because  the  apex 
of  his  lung  is  gone  and  I do  not  know  what  to  put 
in  there  other  than  air. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


The  Indictment  of  the  American  Med- 
ical Association 

Doubtless  every  editor  of  a medical  jour- 
nal is  sorely  tempted  to  write  an  expres- 
sion of  opinion  on  the  indictment  of  the 
American  Medical  Association,  but  we  must, 
to  a large  extent,  resist  the  temptation. 

In  so  far  as  we  are  concerned,  the  state- 
ment which  appeared  in  the  Evening  Stai' 
for  December  20  by  Mr.  Richardson,  attor- 
ney for  the  American  Medical  Association, 
and  an  editorial  which  appeared  in  the 
Atlanta  Constitution  for  December  25  con- 
tain all  the  information  and  statements  of 
principle  which  need  be  made  at  the  mo- 
ment. They  are  as  follows: 

Indictment  Expected 
“Attorney  Seth  W.  Richardson,  on  behalf 
of  the  American  Medical  Association,  is- 
sued this  statement: 

“ ‘Speaking  for  the  American  Medical 
Association  and  its  officers,  I may  say  that 
the  indictments  were,  of  course,  expected. 
It  is  an  axiom  that  prosecuting  officials  can 


get  any  desired  indictment  from  a grand 
jury.  Grand  jurors  are  laymen  and  take 
the  law  and  the  presentation  of  the  alleged 
facts  from  the  able  prosecuting  attorneys, 
who,  naturally,  desire  indictments  as  the 
fruit  of  their  labor.  Such  indictments  rep- 
resent star  chamber  proceedings,  with  wit- 
nesses and  evidence  wholly  on  the  prosecu- 
tion’s side  of  the  particular  controversy, 
and  the  defendants  ultimately  named  in  the 
indictment  have  no  opportunity  whatever 
to  present  their  side  of  the  controversy  to 
the  grand  jury. 

“ ‘The  fact  that  grand  jury  was  required 
to  take  the  law  from  the  government  coun- 
sel is  particularly  unfortunate  in  the  pres- 
ent proceedings  because  the  defendants  and 
ourselves  believe  that  the  government  is 
proceeding  upon  a glaringly  illegal  basis  in 
prosecuting  these  defendants  under  the 
Sherman  Anti-Trust  Act. 

Illegal  Prosecution 

“ ‘We  have  three  times  unsuccessfully 
endeavored  to  the  best  of  our  ability  to  have 
the  court  require  the  government  to  sub- 
mit its  views  as  to  the  law,  to  the  end  that 
the  grand  jury  might  be  properly  advised 
concerning  the  law  before  returning  indict- 
ments, but  the  government  had  steadfastly 
refused  to  disclose  either  its  purpose  or  its 
interpretation  of  the  law.  The  result  now 
is  that  meritorious  organizations  and  self- 
sacrificing  citizens,  who  we  believe  wholly 
innocent  of  any  wrongdoing,  are  forced  to 
bear  the  serious  ignominy  of  an  indictment 
in  a federal  court. 

“ ‘We  believe  there  will  be  no  hesitancy 
on  the  part  of  the  defendants  in  presenting 
a vigorous  attack  on  this  prosecution.  Mo- 
tions to  quash  the  indictments  will,  un- 
doubtedly, be  presented  to  the  court  in 
due  course,  and  the  fight  will  be  carried 
just  as  far  as  may  be  necessary  to  end  and 
defeat  this  unjust,  unwarranted  and  illegal 
prosecution.’  ” 


The  Medical  “Trust” 
“Considering  the  somewhat  unrestrained 
condemnation  of  the  medical  profession 
which  emanated  from  the  Department  of 
Justice  last  summer,  the  indictment  of  the 
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American  Medical  Association  by  a federal 
grand  jury  comes  as  no  startling  surprise. 
Thurman  Arnold,  assistant  attorney  gen- 
eral, forecast  the  procedure.  He  said,  with 
reference  to  closing  Washington  hospitals 
to  certain  doctors  affiliated  with  a group 
hospitalization  plan,  that  ‘it  is  an  attempt 
on  the  part  of  one  group  of  physicians  to 
prevent  qualified  doctors  from  carrying  out 
their  calling.’ 

“In  the  legal  eye  of  the  assistant  attorney 
general  this  was  a perfect  example  of  a 
combination  in  restraint  of  trade,  punish- 
able under  the  Sherman  Anti-Trust  Act. 
He  considered  it  his  duty,  presumably,  to 
dissolve  the  ‘trust’  and  punish  those  respon- 
sible for  its  operation.  Hence,  the  indict- 
ment. 

“But  when  the  matter  is  examined  in  the 
cold  light  of  common  sense,  with  all  the 
political  fog  removed,  the  premise  upon 
which  the  indictment  is  based  is  absurd. 
The  American  Medical  Association  is  no 
more  of  a trust,  or  a combination  in  re- 
straint of  trade,  than  Mr.  Arnold’s  Ameri- 
can Bar  Association,  or  the  national  or- 
ganization of  architects,  or,  indeed,  the 
American  Federation  of  Labor,  all  of  which 
have  prescribed  rigid  rules  of  practice. 

“If  a lawyer,  or  an  architect,  or  a 
plumber  violates  the  rules  of  his  organiza- 
tion he  is  chased  out  at  the  first  meeting, 
just  as  a doctor  is  expelled  for  practices 
considered  unethical  in  medicine. 

“Unfortunately  for  the  idea  of  a greater 
expansion  of  medical  services  among  the 
people,  many  shallow-thinking  politicians 
have  jumped  to  the  conclusion  that  a sim- 
ple appropriation  of  $850,000,000  by  the 
federal  government  will  fill  the  bill.  They 
labor  under  the  delusion  that  money  can 
buy  anything ; that  a well-equipped  office — 
beautiful  furniture,  overstuffed  chairs  and 
shiny  new  instruments — means  a well- 
equipped  doctor. 

“The  profession  of  medicine,  by  its  very 
nature,  is  a monopoly.  It  couldn’t  very 
well  be  otherwise.  It  requires  at  least  eight 
years,  from  the  time  he  graduates  from 
prep  school,  to  fit  a man  merely  to  start 
‘practicing.’  Additional  years  are  required 
to  make  him  into  a ‘doctor.’  So  the  stand- 


ards of  practice  naturally  ascend  to  high 
plane.  It  requires  never-ceasing  vigilance 
to  maintain  these  standards.  If  they  were 
altered  to  fit  some  particular  social  theory, 
the  profession  would  soon  be  overrun  with 
all  manner  of  smooth-tongued  quacks. 

“It  is  not  denied  there  is  room  for  broad- 
ening and  improving  the  medical  care  of  all 
the  people.  The  doctors,  as  a whole,  are 
aware  of  this.  They  are  willing  to  coop- 
erate. They  are  cooperating,  on  a broad 
front,  and  in  a practical  way.  The  nature 
of  the  extensions  sought,  however,  are  such 
as  should  call  for  making  haste  slowly.  It 
must  first  be  decided  just  what  is  to  be 
done. 

“Therefore  the  indictment  under  the  as- 
sumption that  a certain  pet  scheme  in 
Washington  to  revolutionize  medical  prac- 
tice is  everything  to  be  desired  will,  in  all 
probability,  do  more  to  retard  than  to  hasten 
the  movement.” 

Medical  Care 

The  type  of  medical  care  that  is  received 
by  the  people  is,  and  always  will  be,  de- 
termined by  the  type  of  doctor  who  delivers 
the  care.  His  knowledge,  his  skill,  his 
judgment  and  his  interest  are  factors  which 
will  determine  the  quality  of  care  he  de- 
livers. Another  essential  element  in  de- 
termining the  quality  of  care  is  freedom  of 
judgment  on  the  part  of  the  patient  and 
the  doctor.  By  mutual  consent  these  two 
arrive  at  decisions  and  cooperative  action. 

Any  system  which  deprives  either,  or 
both,  of  their  freedom  of  judgment  and 
subjects  either,  or  both,  to  the  domination 
of  some  political  agency  will  impair  and 
not  enhance  the  quality  of  medical  care  de- 
livered by  the  doctor  and  received  by  the 
people. 

The  charge  is  made,  and  to  some  extent 
sustained  by  statistical  data,  that  certain 
elements  in  the  population  do  not  receive 
adequate  medical  care.  This  is  admittedly 
true,  but  the  explanation  given  by  some  as 
to  why  adequate  medical  care  is  not  re- 
ceived by  these  people  is  erroneous  in  many 
instances. 

In  the  first  place,  many  people  refuse 
the  care  which  doctors  regard  as  good  med- 
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ical  care.  We  doctors  have  never  been  dis- 
posed to  compel  such  persons  to  accept  the 
care  we  regard  as  good.  This  fact  has 
provoked  the  statement  that  medical  care 
cannot  rise  above  the  intelligence  of  the 
people  and  their  ability  to  appreciate  good 
medical  care.  In  the  second  place,  economic 
conditions  play  a part  despite  the  fact  that 
the  medical  profession  has  been  more  lib- 
eral than  any  group  of  people  in  the  de- 
livery of  services,  without  pay,  to  indigent 
people. 

The  remedy  of  this  defect  does  not  de- 
mand a radical  change  in  our  whole  set- 
up for  medical  care.  Those  who  are  unable 
to  pay  for  their  care  may  be  aided  in  a 
financial  way  by  government  without  dis- 
turbing that  freedom  of  judgment  on  the 
part  of  patients  and  doctors.  Certainly  it 
would  be  nothing  short  of  assanine  to  sug- 
gest the  abandonment  of  a system  of  prac- 
tice which  is  the  best  on  earth  today,  and 
the  establishment  of  a political  system  of 
practice  in  order  to  accomplish  the  cure  of 
this  defect. 

It  does  seem  that  the  scandals  already 
developed  within  the  administration  of  re- 
lief to  indigent  people  would  suffice  to  make 
the  people,  even  the  indigents,  rather  leery 
about  turning  over  to  some  political  agency 
the  power  to  boss  doctors  and  patients  at 
the  expense  of  taxpayers. 


DEATHS 


Dr.  W.  T.  Black 

Dr.  W.  T.  Black,  Memphis ; Memphis 
Hospital  Medical  College,  1898 ; aged  sixty- 
three;  died  December  10,  1938. 
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To  Dr.  Frank  E.  Whitacre, 

Chattanooga , Tennessee: 

A testimonial  to  you  from  the  Chatta- 
nooga group  of  149  doctors  now  completing 
your  postgraduate  course  of  ten  lectures 
in  obstetrics. 

We  sincerely  believe  that  no  instructor 
no  matter  where  selected  could  have 


equalled  you  as  a careful,  painstaking 
teacher  or  had  a more  intimate,  deeper 
knowledge  of  his  subject  than  you.  You 
are  up  to  date  in  all  matters  relating  to  the 
broad  subject  of  obstetrics,  resourceful  and 
practical  in  your  advice  and  most  helpful 
in  your  consultations.  You  are  most  con- 
siderate of  the  comfort  of  the  group,  punc- 
tual at  your  lecture  dates,  and  well  equipped 
in  every  way  with  splendid  moving  pic- 
tures, instructive  slides,  models,  and  mani- 
kins. 

This  group  by  their  splendid  average  at- 
tendance, their  rapt  attention,  and  interest 
shows  to  you  more  than  words  can  tell  our 
sincere  appreciation  of  your  efforts  in  our 
search  for  knowledge.  This  course  will 
without  doubt  result  in  a great  reduction 
in  maternal  and  infant  mortality  and  mor- 
bidity throughout  this  entire  section. 

You  are  pleasing  in  your  delivery,  cour- 
teous, sincere,  modest,  a wonderful  per- 
sonality, and  surely  merit  our  heartfelt  es- 
teem and  admiration  and  we  bespeak  for 
you  a wonderful  career  as  a teacher  or 
practitioner  of  obstetrics  either  here  or 
abroad. 

A.  M.  Patterson,  President. 

S.  H.  Long,  Vice-President. 

J.  Marsh  Frere,  Secretary , 

Chattanooga  and  Hamilton  County  Medical 
Society,  Chattanooga,  Tennessee. 

H.  P.  Larimore,  Chairman. 

D.  N.  Williams, 

B.  L.  Jacobs, 

H.  P.  Hewitt, 

J.  F.  Hobbs, 

Local  Committee  on  Postgraduate  Instruc- 
tion. 

Franklin  B.  Bogart, 

Member  Committee  on  Postgraduate  In- 
struction in  Obstetrics,  Tennessee  State 
Medical  Association. 


The  Committee  on  Postgraduate  Instruc- 
tion in  Pediatrics  has  secured  as  instructor 
for  this  course  for  the  next  two  years  Dr. 
Willis  H.  Thompson. 

Dr.  Thompson  is  a graduate  of  the  Uni- 
versity of  Minnesota  and  for  the  past  eight 
years  has  been  a full-time  member  of  the 
Pediatric  Department  of  the  Medical  School 
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of  that  university,  being  assistant  professor 
of  pediatrics. 

He  has  been  granted  a leave  of  absence 
for  the  purpose  of  conducting  this  course 
of  instruction  in  Tennessee. 

The  first  circuit  is  now  being  organized 
in  five  West  Tennessee  towns. 

Instruction  will  begin  about  the  middle 
of  February.  

The  Tennessee  Department  of  Public 
Health  announces,  following  action  by  the 
Public  Health  Council  on  November  30, 
1938,  that  stovarsol  in  0.1  and  0.05  gram 
tablets  will  be  made  available  without  cost 
upon  request  to  physicians  for  the  treat- 
ment of  congenital  syphilis  in  infants.  The 
0.1  gram  size  is  available  in  bottles  of  fifty 
and  100  tablets ; the  0.05  gram  size  is  avail- 
able only  in  bottles  of  100  tablets.  Stovar- 
sol should  be  used  only  in  the  treatment  of 
congenital  syphilis  and  should  never  be 
given  to  children  over  two  years  of  age. 

The  following  paragraphs  describing  its 
use  are  taken  from  a previous  leaflet  pre- 
pared by  the  Department  of  Public  Health 
in  cooperation  with  the  Liaison  Committee 
of  the  Tennessee  Medical  Association: 

“ Stovarsol . — There  is  considerable  dan- 
ger of  abscess  formation  in  infants  by 
using  sulpharsphenamine.  Stovarsol  may 
be  used  in  infants,  but  gives  dangerous  re- 
actions in  older  children.  Give  Stovarsol 
in  dosage  of  twenty  milligrams  (0.02  gram) 
per  kilogram  (2.2  pounds)  of  body  weight 
daily  by  mouth  in  water  or  milk.  This 
represents  the  maximum  daily  dose  in 
courses  of  ten  weeks  separated  by  four- 
week  intervals  of  bismuth  or  mercury.  The 
maximum  dose  should  not  exceed  0.3  gram. 

“First  week  give  one-fourth  to  one-fifth 
of  maximum  dose  daily.  Second  week  give 
one-half  of  maximum  dose  daily.  Third 
week  give  three-fourths  of  maximum  dose 
daily.  Fourth  to  tenth  week  give  maximum 
dose  daily. 

“When  serological  tests  become  and  re- 
main negative,  two  additional  courses  of 
stovarsol  should  be  given.  In  event  of  con- 
tinuous positive  serological  tests,  treat  for 
at  least  two  years  or  longer  if  spinal  fluid 
is  positive. 

“ Danger  of  Stovarsol. — The  signs  and 


symptoms  of  stovarsol  poisoning  are  diar- 
rhea, rash,  vomiting,  fever,  bloody  urine, 
etc.  If  any  of  these  appear,  stop  treatment 
immediately  and  try  again  after  one  month. 
Children  receiving  stovarsol  should  be  seen 
at  least  weekly  for  first  four  weeks  and 
every  two  weeks  thereafter.” 

Requests  for  this  material  must  be  ac- 
companied by  the  usual  case  report  forms 
required  on  other  cases.  Physicians  in 

cities  and  counties  with  full-time  health 
service  should  send  their  request  to  the 
local  health  department.  Physicians  in 

other  areas  should  make  requisition  direct- 
ly to  the  Tennessee  Department  of  Public 
Health.  


Dr.  Perry  Bromberg  and  Dr.  Elkin  L. 
Rippy  announce  the  removal  of  their  of- 
fices from  the  Bennie-Dillon  Building  to 
1913-1915  Church  Street,  Nashville. 


WOMAN'S  AUXILIARY 


President Mrs.  H.  E.  Christenberry 

Knoxville 

President-Elect Mrs.  Matt.  Murfree 

Murfreesboro 

Press  and  Publicity Mrs.  Frank  Fessey 

Nashville 

Davidson  County 

Dr.  W.  S.  Leathers,  dean  of  the  Vander- 
bilt University  Medical  School  and  an  out- 
standing authority  on  public  health  in  the 
South,  will  speak  Friday,  January  5,  at 
the  Y.  W.  C.  A.  at  an  open  meeting  of  the 
Women’s  Civic  Forum  sponsored  by  the 
Ladies’  Auxiliary  of  the  Nashville  Medical 
Society  and  the  Davidson  County  Academy 
of  Medicine. 

The  subject  of  Dr.  Leathers’  address  will 
be  “Problems  of  Public  Health.”  Dr.  Perry 
Bromberg  will  introduce  the  speaker  and 
Dr.  Roger  T.  Nooe,  pastor  of  the  Vine 
Street  Christian  Church,  will  deliver  the 
invocation. 

Honor  guests  of  the  forum  will  include 
a group  of  city  officials,  officers  of  the  Acad- 
emy of  Medicine,  members  of  the  advisory 
council  to  the  Medical  Auxiliary,  city  health 
officers,  and  leaders  of  women’s  groups  not 
affiliated  with  the  forum. 
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Mrs.  B.  F.  Byrd  is  general  chairman  of 
arrangements.  Under  the  splendid  leader- 
ship of  Mrs.  Byrd  and  with  the  assistance 
of  her  most  able  committee,  the  meeting 
will  be  the  outstanding  meeting  of  the  aux- 
iliary for  this  year.  We  just  wish  that  all 
the  members  of  the  auxiliary  throughout 
the  state  could  be  present. 


Shelby  County 

I know  that  we  all  read  with  a feeling 
of  deep  regret  of  the  passing  of  Dr.  W.  T. 
Black.  To  Mrs.  Black  we  extend  our  deep- 
est and  most  heartfelt  sympathy.  Dr. 
Black’s  death  creates  a void,  not  only 
among  those  who  knew  and  loved  him  as 
a gentleman  and  a man,  but  his  loss  will 
be  felt  by  the  citizens  of  his  community 
and  by  the  profession  at  large.  His  was 
an  outstanding  position  in  his  chosen  work 
and  his  footsteps  are  deeply  imprinted  in 
the  sands  of  time. 

My  dear  Friends: 

I take  this  opportunity  to  send  you  my 
warmest  greetings  and  most  sincere  wishes 
for  a happy  and  prosperous  New  Year. 

This  has  been  a busy  season  for  all  of 
us,  but  let  the  reason  for  it  shine  through 
all  our  business.  We  receive  of  life  as  we 
give  of  ourselves  to  others,  unselfishly  and 
without  thought  of  return.  I know  that 
the  coming  months  will  bring  to  each  of 
you  peace  and  contentment  and  that  you 
can  reflect  on  the  year  just  past  and  feel 
that  it  has  been  a job  well  done  in  every 
way.  But  next  year  let  us  be  able  to  look 
back  with  a still  greater  feeling  of  satis- 
faction over  a year  well  spent.  As  your 
publicity  and  press  chairman  I wish  at  this 
time  to  thank  you  for  the  splendid  coopera- 
tion you  gave  me  last  year  and  to  say  that 
this  year  we  want  more  and  more  pub- 
licity. We  want  this  to  be  the  outstanding 
year  in  the  history  of  our  auxiliary.  Plans 
can  be  realized  only  through  the  concerted 
effort,  interest,  and  enthusiastic  support, 
not  only  of  the  officers  of  the  auxiliary,  but 
of  each  individual  member  of  the  auxiliary. 
We  must,  at  all  times,  remember  that  each 
of  us  is  a vital  cog  in  the  wheel  of  our 


organization.  And,  as  state  publicity  chair- 
man, it  is  my  pleasure  and  my  great  desire 
to  cooperate  with  you  in  every  way  possible 
at  all  times. 

Sincerely  yours, 

Sue  M.  Fessey. 


MEDICAL  SOCIETIES 


Davidson  County : 

November  29 — “Sulfanilamide : A Re- 
view,” by  Dr.  E.  H.  Barksdale.  Discussed 
by  Dr.  Albert  Weinstein. 

December  13 — “A  Discussion  of  the  Can- 
cer Problem  with  Special  Consideration  to 
the  Radiation  Treatment  of  Cancer  of  the 
Lip,  Mouth,  and  Larynx,”  by  Dr.  Harry 
Friedman  of  Boston. 

January  3 — Annual  banquet  at  the  Noel 
Hotel. 

January  10 — “Milk  Allergy,”  by  Dr.  Her- 
man Spitz.  Discussed  by  Dr.  Horton  Cas- 
paris. 

“Case  Report:  Fifth  Fistulectomy  with 
Plastic  Repair,”  by  Drs.  D.  W.  Smith  and 
M.  B.  Davis. 

The  following  papers  are  scheduled  to  be 
read : 

January  17 — “Surgical  Significance  of 
Coronary  Disease,”  by  Dr.  Alton  Ochsner, 
professor  of  surgery,  New  Orleans. 

January  26  (Thursday) — “Diabetes,”  by 
Dr.  James  E.  Paullin,  professor  of  medi- 
cine, Atlanta. 

“Newer  Knowledge  of  Nutrition  and 
Vitamins,”  by  Dr.  J.  S.  McLester,  pro- 
fessor of  medicine,  Birmingham. 

January  31 — “Stones  in  the  Upper  Uri- 
nary Tract,”  by  Dr.  B.  Wright.  To  open 
discussion,  Dr.  Perry  Bromberg. 

February  7 — “Consideration  of  the  Com- 
plications of  Gall-Bladder  Surgery,”  by  Dr. 
Chas.  Gordan  Heyd,  ex-president  of  the 
American  Medical  Association,  New  York 
City. 

February  14 — “Consideration  of  Uterine 
Prolapse  and  Related  Conditions,”  by  Dr. 
James  C.  Masson,  Mayo  Foundation, 
Rochester,  Minnesota. 

February  21 — “Chronic  Arthritis,”  by 
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Dr.  Albert  Weinstein.  To  open  discussion, 
Dr.  J.  B.  Youmans 


Greene  County: 

The  Greene  County  Medical  Society  met 
Tuesday,  January  3,  at  the  Andrew  John- 
son Clubhouse. 

Dr.  M.  A.  Blanton  presented  a paper 
on  “Medical  Ethics.”  Dr.  L.  E.  Dyer 
opened  the  discussion 

The  following  members  were  present: 
Drs.  M.  A.  Blanton,  L.  E.  Dyer,  C.  B. 
Laughlin,  R.  S.  Cowles,  L.  E.  Coolidge,  Hal 
Henard,  R.  B.  Gibson,  Haskell  Fox,  I.  E. 
Phillips,  W.  T.  Mathes,  and  H.  B.  Anderson. 

I.  E.  Phillips,  Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  American  Congress  on  Obstetrics 
and  Gynecology  is  to  be  held  in  Cleveland, 
Ohio,  September  11-15,  1939 

It  is  sponsored  by  the  American  Com- 
mittee on  Maternal  Welfare,  Inc. 

A preliminary  program  indicates  that 
this  will  be  an  important  meeting  of  ob- 
stetricians and  gynecologists. 

Those  interested  in  obtaining  additional 
information  concerning  the  meeting  are  re- 
quested to  communicate  with  the  headquar- 
ters office,  The  Annex,  650  Rush  Street, 
Chicago,  Ilinois. 


Dr.  C.  F.  N.  Schram,  medical  director 
for  the  Tennessee  Eastman  Corporation, 
Kingsport,  Tennessee,  announces  a meeting 
of  the  Southern  Safety  Conference  to  be 
held  in  Jackson,  Mississippi,  February  16, 
17,  1939. 

All  who  are  interested  at  all  in  industrial 
medicine  are  urged  to  attend. 

Dr.  J.  R.  Garner,  chief  surgeon  of  the 
Atlanta  and  West  Point  Railroad,  Atlanta, 
is  to  speak  on  the  subject,  “Industrial  Med- 
icine for  Large  and  Small  Plants.” 

Dr.  Donald  M.  Shafer  of  the  National 
Association  of  Manufacturers  will  speak  at 
the  physicians’  banquet  in  the  evening. 

A complete  program  has  not  been  re- 
ceived. All  interested  are  requested  to  com- 
municate with  Dr.  Schram. 


A sectional  meeting  of  the  American  Col- 
lege of  Surgeons  is  to  be  held  in  Nashville, 
January  18,  19,  20,  1939. 

The  states  represented  are  Tennessee, 
Arkansas,  Missouri,  Mississippi,  Alabama, 
Georgia,  Florida,  Louisiana,  and  Kentucky. 

Doctors  who  are  not  members  of  the  col- 
lege are  welcome  to  attend  these  meetings. 

A large  group  of  very  distinguished  sur- 
geons will  appear  on  the  program. 

Hospital  conferences  of  broad  general 
interest  to  the  medical  profession  are  to  be 
held. 

All  people  who  are  interested  in  medical 
care  and  hospital  administration  will  be 
welcome  to  attend  these  sessions. 


Vanderbilt  University  Medical  Society 
December  2,  1938 

1.  Case  Report : “A  Case  of  Chicken 
Pox  with  Gangrene,”  by  Dr.  J.  T. 
Fowler,  Jr. 

A three-year-old  white  male  admitted  to 
Vanderbilt  Hospital  eight  days  after  onset 
of  chicken  pox  and  two  days  after  onset  of 
purpura  involving  the  legs,  ear,  and  but- 
tocks. On  admission  there  was  moderate 
anemia  with  thrombocytopenia.  Several 
transfusions  and  snake  venom  were  used 
and  under  this  regime  the  bleeding  was 
controlled.  Four  days  after  admission  the 
feet  became  mummified  and  six  days  later 
there  was  a sharp  line  of  demarcation  of 
gangrene  in  the  upper  third  of  each  leg. 
On  the  fourteenth  hospital  day  both  feet 
were  amputated  at  the  ankle  joint  and  the 
necrotic  tissue  removed  from  both  legs.  At 
no  time  has  the  patient  seemed  very  sick 
and  at  the  present  time  his  course  is  un- 
eventful. 

This  case  was  discussed  by  Drs.  Kath- 
erine Dodd,  Alfred  Blalock,  and  Beverly 
Douglas. 

2.  “The  Direct  Determination  of  Foetal 
Oxygen  Consumption,”  by  Dr.  Morton 
Mason. 

The  oxygen  consumption  of  the  foetal 
sheep  was  calculated  from  measurement  of 
the  foetal  blood  volume,  and  the  rate  at 
(Continued  on  pcqye  32) 
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DOCTOR . . . 

You  Are  Cordially  Invited  to  Attend  the 

54th  ANNUAL  CONVENTION 

of  the 

MID-SOUTH  POSTGRADUATE 
MEDICAL  ASSEMBLY 

at 

HOTEL  PEABODY,  MEMPHIS,  TENN. 

February  1 4,  15,  16,  17,  1939 

Read  this  list  of  those  who  will  deliver  addresses  and  make  your 
hotel  reservations  at  once. 

Dr.  Soma  Weiss,  Medicine,  Boston,  Massachusetts 
Dr.  Grady  E.  Clay,  Ophthalmology,  Atlanta,  Georgia 
Dr.  Roy  R.  Kracke,  Pathology,  Atlanta,  Georgia  — 

Dr.  George  R.  Herrmann,  Medicine,  Galveston,  Texas  — — *• 

Dr.  Ralph  M.  Waters,  Anesthesia,  Madison,  Wisconsin 

Dr.  Howard  C.  Naffziger,  Surgery  (Neurological),  San  Francisco,  California 
Dr.  Henry  B.  Orton,  Otolaryngology,  Newark,  New  Jersey  - — ■ 

Dr.  Edgar  G.  Ballenger,  Urology,  Atlanta,  Georgia 
Dr.  M.  P.  Rucker,  Obstetrics,  Richmond,  Virginia  — * 

Dr.  Norris  W.  Vaux,  Obstetrics,  Philadelphia,  Pennsylvania 
Dr.  F.  A.  Coller,  Surgery,  Ann  Arbor,  Michigan 
Dr.  Anthony  Bassler,  Medicine,  New  York,  New  York 
Dr.  Dean  M.  Lierle,  Otolaryngology,  Iowa  City,  Iowa 
Dr.  William  P.  Healey,  Gynecology,  New  York,  New  York 
Dr.  Arthur  W.  Allen,  Surgery,  Boston,  Massachusetts 
Dr.  E.  B.  Shaw,  Pediatrics,  San  Francisco,  California 

Dr.  F.  W.  Rankin,  Surgery,  Lexington,  Kentucky  * 

Dr.  Leon  J.  Menville,  Radiology,  New  Orleans,  Louisiana 
Dr.  Maurice  C.  Pincoffs,  Medicine,  Baltimore,  Maryland  — “• 

Dr.  A.  M.  Snell,  Medicine,  Rochester,  Minnesota 

Dr.  John  H.  Musser,  Medicine,  New  Orleans,  Louisiana  — 

Dr.  Julius  H.  Hess,  Pediatrics,  Chicago,  Illinois 

Dr.  Ralph  A.  Kinsella,  Medicine,  St.  Louis,  Missouri 

Dr.  Alton  Ochsner,  Surgery,  New  Orleans,  Louisiana " 

Programs  will  he  mailed  February  1.  W rite  for  one  if  you  do 
not  receive  yours 

DR.  A.  F.  COOPER,  Secretary -Treasurer 
Goodwyn  Institute  Bldg.  Memphis,  Tennessee 
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which  oxygen  disappeared  from  foetal  car- 
otid blood  after  ligation  of  the  umbilical 
cord  as  follows : 


— do,  x 60  x BV 


= cc.  02  consumed  per  gm. 
foetus  per  min. 


t x Wt. 

— do2  = decrement  in  foetal  carotid  blood 
in  time  t.  (vols.  %). 

BV  = foetal  blood  vol  in  100  cc.  units. 

Wt  = foetal  wt.  in  gms. 

The  average  of  a series  of  measurements 
over  the  latter  quarter  of  pregnancy  was 
0.004  cubic  centimeters  per  gram  foetus  per 


minute,  indicating  that  the  respiration  per 
unit  mass  of  foetal  tissue  is  somewhat 


lower  than  that  of  the  mother.  From  addi- 
tional blood  gas  analyses,  the  rate  of  um- 
bilical cord  blood  flow,  and  the  lower  limit 
of  rate  of  blood  flow  through  the  uterus  was 
also  calculated. 


This  paper  was  discussed  by  Drs.  David 
Strayhorn,  Walter  E.  Garrey,  and  Allen 
Kennedy. 


3.  “Concerning  the  Anatomy,  Physiol- 
ogy and  Pathology  of  the  Innervation 
of  the  Pupil,”  by  Dr.  W.  de  Gutierrez- 
Mahoney. 

An  oculomotor  nerve  was  divided  intra- 
cranially  in  each  of  ten  primates  (monkey, 
baboon,  chimpanzee)  and  the  oculomotor 
nuclear  component  was  examined  in  serial 
section  with  the  Nissl  method.  The  “retro- 
grade reaction”  of  Nissl  was  seen  in  the 
cells  of  the  homolateral  motor  nucleus  and 
in  some  of  the  cells  of  the  central  nucleus 
(Perlia).  There  was  no  reaction  in  the 
cells  of  the  Westphal-Edinger  nucleus.  The 
ciliary  ganglion  was  removed  on  one  side 
in  two  monkeys  and,  by  the  same  method, 
the  “retrograde  reaction”  was  seen  only  in 
some  of  the  cells  of  the  central  nucleus 
(Perlia).  The  pupil  on  the  same  side  did 
not  react  to  light,  direct  or  consensual,  but 
did  react  on  convergence — the  Argyll  Rob- 
ertson pupil.  Thus,  the  Westphal-Edinger 
nucleus  is  not  part  of  the  oculomotor  nerve 
component,  nor  is  it  concerned  with  the  re- 
action of  the  pupil  to  light.  This  function 
belongs  to  the  central  nucleus  of  Perlia. 

This  paper  was  discussed  by  Drs.  Sam 
L.  Clark  and  Walter  E.  Garrey. 


ABSTRACTS  OF  CURRENT  UTERATURE 


ANESTHESIA 

By  Hugh  Bakr,  M.D. 
Medical  Arts  Building,  Nashville 


Clinical  Experiences  with  Newer  Analeptics.  Burstein 
and  Rovenstein.  Anesthesia  and  Analgesia  (May- 
June),  1937. 

Picrotoxin,  metrazol,  and  coramin,  the  drugs 
employed  in  this  study  are  prominent  among  those 
recently  advocated  as  analeptics.  They  may  be  ad- 
ministered subcutaneously,  intramuscularly  or  in- 
travenously. Fractional  doses  repeated  were  found 
to  be  more  satisfactory.  The  intravenous  route  was 
found  to  be  more  efficacious. 

In  the  treatment  of  depression  following  mor- 
phine, ether,  paraldehyde,  cyclopropane,  tribro- 
methanol,  barbituric  acid  derivatives,  and  spinal 
anesthesia,  respiratory  depression  responded  to  these 
drugs  according  to  the  depth  and  time  it  has  ex- 
isted. The  more  profound  the  less  satisfactory  the 
result.  Surgical  shock  is  not  benefited  by  these 
drugs. 

During  this  study  no  opportunity  was  presented 
to  observe  the  effects  after  lethal  doses  of  narcotics. 
Artificial  respiration  is  the  only  proven  effective 
resuscitative  measure  to  combat  lethal  doses  of 
any  hypnotic  or  anesthetic.  Its  use  cannot  be 
omitted  whenever  the  medullary  centers  are  para- 
lyzed or  extremely  depressed.  Analeptics  in  these 
conditions  are  of  no  value  except  in  conjunction 
with  artificial  respiration.  It  was  also  found  that 
patients  under  anesthesia  reacted  sooner  if  these 
agents  were  administered. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Clinical  Experience  in  Treatment  of  Erysipelas  with 
Prontosil.  Y.  Iga  and  T.  Kato.  Acta  dermat.  30: 
112  (December),  1937,  December,  1938. 

The  authors  treated  erysipelas  in  thirty-one  cases 
by  oral  administration  of  prontosil,  one  or  two 
tablets  being  given  daily  for  the  first  few  days  and 
one  tablet  daily  after  the  fall  of  fever.  There 
were  twelve  patients  under  thirteen  years  of  age, 
eleven  between  twenty  and  forty,  and  eight  over 
fifty.  The  eruption  was  located  usually  on  the 
scalp  and  face,  frequently  on  the  lobes  of  the  ears 
and  in  three  cases  on  the  lower  extremities.  In  the 
majority  of  the  cases  the  temperature  dropped  to 
normal  within  the  first  three  days.  The  general 
condition  rapidly  improved,  and  in  the  next  two  to 
five  days  the  eruption  disappeared.  All  the  pa- 
tients except  one  who  died  had  a normal  tempera- 
ture after  from  two  to  eight  days.  The  eruption 
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subsided  within  four  and  seven-tenths  days  on  an 
average.  Relapse  occurred  in  three  cases,  but 
promptly  responded  to  the  medication.  Because  of 
the  small  dose  no  harmful  by-effects  were  observed. 
The  author  believes  that  the  treatment  surpasses 
in  effect  any  form  of  treatment  used  for  erysipelas. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 
Medical  Arts  Building,  Knoxville 


Diabetes  Mellitus  and  Peptic  Ulcer.  Rothenberg  and 

Teicher.  A.  J.  Digestive  Dis.,  December,  1938. 

The  authors  have  reviewed  the  literature  on  this 
subject  and  report  nine  cases  of  their  own. 

From  January,  1913,  to  August,  1936,  the  total 
number  of  admissions  to  the  Jewish  Hospital  in 
Brooklyn  was  130,500.  Of  these  3,525  had  diabetes 
or  2.7  per  cent.  Of  these  diabetics  only  nine  or 
twenty-five  per  cent  had  peptic  ulcer.  In  the  total 
admissions  there  were  1,952  proven  peptic  ulcer 
cases  or  1.49  per  cent.  Including  their  nine  cases 
with  the  total  number  of  cases  reported,  they  find 
only  fifty-one  cases  of  peptic  ulcer  in  a total  of 
10,397  diabetic  patients  or  0.49  per  cent. 

In  their  nine  cases  six  were  females  and  three 
were  males.  In  six  the  diabetes  was  known  to 
antedate  the  ulcer,  in  three  the  reverse  was  true. 
In  only  four  of  the  nine  cases  was  there  any  rela- 
tion between  the  taking  of  food,  only  two  received 
relief  from  taking  alkali.  Seven  of  the  nine  cases 
were  duodenal  ulcers,  one  was  on  the  lesser  curva- 
ture and  one  in  the  pylorus  and  duodenum.  Gastric 
analysis  was  done  on  seven  of  the  nine,  five  showed 
normal  acidity,  one  subacidity,  and  one  hyper- 
acidity. All  were  mild  diabetes,  only  three  requir- 
ing daily  insulin. 

Six  were  treated  medically,  three  surgically  with 
gastrojejunostomy.  Of  the  three  surgical  cases, 
one,  age  seventy-two,  died  of  cardiac  collapse  on 
the  seventh  postoperative  day;  one,  age  sixty-five, 
of  uremia  on  the  eighth  postoperative  day;  and  one 
had  an  uneventful  recovery  and  left  free  of  com- 
plaints. 

Three  of  the  six  treated  medically  were  given 
dirts  for  their  diabetes  and  all  three  left  the  hos- 
pital unimproved.  Three  were  treated  on  a Sippy 
diet  regime,  the  diabetes  being  controlled  with  in- 
sulin as  needed,  and  all  left  the  hospital  greatly 
improved. 

Their  conclusions  are: 

1.  The  coexistence  of  peptic  ulcer  or  diabetes  is 
only  0.49  per  cent. 

2.  Low  gastric  acidity  being  found  in  a large 
percentage  of  diabetes  is  a likely  factor  in  the 
infrequency  of  peptic  ulcer  in  diabetes. 

3.  Ulcer  symptomatology  was  typical  in  the 
cases. 

4.  Best  therapeutic  results  were  obtained  by 
using  the  Sippy  diet — directing  the  primary 


treatment  at  the  ulcer,  and  controlling  the 
diabetes  as  necessary  with  insulin. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Generalized  Peritonitis  Secondary  to  Ruptured  Pyo- 

salpinx.  H.  Martz  and  M.  Foote.  Am.  J.  Obs.  and 

Gyn.,  36:  1009-1017,  December,  1938. 

Generalized  peritonitis  secondary  to  chronic  pel- 
vic inflammatory  disease  may  occur  by  one  of  two 
methods:  the  purulent  material  may  be  expressed 
from  the  patent  fimbriated  ostium  of  the  tube  and 
then  spread  over  the  general  peritoneal  cavity,  or 
the  material  may  be  suddenly  discharged  by  rup- 
ture of  a pyosalpinx.  It  is  the  latter  condition 
which  forms  the  basis  of  this  paper.  Here  the 
infection  starts  as  an  edosalpingitis,  usually  caused 
by  the  gonococcus.  The  tube  then  becomes  sealed 
off  at  both  ends  and  undergoes  increasing  disten- 
tion until  it  becomes  a cystic  mass  containing  pus. 
The  pyosalpinx  may  then  burst  either  spontane- 
ously or  as  a result  of  some  slight,  indirect  trauma, 
liberating  its  purulent  material  into  the  general 
peritoneal  cavity.  The  purpose  of  this  paper  is 
to  emphasize  the  clinical  syndrome  associated  with 
this  condition,  and  to  offer  suggestions  for  its  treat- 
ment. 

Although  not  a common  complication  of  gonor- 
rhea in  the  female,  rupture  of  a pyosalpinx  ac- 
counts for  eight  per  cent  of  all  cases  of  generalized 
peritonitis.  In  the  majority  of  cases  of  spontane- 
ous rupture  of  a pyosalpinx,  there  is  no  assignable 
cause  for  the  perforation.  There  is  no  strict  cor- 
relation between  perforation  and  the  number  of 
acute  attacks  of  salpingitis  or  the  size  of  the 
pyosalpinx.  The  diagnostic  features  consist  of  a 
sudden  onset  of  a diffuse  and  rapidly  spreading 
peritonitis  associated  with  a state  of  circulatory 
collapse,  followed  by  a rapidly  rising  temperature, 
a leucocytosis  and  an  elevated  sedimentation  rate. 
The  treatment  of  choice  of  this  condition  is  a bi- 
lateral salpingectomy  followed  by  the  insertion  of 
a Mickulicz  or  tube  drain  into  the  pelvis.  The 
prognosis  depends  upon  the  general  state  of  the 
patient,  the  time  of  surgical  intervention,  the  na- 
ture of  the  operation  instituted,  and  to  a lesser 
extent,  the  bacteria  present  at  the  time  of  perfora- 
tion. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Detachment  of  the  Retina  and  Indirect  Injury.  W. 
Gilbert.  American  Journal  of  Ophthalmology,  No- 
vember, 1938. 

Beside  reporting  his  own  cases,  Gilbert  has  col- 
lected from  the  literature  the  views  of  different 
(Continued  on  page  36) 
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authors  on  the  question  whether  concussions  of 
the  head  or  of  the  whole  body,  or  bodily  overexer- 
tion, may  lead  to  detachment  of  the  retina.  He 
closes  the  array  of  affirmative  answers  with  Mel- 
ler’s  words  that  without  a doubt  a severe  bodily 
exertion  may  occasionally  produce  detachment  of 
the  retina.  According  to  our  present  knowledge, 
the  disproportion  between  physical  strength  and 
required  labor  must,  in  a whole  series  of  pertinent 
cases,  be  one  of  the  factors  which  favor  detach- 
ment. The  acknowledged  importance  of  a tear 
may  render  conceivably  a longer  interval  between 
trauma  and  detachment,  as  experienced  in  cases 
of  detachment  after  cataract  operations.  The 
author  thus  summarizes  his  views:  If  in  a given 
case  bodily  overexertion  is  admitted  as  an  acci- 
dent, a detachment  of  the  retina  soon  following 
must,  as  a rule,  be  attributed  to  such  accident,  no 
matter  whether  it  occurred  in  an  emmetropic,  a 
myopic,  or  a senile  eye,  and  compensation  should 
be  awarded  accordingly. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


End  Results  of  Irradiation  of  the  Thymus  Gland  in 

Twenty-Seven  Normal  Infants  and  Children.  C.  G. 

Kerley.  Am.  J.  R.  and  R.  T.,  Vol.  40,  No.  3,  p.  416, 

September,  1938. 

Twenty-seven  cases  are  reported,  who  had  symp- 
toms suggestive  of  an  enlarged  thymus,  in  which 
the  roentgen  examination  confirmed  the  clinical 
diagnosis,  and  all  of  whom  received  X-ray  treat- 
ments. The  children  were  otherwise  normal.  Re- 
lief of  symptoms  resulted  in  all  cases. 

The  treatments  were  administered  by  two  ra- 
diologists. The  treatments  varied  in  number  from 
three  to  ten,  the  kilovolts  from  140  to  178,  the  filter 
varied  from  three  millimeter  aluminum  to  .5  milli- 
meter copper  plus  one  aluminum.  The  average  dose 
was  thirty-five  r at  each  treatment. 

Most  of  the  children  were  less  than  one  year 
of  age  when  treated.  The  follow-up  period  was 
from  one  year  to  eleven  years. 

The  author  concludes  that  thymic  irradiation  in 
infants  and  young  children  produces  no  retardation 
of  physical  growth  or  mental  development. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battlb  Malonb,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


Differential  Diagnosis  of  Benign  and  Malignant  Breast 
Tumors.  Kenneth  E.  Fry,  M.D.  Surgical  Clinics  of 
North  America,  December,  1938. 

The  diagnostic  measures  used  in  breast  tumors 
are  outlined  under  five  headings:  history,  physical 
examination,  transillumination,  roentgenographic 


examination  which  includes  ordinary  study,  search 
for  metastatic  lesions  and  mammography,  and 
biopsy.  The  author  divides  breast  tumors  into 
benign  and  malignant  lesions  and  further  into  the 
solid  and  cystic  varieties  for  this  study. 

Of  the  benign  solid  tumors,  fibroadenoma  or 
adenofibroma  is  most  common.  These  tumors  occur 
usually  following  puberty  and  may  be  single  or 
multiple.  The  lesions  are  painful  particularly  dur- 
ing the  early  part  of  the  menstrual  cycle.  The 
growth  is  very  slow.  The  mass  is  freely  movable, 
smooth  or  lobulated  and  shows  up  as  a solid  tumor 
on  transillumination.  There  is  rarely  any  nipple 
discharge.  Biopsy  by  complete  excision  and  mi- 
croscopic section  is  the  treatment.  In  the  solid 
tumors  is  included  chronic  cystic  mastitis.  These 
are  most  often  found  in  women  near  the  menopause, 
but  may  be  seen  at  any  age  after  puberty.  Pain 
is  the  principal  symptom  and  is  most  pronounced 
early  in  the  menstrual  cycle.  There  may  be  a 
serious  nipple  discharge;  the  tumor  is  freely  mova- 
ble in  the  breast  tissue  and  there  may  be  a definite 
nodular  formation  or  a “shottiness”  may  be  felt  on 
palpation.  While  cancer  is  occasionally  found  in 
this  type  breast  the  author  does  not  recommend 
removal  of  every  breast  in  which  this  condition  is 
found.  Biopsy  gives  a conclusive  diagnosis. 

Chronic  cystic  mastitis  more  commonly  produces 
cystic  tumors.  The  history  is  the  same  as  the  solid 
variety  and  physical  examination  is  similar.  Trans- 
illumination may  show  conclusive  evidence  of  cyst 
formation.  Mammography  with  aspiration  and  air 
or  gas  injections  shows  a smooth -walled  cyst  cav- 
ity. Papillary  cystadenoma  is  found  in  patients 
past  the  menopause  and  are  usually  painless.  The 
lesion  is  often  single  and  there  may  be  a sero- 
sanguineous  discharge  from  the  nipple.  Trans- 
illumination may  show  the  cystic  character,  and 
if  air  injection  is  used,  the  wall  will  show  a definite 
irregularity.  Excision  biopsy  of  the  whole  cyst 
with  microscopic  examination  should  be  done.  A 
galactocele  occurs  during  lactation  or  shortly  there- 
after. These  are  usually  single  and  painful. 
Biopsy  by  aspiration  will  reveal  the  true  nature 
of  the  lesion. 

Of  the  solid  malignant  tumors  carcinoma  is  the 
most  important.  There  may  be  a familial  history. 
The  majority  occur  in  the  upper  outer  quadrant. 
The  tumor  is  fixed  to  the  breast  tissue  which  moves 
when  the  tumor  is  moved.  Transillumination  may 
reveal  that  the  mass  is  infiltrating  the  surrounding 
mammary  tissue.  Roentgenographic  examinations 
for  osseous  metastasis  should  be  made.  Biopsy  is 
made  where  the  diagnosis  is  questionable.  If 
biopsy  and  frozen  section  reveal  malignancy,  radi- 
cal mastectomy  is  done  immediately.  Sarcomas  of 
the  breast  are  rather  rare  and  occurs  usually  in 
adults  about  the  fortieth  year.  There  is  frequently 
a history  of  a solid  breast  tumor  of  several  years’ 
duration  which  begins  to  grow  rapidly.  It  is  not 
painful  until  it  attains  considerable  size.  Lymph 
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node  metastasis  is  not  common.  Radical  mastec- 
tomy following  biopsy  is  indicated. 

Cystadenocarcinoma  is  a rare  malignant  lesion 
which  is  cystic.  It  is  usually  centrally  located  and 
is  associated  with  a sanguineous  discharge  from  the 
nipple.  Lymph  node  metastasis  occurs  late.  Mam- 
mography with  air  injection  will  reveal  the  papil- 
lary nature  of  the  lining  membrane.  Aspiration 
biopsy  yields  a sanguineous  fluid  which  may  con- 
tain malignant  cells. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jil,  M.D. 
Medical  Building,  Knoxville 


Renal  Rickets  as  a Urological  Problem.  Abraham  Fire- 
stone, M.D.  Urologic  and  Cutaneous  Review,  De- 
cember, 1938. 

Renal  rickets  was  first  recognized  by  Lucas  in 
1881,  when  he  described  albuminuria  associated 
with  rickets.  In  1911  Fletcher  recognized  the  bony 
changes  as  definitely  dependent  upon  chronic  renal 
pathology.  Endocrine  changes  occurring  in  the  dis- 
ease were  also  recognized  at  this  time. 

The  characteristic  features  of  the  disease  are 
an  arrest  of  bony  growth,  development  of  bony 
abnormalities,  marked  hyperphosphatemia,  a lower- 
ing of  calcium  in  the  blood,  delay  or  retardation 
in  the  appearance  of  secondary  sexual  character- 
istics and  chronic  renal  pathology. 

The  earliest  symptoms  usually  appear  about  the 
age  of  seven  and  consist  of  urinary  symptoms 


associated  with  retardation  of  growth.  The  symp- 
toms of  polyuria  and  enuresis  may  direct  one’s 
attention  to  the  primary  renal  pathology.  The 
osseous  changes  manifest  themselves  between  the 
tenth  and  fifteenth  year.  A secondary  anemia  is 
usually  present  with  a sallow  tinge  to  the  skin.  A 
high  N.  P.  N.  and  blood  urea  is  present,  and  the 
patient  usually  feels  well  in  spite  of  these  high 
figures.  The  blood  phosphates  become  elevated  and 
the  calcium  remains  normal  or  lowered. 

The  pituitary  is  apparently  involved,  which  in 
turn  acts  on  the  gonads,  and  causes  the  retardation 
of  the  secondary  sexual  characteristics. 

The  kidneys  become  atrophic,  resembling  the  end 
stage  of  chronic  interstitial  nephritis.  In  addition 
to  this,  one  often  finds  obstruction  at  the  vesical 
neck,  polycystic  kidneys,  or  partial  agenesis.  Bi- 
lateral renal  calculi  have  also  been  found.  With 
these  renal  changes,  there  is  an  absence  of  cardio- 
vascular changes  and  hypertension. 

There  is  practically  always  present  hyperplasia 
of  the  parathyroid  glands.  Whether  this  is  pri- 
mary or  secondary  to  the  renal  pathology  has  not 
been  determined.  The  blood  findings  and  bony 
changes  found  in  renal  rickets  and  parathyroidism 
are  almost  identical. 

The  prognosis  of  the  disease  is  usually  fatal  in 
from  three  to  five  years  unless  some  obstructive 
uropathy  is  found,  which  may  be  relieved  by  sur- 
gical means.  The  administration  of  viosterol,  para- 
thormone, intravenous  calcium,  and  blood  transfu- 
sions may  be  of  some  temporary  benefit.  Death 
usually  results  from  renal  failure. 
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SULFANILAMIDE:  A REVIEW* 


E.  H.  Barksdale, 


THE  PROGRAM  committee  of  the 
Nashville  Academy  of  Medicine  re- 
quested that  I present  a review  of  the 
literature  on  sulfanilamide  instead  of  limit- 
ing the  paper  to  the  use  of  the  drug  in 
urology. 

Sulfanilamide  is  the  product  of  numerous 
investigations  which  date  back  over  a pe- 
riod of  thirty  years. 

In  1908  Gelmo,  working  on  the  chemistry 
of  azo  dyes,  was  the  first  to  mention  para- 
amino-benzene-sulfonamide,  which  is  now 
known  as  sulfanilamide. 

In  1913  Eisenberg  discovered  the  bacteri- 
cidal power  of  certain  azo  dyes  and  sug- 
gested the  possibility  of  employing  them  in 
therapeutics.  Various  products  received 
experimental  and  clinical  trials;  chrysoi- 
dine,  pyridium,  and  scarlet  red  were 
among  the  first  to  be  reported. 

In  1935  Domayk1  discovered  the  efficacy 
of  certain  azo  dyes  in  streptococci  septi- 
cemia of  mice.  His  chemists  synthesized  a 
drug  known  first  as  streptozon,  later  as 
prontosil.  Fourneau  synthesized  para- 
amino-benzene-sulfonamide,  which  he  stated 
was  the  pharmacologically  effective  portion 
of  the  prontosil  molecule.  It  was  first 
known  as  prontosil  album,  later  as  sulfanil- 
amide. 


*Read  at  the  meeting  of  the  Nashville  Academy 
of  Medicine,  November  29,  1938. 

fFrom  the  Department  of  Surgery,  Vanderbilt 
University  Medical  School. 


M.D.,f  Nashville 


Distribution 

Marshall,  Emerson,  and  Cutting2  have 
shown  that  the  sulfanilamide  content  of 
the  spinal  fluid  was  parallel  to  but  slightly 
lower  than  that  of  the  blood.  They  also 
state  that  sulfanilamide  resembles  urea  and 
alcohol  in  its  approximately  even  distribu- 
tion in  the  body  tissues.  Skeletal  muscle, 
heart  muscle,  liver,  lung,  and  spleen  con- 
tain the  same  concentration  as  blood.  Skin 
contains  slightly  less.  Brain  contains  about 
two-thirds  the  concentration  of  blood,  but 
bone  and  fat  contain  the  drug  in  much 
lower  concentration  than  blood. 

These  same  workers  have  determined  that 
ninety  per  cent  of  the  ingested  sulfanila- 
mide is  excreted  in  the  urine  and  that 
roughly  one-half  is  excreted  as  active  sul- 
fanilamide, while  the  other  half  is  the  in- 
active acetyl  derivative  of  sulfanilamide. 
Their  experimental  data  also  indicate  that 
sulfanilamide  is  excreted  entirely  by  glo- 
merular filtration  and  that  between  seventy 
and  eighty  per  cent  of  it  is  reabsorbed  by 
the  tubule. 

Mode  of  Action 

When  sulfanilamide  is  administered  to 
mice  immediately  after  experimental  infec- 
tion, it  has  a protective  action  so  long  as 
the  chemical  is  given.  If  administration 
of  the  drug  is  delayed  for  several  hours,  or 
if  the  treatment  is  stopped  before  the  ani- 
mal recovers,  it  invariably  dies.  This  dem- 
onstrates a bacteriostatic  effect  on  the  bac- 
teria. No  definite  bactericidal  action  has 
been  demonstrated  either  in  vitro  or  in  vivo. 
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Phagocytes  are  apparently  essential  in 
the  action  of  the  drug.  Some  experimenters 
believe  the  effect  is  on  the  leukocytes,  but 
others  believe  it  is  on  the  bacteria. 

Long  and  Bliss3  state  that  sulfanilamide 
decreases  the  rate  of  multiplication  of  the 
invading  organism,  then  eventually,  as  a 
result  of  this  inhibition  of  growth  of  the 
bacteria,  the  phagocytes  are  able  to  clear 
the  tissues  of  the  invading  microorganisms. 

Colebrook,  Buttle,  and  O’Meara4  state 
that  the  protective  action  of  the  blood  fol- 
lowing sulfanilamide  administration  may  be 
supplemented  by  that  of  the  tissues  of  the 
whole  animal.  Mellon  and  Bambas5  hold  a 
somewhat  similar  view.  They  believe  that 
the  primary  mechanism  of  sulfanilamide’s 
action  is  a mutual  reciprocation  between  it 
and  the  bacteriostatic  powers  of  the  host 
in  such  a fashion  that  the  net  result  of  their 
interaction  is  many  times  more  than  the 
combined  effects  of  the  separate  factors. 

These  two  views  suggesting  that  sulfani- 
lamide potentiates  the  normal  defense  ac- 
tion of  the  host  would  explain  Herrold’s6 
observation  that  first  infections  with  the 
gonococcus  respond  poorly  to  sulfanilamide, 
the  best  results  being  obtained  in  second 
infections  and  in  patients  who  have  had 
gonorrhea  for  some  time. 

Toxicity 

In  general  it  may  be  said  that  sulfanila- 
mide is  well  tolerated  by  the  majority  of 
patients.  Buchtel  and  Cook7  state  that  fif- 
teen per  cent  of  patients  cannot  take  large 
doses  of  the  drug  and  ten  per  cent  cannot 
take  it  at  all.  Many  writers  point  out  that 
ambulatory  patients  do  not  tolerate  large 
doses  as  well  as  patients  in  bed.  Elderly 
patients  and  debilitated  patients  tolerate 
the  drug  poorly. 

A large  per  cent  of  patients  treated  with 
sulfanilamide  have  some  symptoms  within 
twelve  to  forty-eight  hours.  The  symptoms 
may  be  divided  into  three  groups — mild, 
moderate,  and  severe.  The  mild  symptoms 
are  general  malaise,  drowsiness,  nausea, 
headache,  dizziness,  sensitiveness  of  skin  of 
lower  extremities,  mental  confusion,  dysp- 
nea, and  slight  cyanosis.  These  symptoms 


do  not  call  for  discontinuance  of  the  drug. 
The  moderate  group  of  symptoms — fever, 
mild  anemia,  marked  cyanosis,  or  dyspnea 
— should  be  considered  warning  symptoms. 
Administration  of  the  drug  need  not  be 
stopped  because  of  them,  but  they  demand 
careful  study  and  observation  of  the  pa- 
tient. 

In  the  severe  group  of  reactions,  sul- 
phemoglobinemia  and  methemoglobinemia 
are  the  most  common.  Colebrook8  reported 
three  cases  of  sulphemoglobinemia  out  of 
thirty-eight  patients  treated  with  sulfanila- 
mide. Many  others  have  reported  cases  of 
sulphemoglobinemia,  and  all  agree  that 
magnesium  sulfate  or  other  cathartics 
which  produce  watery  stools  are  apt  to 
bring  about  this  reaction  when  the  patient 
is  taking  sulfanilamide.  The  same  may  be 
said  for  sulphur  water  and  foods  with  high 
sulphur  content. 

The  presence  of  sulphemoglobinemia  or 
methemoglobinemia  may  be  determined 
spectroscopically.  It  has  been  shown  that 
methemoglobinemia  responds  quickly  to 
oxygen  therapy.  Wendel9  reported  a rapid 
reduction  of  methemoglobin  after  a single 
injection  of  one  milligram  of  methylene 
blue  per  kilogram  of  body  weight,  and  it 
has  been  suggested  that  the  administration 
of  methylene  blue  in  conjunction  with 
sulfanilamide  will  prevent  the  formation 
of  methemoglobin.  Sulphemoglobinemia  is 
more  obstinate,  it  lasts  for  weeks  after  sul- 
fanilamide has  been  discontinued.  The  only 
treatment  is  repeated  blood  transfusions. 

Acidosis  is  another  severe  reaction. 
South  worth10  reported  two  cases  whose  car- 
bon dioxide  combining  power  fell  to  36.2  and 
27.7  volumes  per  cent.  He  studied  fifteen 
other  patients  being  treated  with  sulfanila- 
mide and  found  that  there  was  an  average 
drop  in  the  carbon  dioxide  combining  power 
of  fourteen  volumes  per  cent.  These  fifteen 
patients  had  no  clinical  evidence  of  acidosis. 
Long  and  Bliss  reported  four  cases  of  aci- 
dosis and  believe  that  the  hyperpnea  fre- 
quently seen  during  sulfanilamide  therapy 
is  due  to  acidosis. 

The  term  “drug  fever”  has  been  given  to 
a syndrome  by  Hageman  and  Blake.11  They 
reported  twenty-one  cases  with  fever  and 
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skin  rash  occurring  in  a series  of  134  pa- 
tients treated  with  sulfanilamide.  Many 
others  have  reported  a rash  which  is  fre- 
quently accompanied  by  fever.  The  rash  is 
usually  described  as  morbilliform  or  scar- 
latiniform,  but  there  may  be  vesicles,  pur- 
puric areas,  and  edema.  Some  patients 
who  have  had  a rash  give  a positive  skin 
reaction  to  patch  or  scratch  tests  with  sul- 
fanilamide. 

There  is  no  doubt  but  what  sulfanilamide 
had  a photosensitizing  effect.  Patients  un- 
der treatment  with  the  drug  very  frequently 
develop  a rash  when  exposed  to  the  sun- 
light. This  rash  is  confined  to  the  exposed 
surfaces. 

Severe  anemia  sometimes  develops  sud- 
denly. Harvey  and  Janeway12  report  five 
cases  of  acute  hemolytic  anemia.  They 
state  that  these  cases  resemble  the  hemolytic 
crises  produced  by  phenylhydrazine.  Bliss 
and  Long13  report  seven  cases  of  acute  hem- 
olytic anemia,  and  six  of  the  seven  had 
jaundice.  All  recovered  following  blood 
transfusions. 

Agranulocytosis  is  another  severe  toxic 
condition  which  has  followed  the  adminis- 
tration of  sulfanilamide.  Nine  cases  have 
been  reported.  Six  of  these  died  and  three 
recovered. 

Bucy14  reports  a patient  who  received 
sulfanilamide  on  three  separate  occasions. 
Unpleasant  symptoms  occurred  the  first  two 
times,  and  the  last  time  there  was  loss  of 
vision  due  to  toxic  optic  neuritis. 

O’Connell  reports  an  acute  onset  of  a 
psychosis  in  a patient  who  had  been  treated 
with  sulfanilamide  for  three  weeks.  One 
month  after  the  withdrawal  of  the  drug, 
there  was  a definite  improvement  in  the 
mental  state. 

Deaths  due  to  elixir  of  sulfanilamide — 
Massengill  hardly  need  be  mentioned  here. 
Intensive  investigations  have  exonerated 
sulfanilamide.  Diethylene  glycol,  a very 
toxic  substance,  was  present  in  this  prep- 
aration in  approximately  seventy-two  per 
cent  by  volume. 

Clinical  Results 

The  therapeutic  effects  of  the  drug  have 
been  so  startling,  and  reports  of  miraculous 


cures  of  hopeless  cases  so  frequent,  that 
it  is  not  surprising  to  find  the  use  of  the 
drug  so  widespread.  In  the  Quarterly  Cu- 
mulative Index  from  January  to  June,  1938, 
there  are  sixty-one  articles  on  sulfanilamide 
in  the  treatment  of  various  diseases. 

The  drug  was  originally  introduced  for 
the  treatment  of  betahemolytic  streptococcic 
infections,  but  Bliss  and  Long15  have  shown 
that  it  is  not  effective  against  group  D 
betahemolytic  streptococci. 

Hemolytic  streptococcic  meningitis  was 
until  recently  considered  almost  universally 
hopeless.  Weinberg16  has  reported  two 
cases  of  meningitis  following  streptococcic 
mastoiditis  cured  by  intramuscular  injec- 
tions of  prontosil,  and  sulfanilamide  by 
mouth. 

Schwentker17  reported  four  cases  of 
streptococcus  meningitis  treated  with  the 
drug.  Three  were  cured  and  one  died.  An- 
derson,18 Harvey,12  and  Hageman11  each 
report  one  case  cured  by  sulfanilamide. 

In  puerperal  infection  sulfanilamide  is 
said  to  have  reduced  the  mortality  from 
about  twenty-five  per  cent  to  from  five  to 
eight  per  cent.  When  used  in  this  disease, 
Colebrook  and  Kenny8  state  that  it  prevents 
the  spread  of  the  infection  in  the  para- 
metrial  tissue  and  septicemia  is  less  apt  to 
develop. 

In  erysipelas  good  therapeutic  results 
have  been  reported  by  various  writers. 
Snodgrass  and  Anderson19  treated  312  cases 
and  found  that  the  fever  was  promptly  re- 
duced, the  spread  of  the  infection  prevented 
and  the  duration  of  the  toxemia  decreased. 
Breen20  reports  on  forty-five  cases  in  which 
thirty-five  were  treated  with  prontosil  and 
ten  without.  In  the  average  treated  case, 
the  temperature  fell  to  normal  within  forty- 
eight  hours,  whereas  in  the  average  un- 
treated case  it  persisted  above  normal. 

Results  in  the  treatment  of  scarlet  fever 
have  not  been  so  striking.  Peters  and 
Havard21  treated  150  cases  with  prosepta- 
sine,  an  English  preparation,  and  found 
that  the  number  of  complications  was  re- 
duced by  about  twenty  per  cent,  but  the 
patients  treated  had  fever  twelve  hours 
longer  than  did  patients  used  as  controls. 
More  recently  Sako,  et  al.,22  reported  that 


42 


SULFANILAMIDE:  A REVIEW— Barksdale 


February,  1939 


complications  developed  in  only  eight  per 
cent  of  a series  of  cases  of  scarlet  fever 
treated  with  sulfanilamide,  while  in  a simi- 
lar series  of  cases  in  which  the  drug  was  not 
used,  complications  occurred  in  forty-one 
per  cent,  but  the  rate  of  recovery  from  the 
acute  toxic  phase  of  the  disease  among  the 
sulfanilamide  treated  cases  as  compared  to 
the  control  cases  could  not  be  said  to  be 
accelerated.  They  state  that  early  massive 
intravenous  serum  therapy  to  combat  toxe- 
mia combined  with  large  doses  of  sulfanila- 
mide seems  to  be  the  most  effective  treat- 
ment for  scarlet  fever.  Hoyne  and  Bailey,23 
interested  in  the  scarlet  fever  carrier  prob- 
lem, administered  sulfanilamide  to  scarlet 
fever  patients  during  the  last  quarter  of 
the  regular  four-week  quarantine  period. 
On  the  basis  of  the  data  obtained  from  this 
study,  they  concluded  that  the  drug  is  not 
effective  in  the  eradication  of  hemolytic 
streptococci  from  the  noses  and  throats  of 
scarlet  fever  patients  at  the  end  of  a four- 
week  quarantine  period. 

Flake  and  Carey24  report  six  cases  of 
streptococcic  infection  of  the  middle  ear 
and  mastoid  successfully  treated  with  sul- 
fanilamide. 

The  drug  was  next  used  in  the  meningo- 
coccus infections.  It  has  been  shown  to  be 
effective  against  types  I and  II  of  the  men- 
ingococcus which  probably  gives  it  an  ad- 
vantage over  serum  therapy.  Schwentker 
and  Long25  treated  ten  cases  combining  in- 
traspinal  and  subcutaneous  administration. 
They  report  the  response  was  good  in  all 
cases.  In  the  meningococcemia  associated 
with  meningitis,  sulfanilamide  rapidly 
clears  the  blood  stream  of  organisms.  Craw- 
ford and  Fleming26  treated  ten  cases  of  me- 
ningococcal meningitis  with  sulfanilamide. 
Four  of  the  patients  were  less  than  a year 
old  and  one  of  these  died.  All  the  six  pa- 
tients over  a year  old  recovered.  Many 
other  reports  on  the  use  of  the  drug  in 
meningococcal  meningitis  show  consistent- 
ly good  results. 

Type  III  pneumococcus  pneumonia  was 
treated  with  sulfanilamide  by  Weinberg 
with  remarkable  success.  Heintzelman27 
discusses  nine  cases  treated  with  the  drug 
as  compared  with  ten  cases  who  did  not  re- 


ceive the  drug.  Seven  of  the  nine  treated 
cases  recovered,  whereas  only  two  of  the 
ten  untreated  cases  recovered.  A mortality 
of  twenty-two  per  cent  in  the  treated  cases 
and  seventy-four  per  cent  in  the  untreated. 

Long  states  that  sulfanilamide  is  of  some 
value  in  pneumococcus,  otitis  media,  and 
mastoiditis.  A temporary  improvement  in 
pneumococcal  meningitis  with  a reduction 
in  the  organisms  and  cells  in  the  cerebro- 
spinal fluid  has  been  noted  by  many  writers, 
and  Latto28  and  Landon29  each  report  a case 
of  pneumococcus  meningitis  with  recovery 
following  sulfanilamide  therapy. 

Branahan  and  Rosenthal30  have  recently 
shown  that  in  experimental  meningitis,  due 
to  the  meningococcus  and  pneumococcus  in 
mice,  the  combination  of  serum  and  sulfanil- 
amide therapy  yields  much  better  results 
than  either  alone. 

The  combined  use  of  serum  and  sulfanil- 
amide in  influenzal  meningitis  has  also 
been  advocated  by  Neal  and  Appelbaum.31 
Young  and  Moore32  report  a case  of  in- 
fluenzal meningitis  treated  with  serum  and 
sulfanilamide  which  recovered.  Four  other 
cases  treated  in  this  way  were  found  in 
the  literature,  but  all  of  them  died. 

Marvin  and  Wilkinson33  report  a case  of 
gonococcic  meningitis  cured  by  sulfanila- 
mide. They  were  able  to  find  only  twenty- 
two.  cases  of  gonococcic  meningitis  in  the 
literature,  and  the  mortality  in  the  twenty- 
two  cases  was  forty-five  per  cent.  Bran- 
ham34 also  reports  a case  of  gonococcic 
meningitis  which  recovered  following  sul- 
fanilamide therapy. 

In  gonococcal  infections  the  use  of  sul- 
fanilamide became  very  extensive  immedi- 
ately after  Colston35  reported  favorable  re- 
sults in  a series  of  nineteen  cases.  The 
reports  since  then  vary  as  to  the  percentage 
of  cures  and  as  to  the  type  of  case  in  which 
it  is  most  effective.  Brown  and  Banick36 
of  the  Mayo  Clinic  report  cures  in  ninety 
per  cent  of  male  patients  and  eighty  per 
cent  in  female  patients,  but  Watts  and 
Oden37  reporting  on  seventy-two  cases  state 
there  were  only  fourteen  cures  (approxi- 
mately twenty  per  cent)  and  twelve  com- 
plete failures.  Barry  and  Williamson38  re- 
port a series  of  seventy-two  cases  treated 
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with  sulfanilamide,  thirty-five  cases  were 
acute  and  thirty-seven  chronic.  They  state 
that  sixty  or  eighty-three  per  cent  of  these 
were  cured  by  sulfanilamide  alone.  Ains- 
worth30 reported  on  148  cases,  the  series 
including  all  types  of  gonorrheal  infection 
of  the  male  genitourinary  tract.  He  states 
that  a cure  was  obtained  in  one-third  of  the 
cases,  and  that  in  another  third  he  felt  that 
the  drug  was  of  distinct  benefit.  Alyea,40 
et  al.,  report  a cure  in  seventy-six  per  cent 
of  ninety-five  cases  of  acute  urethritis. 

Reuter41  treated  100  cases  with  the  drug 
and  divides  them  into  two  groups,  forty 
newly-infected  cases  with  recovery  in  nine- 
ty-two per  cent  and  sixty  old  infected  cases 
with  recovery  in  eighty  per  cent.  In 
marked  contrast  is  the  opinion  of  Herrold,6 
who  states  that  all  of  his  cures  have  been 
in  patients  who  had  had  gonorrhea  for  some 
time  and  that  patients  with  their  first  in- 
fection respond  poorly  if  at  all. 

The  results  of  my  personal  experience 
with  sulfanilamide  in  the  treatment  of  acute 
gonorrheal  urethritis  in  the  male  are  as  fol- 
lows : A cure  obtained  in  sixty-six  per  cent, 
in  twelve  per  cent  the  drug  had  no  effect, 
and  in  the  remaining  twenty-two  per  cent 
the  drug  was  of  some  value  in  that  the 
obnoxious  stage  of  the  disease,  the  period 
of  profuse  discharge,  was  definitely  short- 
ened. I have  seen  cures  apparently  take 
place  in  two  or  three  days  in  both  first  in- 
fections and  in  second  infections,  but  all 
cases  in  which  the  drug  completely  failed 
were  first  infections.  One  patient  who  re- 
sponded nicely  in  the  first  few  days  had  a 
recurrence  of  his  discharge  and  developed 
an  epididymitis  during  the  second  week 
of  treatment. 

In  infections  of  the  urinary  tract,  sul- 
fanilamide, when  properly  used,  constitutes 
a valuable  chemotherapeutic  agent.  Long 
and  Bliss42  state  that  the  results  of  their 
in  vitro  experiments  show  that  sulfanila- 
mide may  act  as  a sterilizing  agent  as  well 
as  exercise  a bacteriostatic  effect  against 
organisms  isolated  from  infected  urinary 
tracts.  That  the  drug  may  have  a definite 
sterilizing  effect  in  urine  is  due  possibly  to 
two  factors,  one  being  that  high  concentra- 
tions of  the  drug  may  be  obtained  in  urine 


and  the  other  that  urine  is  a poor  environ- 
ment for  the  growth  of  organisms  compared 
with  that  provided  by  tissues.  Hence,  the 
action  of  sulfanilamide  in  vivo  may  be  en- 
hanced by  the  medium  in  which  it  finds 
itself. 

In  the  treatment  of  urinary  tract  infec- 
tions the  concentration  of  sulfanilamide  in 
the  urine  is  of  prime  importance.  Marshall 
and  Emerson43  have  shown  that  ninety  per 
cent  of  ingested  sulfanilamide  is  excreted 
in  the  urine  and  that  roughly  one-half  is 
excreted  as  active  sulfanilamide,  while  the 
other  half  is  eliminated  as  the  inactive 
acetyl  derivative  of  sulfanilamide.  With 
limited  fluids,  a fairly  high  concentration 
in  the  urine  can  be  obtained  with  relatively 
small  doses  of  the  drug.  If  the  patient’s 
diet  and  fluid  intake  is  regulated  so  that  the 
daily  urine  output  is  fairly  constant,  the 
dosage  of  sulfanilamide  necessary  to  give 
the  patient  a given  urine  sulfanilamide  level 
can  be  easily  estimated.  If  a patient  takes 
one  gram  of  sulfanilamide  a day,  he  will 
excrete  about  one  gram  a day,  when  sul- 
fanilamide balance  is  reached  (three  or 
four  days  after  the  therapy  is  started). 
Half  of  this  is  active  sulfanilamide,  so  if 
his  urine  output  is  one  liter,  the  concentra- 
tion will  be  fifty  milligrams  per  cent. 

When  sulfanilamide  is  given  in  adequate 
doses  and  fails  to  sterilize  the  urine,  the 
failure  may  be  due  to  an  obstruction  in  the 
urinary  passages  causing  a stasis  of  urine, 
or  it  may  be  due  to  the  presence  of  an  or- 
ganism which  is  resistant  to  the  drug. 
Therefore,  it  is  of  importance  to  determine 
whether  or  not  there  is  obstruction  in  any 
part  of  the  urinary  tract  and  to  identify 
the  infecting  organism  before  instituting 
sulfanilamide  therapy. 

Bliss  and  Long42  in  vitro  experiments 
found  that  with  the  exception  of  group  D 
beta  hemolytic  streptococci,  all  the  organ- 
isms isolated  from  infected  urinary  tracts 
were  susceptible  to  a 200  milligram  per  cent 
concentration  of  sulfanilamide  and  that 
about  one-half  of  them  are  inhibited  in  their 
growth  by  a fifty  milligram  per  cent  con- 
centration. 

It  has  been  my  experience  that  approxi- 
mately seventy-five  per  cent  of  urinary 
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tract  infections  due  to  the  colon  bacillus 
respond  to  sulfanilamide  therapy  and  less 
than  half  of  those  due  to  bacillus  lactis 
aerogenes.  Infections  due  to  the  various 
cocci  and  to  bacillus  proteus  have  responded 
in  only  a small  per  cent  of  cases.  It  is  a 
well-known  fact  that  the  drug  has  no  effect 
upon  the  streptococcus  faecalis. 

Batchelor  and  Lees44  report  ten  cases  of 
chancroid  infection  treated  with  sulfanila- 
mide. They  gave  eight  grams  a day  for 
two  days,  then  six  grams  a day  for  four 
days.  A rapid  cure  was  effected  in  all. 

Hanschell45  reports  twenty  cases  of  chan- 
croid, some  with  bubo,  some  without,  treat- 
ed with  prontosil  five  cubic  centimeters 
intramuscularly  every  three  days  and  sul- 
fanilamide three  grams  daily.  A cure  was 
obtained  in  all  cases  in  from  five  to  ten 
days. 

Hutchison46  treated  thirty-five  cases  of 
chancroid  with  bubo.  Twelve  cases  were 
treated  with  local  applications,  and  the  av- 
erage time  to  complete  a cure  was  46.2 
days.  Twelve  others  were  treated  with 
melcos  vaccine,  and  the  average  time  to 
complete  a cure  was  46.7  days.  Eleven  cases 
were  treated  with  sulfanilamide  one  gram 
every  four  hours,  and  the  average  time  to 
complete  a cure  was  15.5  days. 

Manson-Bahr47  reports  three  cases  of 
Brucella  abortus  infections  treated  with 
sulfanilamide,  two  recovered,  but  while  the 
third  improved  at  first  there  was  a relapse 
and  further  sulfanilamide  therapy  was  of 
no  avail. 

Richardson6S  and  Francis48  each  report 
two  cases  of  undulant  fever  in  which  they 
obtained  good  results  with  sulfanilamide 
therapy.  Toone  and  Jenkins49  report  one 
case  in  which  there  was  an  apparent  cure 
after  the  administration  of  450  grains  of 
sulfanilamide  over  a period  of  eleven  days. 
Stern  and  Blake50  report  three  cases  with 
prompt  clinical  cure  of  the  disease  follow- 
ing the  administration  of  sulfanilamide. 
Trant31  reports  that  sulfanilamide  effected 
prompt  and  apparently  permanent  cures  in 
two  cases  of  undulant  fever.  Welch,  et  al.,52 
report  that  animal  experimentation  indi- 
cates that  in  Brucella  infections  sulfanila- 
mide markedly  increases  opsonocytophagic 


activity  for  Brucella  organisms  and  they 
believe  that  this  will  make  the  drug  a help- 
ful diagnostic  aid  in  this  infection. 

Fulghum53  recently  reported  a case  of 
Ludwig’s  angina  due  to  streptococci,  in  a 
three-year-old  child,  treated  with  intramus- 
cular injections  of  sulfanilamide.  The  prog- 
ress of  the  disease  was  arrested,  there  was 
gradual  regression  of  swelling  without  pus 
formation  and  rapid  return  to  normal  as 
compared  to  the  usual  course  after  surgical 
treatment.  Palmer54  and  Lyth55  each  re- 
port a case  of  Ludwig’s  angina  rapidly  re- 
sponding to  sulfanilamide  therapy. 

Walker56  reports  a case  of  actinomycosis 
with  an  abdominal  sinus  which  had  been 
discharging  for  seven  months.  The  sinus 
healed  after  three  weeks  of  treatment  with 
sulfanilamide.  He  gave  one  gram  three 
times  a day. 

Willis57  reports  five  cases  of  ophthalmia 
neonatorum  which  responded  to  sulfanila- 
mide therapy.  Goldenburg70  reports  a case 
of  orbital  cellulitis  with  recovery  following 
the  use  of  the  drug. 

Caro58  reports  two  cases  of  pemphigus 
which  apparently  responded  to  sulfanila- 
mide, but  states  that  they  had  been  fol- 
lowed for  only  six  months  and  that  both 
may  be  having  a spontaneous  remission. 

Kelson59  studied  the  effect  of  sulfanila- 
mide on  experimental  poliomyelitis  in  mon- 
keys. His  experiments  failed  to  indicate 
any  therapeutic  value. 

Toomey60  reports  a similar  experimental 
study  and  states  that  sulfanilamide  neither 
modifies  or  prevents  poliomyelitis  in  mon- 
keys. 

Swift61  treated  eight  cases  of  rheumatic 
fever  with  sulfanilamide  and  states  that  it 
had  little  if  any  beneficial  effect  on  the 
course  of  the  disease;  practically  all  of  the 
common  manifestations  except  chorea  were 
represented  in  his  group  of  cases  and  none 
responded  favorably.  The  toxic  effects  of 
the  drug  were  especially  marked  in  these 
patients,  and  as  a result  certain  rheumatic 
manifestations  seemed  to  be  intensified. 

Loe62  has  treated  140  cases  of  trachoma 
with  sulfanilamide  and  reports  excellent 
results,  many  of  them  cured  within  one 
month.  There  was  a cessation  of  lacrima- 
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tion  and  loss  of  photophobia  within  twenty- 
four  hours,  and  improvement  of  vision 
within  seventy-two  hours  in  cases  of  pan- 
nus.  In  those  cases  in  which  there  had  been 
no  scarring  from  instrumentation,  the  con- 
junctiva resumed  its  normal  velvety  tex- 
ture. Kirk,  et  ah, 63  report  twenty-five 
cases  of  trachoma  treated  with  sulfanila- 
mide and  state  that  their  results  have  been 
very  encouraging.  They  found  the  drug 
particularly  beneficial  in  the  corneal  com- 
plications. 

Oakley,64  believing  that  sulfanilamide 
should  have  some  effect  on  influenza,  in- 
fected a series  of  400  mice.  He  treated 
some  with  derivatives  of  sulfanilamide  and 
used  the  others  as  controls.  He  states  that 
there  was  no  reduction  in  the  mortality  in 
the  treated  group  and  that  the  lung  le- 
sions were  more  extensive  in  the  treated 
group  than  in  the  controls.  However,  Al- 
bright, et  al.,65  report  two  cases  of  pyelo- 
nephritis due  to  the  influenza  bacillus. 
These  patients  both  had  a persistently  alka- 
line urine  with  calcium  deposits  in  the  kid- 
ney pelves.  Sulfanilamide  therapy  prompt- 
ly eliminated  the  influenza  bacillus  from 
the  urine  with  a resulting  acid  urine. 

Rich  and  Follis66  after  a study  of  sulfanil- 
amide in  experimental  tuberculosis  in 
guinea  pigs  conclude  that  the  drug  exerts 
a striking  inhibitory  effect  upon  the  devel- 
opment of  tuberculosis,  but  emphasize  the 
fact  that  no  conclusions  regarding  the  effect 
of  the  drug  upon  human  tuberculosis  can 
be  drawn. 

Howrever,  Smithburn,67  after  a somewhat 
similar  group  of  experiments,  concluded 
that  the  drug  exerted  no  beneficial  effect 
in  experimental  tuberculosis. 

Williams69  has  made  a clinical  study  of 
the  effect  of  sulfanilamide  on  acute  hemor- 
rhagic nephritis.  Twenty-one  cases  were 
treated  with  the  drug  and  the  course  of 
these  compared  to  that  of  seventy  previous 
cases.  A focus  of  beta  hemolytic  strepto- 
coccus infection  was  present  in  all  cases  in 
each  group.  There  was  relatively  little 
difference  in  the  two  groups  as  regards  the 
type  or  severity  of  the  initial  infection  (the 
focus) , the  type  or  severity  of  the  nephritis, 
or  the  interval  between  the  onset  of  the 


nephritis  to  the  admission  to  the  hospital. 
He  found  that  in  the  group  receiving  sul- 
fanilamide the  signs  of  renal  damage  dis- 
appeared more  rapidly,  the  exacerbations  of 
the  nephritis  following  tonsillectomies  oc- 
curred less  frequently,  the  duration  of  ede- 
ma, hypertension  and  hospitalization  was 
less,  and  there  was  a greater  incidence  of 
clinical  recoveries.  He  believes  that  these 
results  are  due  to  the  fact  that  the  foci  of 
infection  cleared  up  more  rapidly  when  sul- 
fanilamide was  used.  There  was  no  evi- 
dence that  the  drug  caused  renal  damage 
in  any  of  his  cases. 

He  advised  observation  of  the  following 
principles  in  treating  acute  hemorrhagic 
nephritis  with  sulfanilamide : the  drug 
should  be  started  as  soon  as  possible  and 
should  be  given  in  sufficient  doses  to  main- 
tain the  blood  level  at  approximately  ten 
milligrams  per  cent.  The  dosage  necessary 
to  maintain  this  will  depend  on  the  renal 
function.  It  is  best  to  administer  the  drug 
in  equally  divided  doses  at  four-hour  inter- 
vals. It  is  advisable  to  give  six-tenths  gram 
of  sodium  bicarbonate  with  each  dose  of 
sulfanilamide  in  order  to  prevent  acidosis. 

A review  of  the  literature  on  sulfanila- 
mide leads  to  the  following  conclusions : 

It  is  of  distinct  value  in  the  treatment 
of  many  infections. 

Its  exact  mode  of  action  has  not  been  defi- 
nitely determined. 

It  is  usually  necessary  for  the  concentra- 
tion in  the  blood  to  reach  ten  milligrams 
per  cent  in  order  to  obtain  results.  The 
dosage  necessary  to  produce  this  concentra- 
tion will  be  altered  if  the  renal  function  is 
impaired. 

The  toxicity  of  the  drug  demands  two 
things:  first,  a proven  diagnosis  of  an  in- 
fection which  is  known  to  respond  to  the 
drug,  and  second,  careful  observation  of 
every  patient  while  being  treated  with  the 
drug. 
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THE  MEDICAL  MANAGEMENT  OF  CHRONIC  GALL  BLADDER 

DISEASE* 


L.  C.  Sanders,  M.D.,  Memphis 


THERE  IS  AN  abundance  of  evidence 
in  the  literature  and  in  practice  that 
cholecystitis  is  the  most  common  cause 
of  upper  abdominal  disease. 

From  the  reports  of  large  groups,  clinics, 
hospitals,  and  pathologists  it  has  been  esti- 
mated that  approximately  forty  per  cent 
of  adults  have  some  degree  of  gall  bladder 
pathology. 

Out  of  50,000  consecutive  new  patients 
at  the  Mayo  Clinic,  only  five  per  cent  com- 
plained of  biliary  disease  as  the  primary 
symptom.  During  the  same  period,  how- 
ever, there  were  600  routine  autopsies  per- 
formed with  the  finding  of  evidence  of 
cholecystitis  in  sixty-six  per  cent  of  cases. 
Post-mortem  findings  reported  by  Crump, 
in  a large  series,  showed  fifty-six  per  cent 
having  some  form  of  cholecystopathy. 

From  the  combined  reports  of  surgeons, 
pathologists,  roentgenologists,  and  bacteri- 
ologists has  come  an  enormous  wealth  of 
material  which  has  been  applied  to  actual 
practice.  The  result  has  been  a rearrange- 
ment of  thought  and  an  approach  to  treat- 
ment with  a far  greater  confidence  in  ulti- 
mate success. 

Unfortunately  physicians,  until  recently, 
have  had  no  systematic  plan  of  medical  care 
of  this  large  group  of  sufferers.  Some  of 
our  leading  internists  and  gastroenterolo- 
gists have  instituted  a system,  based  upon 
sound  principles,  which  has  been  used  over 
a long  enough  period  to  warrant  its  use  in 
selected  cases. 

The  decision  as  to  what  constitutes  the 
indications  for  medical  or  surgical  treat- 
ment is  not  as  simple  as  it  seems.  Surgeons 
have  realized  that  calculous  cholecystitis 
can  be  cured  in  almost  100  per  cent,  and 
that  the  gall  bladder  without  stones  sub- 
mitted to  the  same  treatment  produces  re- 
sults not  so  good. 


*Read  before  the  Tri-County  Medical  Society  at 
McKenzie,  Tennessee, 


When  the  medical  handling  of  biliary 
tract  disease  is  productive  of  results  com- 
paring favorably  with  surgical  treatment, 
the  selection  of  cases  for  medical  manage- 
ment can  be  more  easily  made. 

It  is  wise  to  recognize  at  the  outset  that 
gall  bladder  disease  is  often  the  end  result 
of  widespread  infection.  When  this  is  the 
case,  the  treatment  must  be  based  upon  the 
correction  of  the  underlying  cause  which 
may,  in  itself,  take  sufficient  pressure  from 
the  biliary  system  to  restore  liver  function. 

A common-sense  rationale  of  treatment 
may  be  instituted  in  several  phases : 

1.  Diet. 

2.  Biliary  drainage. 

3.  Removal  of  causative  factors. 

4.  General  hygiene. 

5.  Correction  of  intestinal  stasis. 

6.  Drugs. 

The  diet  is  by  far  the  most  important 
single  factor  in  the  treatment.  The  chief 
objects  in  the  selection  of  a diet  are  (1)  the 
reduction  in  the  amount  of  cholesterol  and 
fat,  and  (2)  rest  to  the  diseased  gall  blad- 
der. 

There  are  many  bile  constituents,  but  the 
chief  ones  are  bile  salts  (glycocholic  and 
taurocholic  acid)  and  cholesterol.  Choles- 
terol normally  remains  in  solution.  In  the 
presence  of  a diseased  gall  bladder  or  when 
the  liver  function  is  diminished,  there  is  a 
reduction  in  the  quantity  of  the  bile  salts, 
and  the  cholesterol  does  not  all  remain  in 
solution.  Crystals  form,  and  the  presence 
of  stasis  encourages  stone  formation.  It 
is  highly  desirable,  therefore,  to  limit  the 
intake  of  foods  containing  cholesterol. 

In  the  early  days  of  cholecystography,  it 
was  found  that  the  normal  gall  bladder  did 
not  empty  the  dye  after  a carbohydrate 
meal.  However,  after  a fat  meal,  there  was 
a prompt  reduction  or  disappearance  of  the 
gall  bladder  shadow. 

From  a clinical  angle  the  same  results 
have  been  observed.  A patient  with  gall 
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bladder  disease  may  precipitate  an  attack 
by  the  indulgence  in  a meal  rich  in  fat  and 
cholesterol.  It  follows  then  that  anything 
which  excites  or  overstimulates  the  diseased 
gall  bladder  is  likely  to  bring  about  the  re- 
currence of  an  attack. 

In  addition  to  fats,  condiments  seem  to 
directly  irritate  the  biliary  system.  Foods 
such  as  raw  apples,  bananas,  cucumbers, 
radishes,  peppers,  spices,  salad  dressings, 
and  gravies  should  be  strictly  avoided. 

When  these  foods  are  eliminated,  care 
must  be  exercised  in  furnishing  an  adequate 
amount  of  proteins  and  minerals,  also  suf- 
ficient calories  to  maintain  the  normal 
weight,  and  bulk  to  insure  a daily  bowel 
movement. 

The  following  list  meets  these  require- 
ments: vegetable  soups,  meat  broth,  lean 
meats,  green  vegetables,  citrous  fruits,  ce- 
reals, bread,  butter,  and  milk. 

It  is  desirable  to  avoid  overfeeding. 
Large  meals  demand  the  maximum  of  ef- 
fort on  the  part  of  the  digestive  organs  and 
disturb  liver  function  by  storing  away  in 
the  liver  cells  the  unused  products  of  di- 
gestion. Frequent  feedings  increase  the 
flow  of  bile,  and  four  or  five  small  meals 
are  better  handled  by  the  digestive  organs 
than  two  large  ones. 

2.  Drainage  of  the  gall  bladder  by  duo- 
denal intubation  has  been  in  use  sufficiently 
long  to  demonstrate  its  value.  Theoretical- 
ly, it  stimulates  gall  bladder  contraction, 
clears  the  ducts,  removes  infected  bile,  and 
decreases  stasis.  Practically,  however,  it 
can  have  no  permanent  effect  in  clearing 
an  intramural  infection  in  the  gall  bladder 
wall.  In  the  presence  of  stones,  drainage 
should  be  done  with  caution,  and  it  should 
never  be  used  immediately  following  an 
attack. 

Drainage  is  indicated  in  chronic  gall 
bladder  disease  when  the  symptoms  are 
mild  or  intermittent,  and  in  catarrhal  jaun- 
dice after  the  acute  symptoms  have  sub- 
sided. In  some  of  these  cases,  a single 
drainage  may  furnish  relief  for  several 
weeks  at  a time.  Drainage  may  also  be 
used  to  advantage  in  patients  who  are  poor 
risks,  to  increase  liver  function  and  drain- 
age while  preparing  for  surgical  treatment. 


3.  Removal  of  causative  factors.  Most 
interesting  and  important  observations 
have  been  made  concerning  the  relationship 
of  foci  of  infection  to  cholecystitis.  The 
frequency  with  which  they  were  associated, 
the  occurrence  of  attacks  of  acute  cholecys- 
titis following  acute  tonsillitis  and  the  like, 
the  favorable  results  following  removal  of 
foci,  and  the  research  work  on  animals  have 
done  much  to  prove  that  focal  infection 
often  plays  a primary  role  in  the  produc- 
tion of  gall  bladder  disease. 

It  has  also  been  observed  that  infection 
may  travel  up  the  common  duct,  then  by 
way  of  the  cystic  duct  to  the  gall  bladder. 
Also  bacteria  unfiltered  by  the  liver,  ar- 
riving by  way  of  the  portal  vein,  may  enter 
the  gall  bladder.  Still  another  route  may 
be  by  way  of  the  lymphatics.  Infection 
from  a diseased  appendix  may  enter  the 
biliary  system  in  this  manner. 

It  follows  then  that  one  of  the  first  con- 
siderations in  the  treatment  is  the  removal 
of  active  foci  of  infection.  When  the  pri- 
mary focus  is  removed,  the  way  is  cleared 
for  direct  attack  upon  the  disease  manifest 
in  the  gall  bladder. 

4.  General  hygiene.  Patients  with  gall 
bladder  disease  are  usually  in  a state  of 
lowered  resistance  due  to  the  toxemia  and 
the  inadequate  food  intake.  Many  of  these 
patients  suffer  with  exhaustion,  headache, 
and  insomnia.  At  the  outset,  for  a short 
period,  bed  rest  is  desirable.  The  avoidance 
of  fatigue,  moderate  exercise  in  the  open 
air,  and  for  housewives,  the  relief  of  house- 
hold cares  for  a period  will  help  to  restore 
normal  functions  and  to  raise  the  body  re- 
sistance. 

5.  Correction  of  intestinal  stasis.  Ap- 
proximately seventy-five  per  cent  of  pa- 
tients with  gall  bladder  disease  are  con- 
stipated. Defective  elimination  causes  an 
increase  in  the  toxins  passing  into  the 
portal  system  and  consequent  biliary  stasis. 
This  probably  accounts  for  the  decided  re- 
lief many  patients  obtain  following  a saline 
purgative.  The  bowels  should  be  kept  open 
by  the  usual  means  of  controlling  constipa- 
tion. 

6.  Drugs.  Drug  therapy  of  every  variety 
has  been  recommended  and  used  for  gall 
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bladder  disease.  To  Stewart  belongs  the 
credit  for  studying  the  effect  of  cholagogues 
on  gall  bladder  function  by  actual  photo- 
graphs of  the  gall  bladder  reaction.  He 
found  that  none  of  the  usual  drugs  had  as 
definite  action  on  emptying  the  gall  bladder 
as  a simple  meal.  It  seems,  from  his 
studies,  the  effect  of  laxative  drugs  came 
directly  from  the  beneficial  result  of  empty- 
ing the  intestinal  tract  and  only  indirectly 
affecting  the  gall  bladder.  Inasmuch  as 
flatulence,  stasis,  spasm,  and  constipation 
are  constant  accompaniments  of  this  dis- 
ease, medication  directed  toward  these 
symptoms  is  necessary  and  indicated. 

The  bile  salts  are  mildly  laxative  and 
seem  to  be  the  least  harmful  of  the  com- 
mon drugs  in  use.  Recently,  decholin,  an 
oxidation  product  of  cholic  acid  derived 
from  the  natural  bile  salts,  has  been  exten- 
sively used.  Its  action  is  claimed  to  be  di- 
rectly on  the  liver  cells,  rapidly  stimulating 
the  flow  of  bile.  Its  chief  use  is  in  catarrhal 
swelling  of  the  liver  and  bile  ducts,  but 
should  not  be  used  in  obstructive  jaundice. 

In  our  hands,  decholin  has  been  of  dis- 
tinct value  in  increasing  liver  function  in 
the  medical  treatment  of  gall  bladder  dis- 
ease without  obstructive  jaundice,  and  in 
promoting  biliary  drainage  after  cholecys- 
tectomy. It  should  be  given  in  doses  of 
one  to  two  tablets  after  meals,  continued 
over  a period  of  several  months. 

Hammond’s  mixture,  a preparation  con- 
taining pepsin,  animal  charcoal,  and  bro- 
mides, is  very  helpful  in  relieving  flatulence, 
decreasing  the  discomfort  and  relaxing  the 
patient. 

In  middle-aged  patients,  endocrine  ther- 
apy plays  an  important  role  in  the  treat- 
ment of  gall  bladder  disease.  Failure  to 


recognize  an  obvious  thyroid,  pituitary,  or 
ovarian  dysfunction,  and  to  institute  ap- 
propriate therapy  for  their  correction,  may 
spell  the  difference  between  success  and 
failure.  In  women  gall  bladder  sufferers  at 
the  menopause  who  have  a hypometabolism, 
the  administration  of  thyroid  extract  and 
theelin  exerts  a marked  beneficial  effect  on 
the  digestive  function. 

In  the  last  analysis,  medical  treatment 
consists  of  the  removal  of  underlying  causes 
and  the  relief  of  symptoms.  To  believe 
that  an  intramural  infection  of  the  gall 
bladder  or  a calculous  cholecystitis  can  be 
cured  by  medical  procedures  is  to  expect 
boo  much.  However,  in  early  cases  where 
the  liver  and  gall  bladder  functions  have 
not  been  much  abused,  the  medical  means 
at  our  disposal,  when  properly  used,  may 
and  will  save  many  patients  from  serious 
impairment  of  health. 

There  are  two  groups  of  patients  who 
must  be  treated  medically.  In  one  group, 
those  patients  presenting  obviously  mild 
symptoms,  and  in  the  other,  those  who  flat- 
ly refuse  a surgical  solution  to  their  prob- 
lem. 

We  feel  that  further  progress  will  come 
only  when  the  medical  profession  as  a whole 
realizes  the  prevalence  and  seriousness  of 
this  disease,  and  institutes  measures  which 
control  the  individual  needs.  The  chronic 
biliary  sufferer  needs  an  adjustment  of  his 
method  of  living,  a recognition  of  certain 
dietary  procedures,  and  equally  important, 
a systematic  checkup  of  his  condition. 

If  this  plan  of  medical  care  is  faithfully 
followed  without  relieving  the  patient  of 
his  symptoms,  surgical  procedures  should 
be  instituted  without  further  delay  to  pre- 
vent the  occurrence  of  complications  or  se- 
rious impairment  of  health. 
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THE  INTRAVENOUS  USE  OF  MORPHINE  SULPHATE  IN 
TREATMENT 


Bruce  R.  Powers,  M.D.,  Knoxville 


FOLLOWING  the  appearance  of  an  ar- 
ticle by  Betlach  of  the  Mayo  Clinic  I 
have  used  morphine  sulphate  intra- 
venously as  a treatment  procedure  in  vari- 
ous conditions.  Although  the  drug  has  been 
used  many  years  by  narcotic  addicts  by 
this  route,  it  has  apparently  been  used 
very  little  by  physicians.  The  Lancet,  No- 
vember, 1930,  carries  a case  history  by  Dr. 
Frewen  Moor  in  which  twenty  milligrams 
(one-third  grain)  was  given  intravenously 
to  a patient  with  coronary  thrombosis.  The 
patient  was  almost  immediately  relieved  of 
pain.  Dr.  Moses  Salzer  reported  in  1930 
and  again  in  1938  on  the  excellent  results 
obtained  by  administering  the  drug  by  this 
method.  Dr.  C.  J.  Betlach  of  the  Mayo 
Clinic  reported  in  1937  its  use  in  over  600 
cases.  He  states  that  its  main  use  has 
been  as  an  adjunct  to  regional  anesthesia 
and  for  its  analgesic  value  in  peroral  en- 
doscopy. Further  indications  for  its  use 
are  visceral  colics,  cardiac  pain,  and  con- 
gestive heart  failure.  Few  other  reports 
are  in  American  medical  literature. 

I have  felt  that  any  condition  requiring 
morphine  subcutaneously  was  sufficient  in- 
dication to  use  it  intravenously.  I have  had 
opportunity  to  use  it  chiefly  for  the  relief 
of  pain  and  dyspnea.  The  method  used  for 
administration  is  no  more  complicated  than 
that  used  for  subcutaneous  administration. 
A 1.5  or  2.0  cubic  centimeter  syringe  and  a 
one-half  inch  hypodermic  needle  are  steri- 
lized. A fifteen-milligram  morphine  sul- 
phate tablet  is  placed  in  the  syringe  and 
dissolved  in  1.5  cubic  centimeter  of  sterile 
distilled  water  in  the  syringe.  A rubber 
tube  is  used  to  produce  venous  distension. 
The  solution  is  injected  very  slowly  and 
the  patient  is  told  to  state  when  he  becomes 
comfortable. 

Improvement  is  usually  noticed  in  about 
one  minute  and  after  about  one-third  of  the 
dose  is  given.  It  has  been  my  practice  to 
discontinue  the  medication  when  the  pa- 


tient states  that  he  is  comfortable  or  when 
definite  objective  evidence  of  relief  is  noted. 
This  usually  occurs  in  two  to  three  minutes 
following  injection  of  about  ten  milligrams 
(one-sixth  grain)  of  the  drug.  I have  seen 
no  unpleasant  reactions  following  this 
method  of  administration.  A sensation  of 
warmth,  dizziness,  and  drowsiness  during 
administration  has  been  noticed.  Respira- 
tions become  more  full  and  slower.  Dysp- 
nea is  very  definitely  relieved.  Changes  in 
pulse  rate  or  volume  have  not  been  noted. 
Relief  from  pain  or  dyspnea  usually  lasts 
three  to  six  hours  and  is  permanent  if  the 
causative  factor  is  removed. 

Four  illustrative  case  reports  are  briefly 
described : 

Case  No.  1. — A male,  white,  age  fifty- 
five  years,  was  seen  at  12:00  A.M.  com- 
plaining of  severe  bandlike  pain  over  his 
precordium  which  radiated  down  his  left 
arm.  The  duration  had  been  about  one  to 
one  and  one-half  hours.  He  had  previously 
been  given  two  grams  (3  grains)  sodium 
amytal  with  no  relief.  The  patient  appar- 
ently was  in  pain  when  seen.  Morphine 
sulphate  fifteen  milligrams  (one-fourth 
grain)  was  prepared  and  given  slowly  in- 
travenously. During  injection  he  noticed 
fullness  and  a hot  sensation  in  the  head. 
There  was  no  change  in  pulse  rate  or  vol- 
ume. He  stated  that  the  pain  had  entirely 
disappeared  before  the  injection  was  com- 
pleted and  this  was  discontinued  before 
fifteen  milligrams  (one-fourth  grain)  was 
given.  There  was  no  recurrence  of  pain 
following  this.  Further  observation  has 
confirmed  the  diagnosis  of  coronary  occlu- 
sion. 

Case  No.  2. — A colored  female,  age  forty- 
five  years,  was  seen  at  home  complaining 
of  severe  dyspnea,  cough,  and  pain  in  the 
left  side.  There  was  a history  of  a respira- 
tory infection  for  three  weeks,  having  been 
diagnosed  as  brochopneumonia.  The  pa- 
tient was  obviously  severely  ill  with  rapid. 
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shallow,  grunting  dyspneic  respirations  and 
apparently  she  was  in  pain.  Physical  signs 
indicated  a full  blown  pneumonia  in  the  left 
chest.  Morphine  sulphate,  fifteen  milli- 
grams (one-fourth  grain),  was  prepared 
and  given  slowly  intravenously.  As  the 
medication  was  introduced  her  dyspnea  and 
rapid  breathing  noticeably  improved  and 
subjectively  she  stated  that  her  pain  was 
disappearing  and  before  the  entire  dose  was 
given  she  was  comfortable  and  drowsy. 
The  effect  of  the  single  dose  lasted  about 
four  hours.  Her  symptoms  and  signs  did 
not  again  appear  so  intense  and  no  further 
morphine  was  given  by  this  route. 

Case  No.  3. — A white  female,  age  thirty- 
five  years,  was  seen  complaining  of  a res- 
piratory infection  of  seven  days’  duration 
with  pain  in  the  chest,  severe  cough,  and 
marked  difficulty  in  breathing.  There  was 
a past  history  of  pneumonia,  bronchial 
asthma  and  rheumatic  fever.  The  patient 
appeared  severely  ill,  had  marked  dyspnea 
and  slight  cyanosis,  temperature  103  de- 
grees, pulse  120  per  minute,  respiratory 
rate  forty  per  minute.  Findings  in  the 
chest  indicated  a bronchopneumonia,  mitral 
stenosis,  and  bronchial  asthma.  Morphine 
sulphate,  fifteen  milligrams  (one-fourth 
grain),  was  given  slowly  intravenously. 
The  patient  stated  that  her  pain  had  dis- 
appeared before  all  the  dose  was  given. 
Noticeable  improvement  in  breathing  oc- 
curred during  the  injection.  Medication 
was  repeated  once  the  next  day  by  the  same 
route  with  similar  good  results.  There 
were  no  unpleasant  symptoms  or  alarming 
signs  noted  during  either  injection. 


Case  No.  4. — A white  male,  age  forty, 
was  seen  complaining  of  severe  epigastric 
pain  which  began  about  two  hours  earlier. 
With  this  he  had  numbness  of  his  legs.  He 
stated  that  he  had  had  two  similar  previous 
attacks.  Further  questioning  elicited  a his- 
tory suggestive  of  tabes  dorsalis.  The  pa- 
tient did  not  appear  to  be  severely  ill, 
though  he  was  evidently  in  pain.  Pupils 
were  irregular,  though  they  both  reacted  to 
light.  No  tenderness  was  felt  through  the 
abdomen.  There  was  no  rigidity  or  masses 
felt.  Patellar  tendon  reflexes  were  absent. 
There  was  ataxia  of  the  upper  and  lower 
extremities.  Morphine  sulphate,  fifteen 
milligrams  (one-fourth  grain) , prepared 
and  given  slowly  intravenously.  Patient 
became  comfortable  when  ten  milligrams 
(one-sixth  grain)  was  given,  and  the  dose 
was  discontinued.  During  administration 
he  remarked  upon  a feeling  of  warmth. 
There  was  no  recurrence  of  that  particular 
attack. 

Comment  and  Conclusion 
Morphine  sulphate  in  doses  of  ten  to  fif- 
teen milligrams  (one-sixth  to  one-fourth 
grain)  has  been  given  intravenously  in  a 
number  of  cases  and  four  case  histories  are 
briefly  outlined.  The  effect  of  the  drug  is 
quickly  obtained  and  the  dosage  can  be  very 
accurately  controlled.  No  unpleasant  reac- 
tions have  been  noted.  The  chief  indica- 
tions for  using  the  drug  by  this  route  are 
severe  pain,  dyspnea,  traumatic  shock,  al- 
lergic reactions  and  as  an  aid  in  anesthesia. 
Contraindications  are  similar  to  those  as- 
sociated with  the  subcutaneous  route  of  ad- 
ministration. Further  use  of  the  drug  by 
this  method  is  suggested. 
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CONSTITUTION 

ARTICLE  I 

Name  of  the  Association 
The  name  and  the  title  of  this  organiza- 
tion shall  be  “The  Tennessee  State  Medical 
Association/’ 

ARTICLE  II 

Purposes  of  the  Association 
The  purposes  of  this  Association  shall  be 
to  federate  and  bring  into  one  compact  or- 
ganization the  entire  medical  profession  of 
the  State  of  Tennessee  and  to  unite  with 
similar  associations  in  other  states  to  form 
the  American  Medical  Association,  with  a 
view  to  the  extension  of  medical  knowledge, 
and  to  the  advancement  of  medical  science, 
to  the  elevation  of  the  standard  of  medical 
education,  and  to  the  enactment  and  en- 
forcement of  just  medical  laws,  to  the  pro- 
motion of  friendly  intercourse  among  phy- 
sicians and  to  the  guarding  and  fostering 
of  their  material  interests,  and  to  the  en- 
lightenment and  direction  of  public  opinion 
in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  be- 
come more  capable  and  honorable  within 
itself  and  more  useful  to  the  public  in  the 
prevention  and  cure  of  disease  and  in  pro- 
longing and  adding  comfort  to  life. 

ARTICLE  III 
Component  Societies 
Component  Societies  shall  consist  of 
those  local  Medical  Societies  which  hold 
charters  from  this  Association. 

ARTICLE  IV 

Composition  of  the  Association 
Section  1.  This  Association  shall  con- 
sist of  Active  Members,  Associate  Mem- 
bers, Veteran  Members,  and  Honorary 
Members. 

Sec.  2.  The  Active  Members  of  this  As- 
sociation shall  be  the  active  members  of  the 
Component  Medical  Societies  who  have  been 
certified  to  the  Secretary  of  this  Associa- 
tion and  whose  dues  have  been  paid  for  the 
current  year. 


Sec.  3.  Associate  Members  shall  be  com- 
missioned officers  in  active  service  of  the 
U.  S.  Army,  Navy,  and  Public  Health  Serv- 
ice, residing  in  the  State,  who  are  elected 
to  membership  by  a component  Society  and 
certified  to  the  Secretary  of  the  State  As- 
sociation as  an  Associate  Member. 

Sec.  4.  Veteran  Members  are  those 
who,  because  of  age  or  impaired  health, 
have  been  elected  Veteran  Members  of  their 
component  societies,  and  who  are  so  certi- 
fied to  the  State  Association  annually  by 
the  component  societies. 

Sec.  5.  An  Honorary  Member  is  one 
who  is  a member  of  another  State  Associa- 
tion, or  other  reputable  society,  who  is  pre- 
eminent in  general  or  special  scientific 
work,  whose  name,  with  detailed  informa- 
tion concerning  his  education  and  profes- 
sional qualification,  is  presented  in  writing 
by  three  members  of  this  Association,  and 
who  is  elected  by  a two-thirds  vote  of  the 
House  of  Delegates. 

ARTICLE  V 
House  of  Delegates 
The  House  of  Delegates  shall  be  the  leg- 
islative and  business  body  of  the  Associa- 
tion, and  shall  consist  of  (1)  Delegates 
elected  by  the  component  Societies;  (2)  ex- 
officio  the  Officers;  (3)  the  ex-Presidents  of 
the  Association  in  attendance  at  that  ses- 
sion. 

ARTICLE  VI 
Sections 

The  House  of  Delegates  may  provide  in 
the  By-Laws  for  a division  of  the  scientific 
work  of  the  Association  into  appropriate 
Sections  as  the  need  may  arise. 

ARTICLE  VII 

Annual  Meetings < and  Sessions 
Section  1.  The  Association  shall  hold 
an  Annual  Meeting  at  such  time  and  place 
as  hereinafter  provided,  and  the  Scientific 
Sessions  shall  be  open  to  all  registered 
members  and  guests. 

Sec.  2.  The  Scientific  Session  shall  be- 
gin on  the  second  Tuesday  in  April,  except 
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as  provided  in  Chapter  II,  Section  3,  of  the 
By-Laws.  The  Sections  shall  determine  the 
dates  of  their  meetings. 

Sec.  3.  The  place  for  holding  each  An- 
nual Meeting  shall  be  fixed  by  the  House 
of  Delegates  provided  the  meetings  shall 
rotate  regularly  to  the  three  grand  divi- 
sions of  the  State. 

ARTICLE  VIII 
Officers 

Section  1.  The  Officers  of  the  Associa- 
tion shall  be  a President,  a Vice-President 
for  each  of  the  three  grand  divisions  of  the 
State,  a Secretary-Editor,  five  Trustees,  ten 
Councilors,  and  a Speaker  of  the  House 
of  Delegates.  The  Speaker  of  the  House 
of  Delegates  shall  be  ex-officio  a member 
of  the  Board  of  Trustees  while  in  office.  The 
retiring  President  of  the  Association  shall 
be  a member  of  the  Board  of  Trustees  for 
one  year.  Three  members  of  the  Board  of 
Trustees  shall  be  elected  by  the  House  of 
Delegates,  one  from  each  grand  division  of 
the  State.  The  elected  Trustees  shall  serve 
for  a period  of  three  years.  The  Board  of 
Trustees  will  organize  by  the  election  of  a 
Chairman.  The  Chairman  of  the  Board 
of  Trustees  shall  be  ex-officio  Treasurer  of 
the  Association.  There  shall  be  one  Coun- 
cilor for  each  Councilor  District.  The 
Councilors  shall  organize  annually  by  the 
election  of  a Chairman  of  the  Council. 

Sec.  2.  The  President,  three  Vice-Pres- 
idents, Speaker  of  the  House  of  Delegates, 
and  the  Secretary-Editor  shall  be  elected 
annually  for  one  year.  Five  Councilors 
shall  be  elected  annually  for  two  years. 

Sec.  3.  The  President,  Secretary,  and 
Speaker  of  the  House  of  Delegates  shall  be 
ex-officio  members  of  the  Council. 

Sec.  4.  Every  Officer  shall  hold  office 
until  his  successor  is  elected  and  assumes 
office. 

Sec.  5.  All  Officers  of  the  Association, 
except  the  Councilors,  shall  be  elected  on 
the  third  day  of  the  Annual  Meeting,  and 
shall  assume  office  when  elected. 

Sec.  6.  No  Member  who  has  not  been 
a member  in  good  standing  for  five  years 
next  preceding  the  election,  or  who  is  not 
in  attendance  at  the  meeting,  shall  be  eli- 


gible for  election  as  President  or  Vice-Pres- 
ident. 

ARTICLE  IX 

The  Powers  and  Duties  of  the  Board 
of  Trustees 

Section  1.  The  Board  of  Trustees  shall 
have  entire  control  of  the  publication,  the 
policy  and  the  editorial  and  financial  man- 
agement of  the  Journal  of  the  Association. 
It  shall  be  authorized  and  empowered  to 
make  all  contracts  necessary  for  the  con- 
duct of  the  Journal. 

Sec.  2.  The  Treasurer  of  this  Associa- 
tion shall  be  the  custodian  of  all  the  funds 
of  the  Association. 

Sec.  3.  The  Board  shall  hold  semiannual 
meetings,  one  of  which  shall  be  held  on  the 
last  day  of  the  Annual  Meeting,  and  such 
other  meetings  as  the  business  of  the  As- 
sociation may  require,  subject  to  the  call 
of  the  Chairman.  The  Board  of  Trustees 
shall  make  all  expenditures  of  the  funds  of 
the  Association,  except  as  ordered  by  the 
House  of  Delegates,  and  render  at  the  An- 
nual Meeting  a full  and  detailed  accounting 
of  all  receipts  and  disbursements.  In  the 
event  of  a vacancy  by  death  or  resignation 
of  any  member  of  the  Board  of  Trustees 
between  the  Annual  Sessions  of  the  Asso- 
ciation, the  Vice-President  for  that  division 
of  the  State  in  which  the  vacancy  occurs, 
shall  serve  as  a member  of  the  Board  until 
the  next  Annual  Meeting. 

Sec.  4.  The  Board  of  Trustees  shall 
serve  without  compensation,  except  the 
Chairman,  who  is  ex-officio  the  Treasurer, 
whose  compensation  shall  be  fixed  by  the 
House  of  Delegates;  however,  their  actual 
expense  in  attending  the  meetings  of  the 
Board  shall  be  paid  out  of  the  funds  of  the 
Association.  This  is  not  to  apply  where  a 
meeting  is  held  at  the  Annual  Session. 

ARTICLE  X 
Fiscal  Year  and  Dues 

Section  1.  The  fiscal  year  of  the  Asso- 
ciation shall  be  from  January  1 to  Decem- 
ber 31. 

Sec.  2.  The  annual  dues  of  Active 
Members  shall  be  fixed  in  the  By-Laws.  No 
dues  shall  be  paid  by  Veteran  or  Honorary 
Members. 
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ARTICLE  XI 
Referendum 

The  General  Meeting  of  the  Association 
may,  by  a two-thirds  vote  of  the  members 
present  and  voting,  order  a general  refer- 
endum upon  any  question  pending  before, 
or  already  decided  by  the  House  of  Dele- 
gates. The  House  of  Delegates  may,  by  a 
similar  vote  of  its  own  members,  or  after 
a vote  of  the  general  meetings,  submit  any 
such  question  to  the  membership  of  the  As- 
sociation for  a final  vote.  If  the  persons 
voting  shall  comprise  a majority  of  all  the 
members  registered  at  that  Annual  Session, 
a majority  of  such  vote  shall  determine  the 
question  and  be  binding  upon  the  House  of 
Delegates. 

ARTICLE  XII 
The  Seal 

The  Association  shall  have  a common 
seal,  with  the  power  to  break,  change  or 
renew  the  same  at  pleasure,  by  action  of 
the  House  of  Delegates. 

ARTICLE  XIII 
Amendments 

The  House  of  Delegates  may  amend  any 
article  of  this  Constitution  by  a two-thirds 
vote  of  the  Delegates  registered  at  that 
Annual  Session ; provided  that  such  amend- 
ment shall  have  been  presented  in  open 
meeting  at  the  previous  Annual  Session, 
and  that  it  shall  have  been  sent  officially 
to  each  component  Society  at  least  two 
months  before  the  Session  at  which  final 
action  is  to  be  taken. 

BY-LAWS 
CHAPTER  I 

Membership  and  Sections 

Section  1.  All  Active  Members,  Asso- 
ciate Members,  Veteran  Members,  Honor- 
ary Members,  and  invited  guests  shall  be 
privileged  to  attend  all  scientific  meetings 
and  take  part  in  the  discussion  of  all  scien- 
tific questions,  but  Active  Members  and 
Veteran  Members  only  shall  be  entitled  to 
vote  and  hold  office. 

Sec.  2.  The  name  of  a physician  upon 
a properly  certified  roster  of  Members,  or 
list  of  Delegates,  of  a chartered  component 
Society,  which  has  paid  its  annual  assess- 


ment, or  a guest  whose  name  is  on  the  pro- 
gram, shall  be  prima  facie  evidence  of  his 
right  to  register  at  the  Annual  Session. 

Sec.  3.  No  person  who  is  under  sen- 
tence of  suspension  or  expulsion  from  any 
component  Society  of  this  Association,  or 
whose  name  has  been  dropped  from  its  roll 
of  members  shall  be  entitled  to  any  of  the 
rights  or  benefits  of  this  Association,  nor 
shall  he  be  permitted  to  take  any  part  in 
any  of  its  proceedings  until  such  time  as 
he  has  been  relieved  of  such  disability. 

Sec.  4.  Each  Member  in  attendance  at 
the  Annual  Session  shall  enter  his  name  on 
the  registration  book  or  card,  indicating 
the  component  Society  of  which  he  is  a 
member.  When  his  right  to  membership 
has  been  verified,  by  reference  to  the  roster 
of  his  society,  he  shall  receive  a badge, 
which  shall  be  evidence  of  his  right  to  all 
the  privileges  of  membership  at  that  ses- 
sion. No  Member  or  Delegate  shall  take 
part  in  any  of  the  proceedings  of  an  An- 
nual Session  until  he  has  complied  with  the 
provisions  of  this  section. 

Sec.  5.  There  shall  be  in  addition  to  the 
general  Scientific  Assembly: 

(1)  A Section  for  Specialist  on  Eye,  Ear, 
Throat,  and  Nose,  to  be  known  as  the  Sec- 
tion of  Eye,  Ear,  Nose,  and  Throat. 

(2)  A Section  for  specialist  on  Railroad 
and  Industrial  Surgery,  to  be  known  as 
the  Tennessee  Association  of  Railway  Sur- 
geons, which  sections  may  hold  separate  or 
joint  sessions  at  the  place  of  the  Annual 
Session  of  the  Association.  They  shall  meet 
on  the  day  of  their  choice  for  the  discus- 
sion of  such  technical  questions  as  would 
not  be  of  general  interest  to  the  Scientific 
Assembly. 

(3)  The  officers  of  a Section  shall  be  a 
Chairman,  a Vice-Chairman,  and  a Secre- 
tary, each  of  whom  shall  be  elected  annually 
by  a majority  vote  of  the  Section. 

(4)  The  date  and  opening  hour  of  the 
meeting  of  the  Sections  shall  be  determined 
by  the  Section. 

CHAPTER  II 

Annual  and  Special  Sessions-  of  the 
Association 

Section  1.  The  Association  shall  hold 
an  Annual  Session  on  the  second  Tuesday 
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in  April,  and  at  such  place  as  has  been  fixed 
at  the  preceding  Annual  Session,  but  it  is 
agreed  that  the  meetings  shall  rotate  an- 
nually to  Middle,  West,  and  East  Tennessee. 

Sec.  2.  Special  sessions  of  either  the 
Association  or  House  of  Delegates  shall  be 
called  by  the  President  at  his  discretion, 
or  upon  petition  of  twenty  Delegates. 

Sec.  3.  If  for  any  valid  reason,  local 
or  otherwise,  an  Annual  Meeting  cannot  be 
held  on  date  as  named,  the  President,  the 
three  Vice-Presidents,  the  Secretary,  and 
the  Board  of  Trustees  may  fix  another  date, 
provided  the  Secretaries  of  component  So- 
cieties are  notified  in  advance  of  the  changed 
date  by  the  Secretary  of  the  Association 
and,  if  feasible,  each  Member  shall  be  noti- 
fied by  a personal  communication  mailed  to 
his  home  address. 

CHAPTER  III 
General  Meetings 

Section  1.  The  General  Meeting  shall 
include  all  registered  active  Members,  As- 
sociate Members,  Veteran  Members,  Hon- 
orary Members  and  guests,  all  of  whom 
shall  have  equal  rights  to  participate  in  the 
proceedings  and  discussions.  Each  General 
Meeting  shall  be  presided  over  by  the  Pres- 
ident, or,  in  his  absence  or  disability,  or 
by  his  request,  by  one  of  the  Vice-Presi- 
dents. Before  it,  at  such  time  and  place 
as  may  have  been  arranged,  shall  be 
delivered  the  Annual  Address  of  the  Presi- 
dent and  the  annual  orations ; and  the 
entire  time  of  the  session,  so  far  as  possi- 
ble, shall  be  devoted  to  papers  and  discus- 
sions, clinics,  and  demonstrations,  relating 
to  scientific  medicine. 

Sec.  2.  The  General  Meeting  shall  have 
authority  to  create  committees  or  commis- 
sions for  scientific  investigation  of  special 
interest  and  importance  to  the  profession 
and  public,  and  to  receive  and  dispose  of 
reports  of  the  same,  but  any  expense  in 
connection  therewith  must  first  be  author- 
ized by  the  House  of  Delegates. 

Sec.  3.  Except  by  special  vote,  the  or- 
der of  exercises,  papers,  and  discussions  as 
set  forth  in  the  official  program,  shall  be 
followed  from  day  to  day  until  it  has  been 


completed,  and  all  papers  omitted  may  be 
recalled  in  regular  order. 

Sec.  4.  No  address  or  paper  before  the 
Association,  except  the  addresses  of  the 
President  and  invited  guests,  shall  occupy 
more  than  twenty  minutes  in  its  delivery; 
and  no  Member  shall  speak  longer  than  five 
minutes,  nor  more  than  once  on  the  same 
subject,  provided  each  essayist  be  allowed 
five  minutes  in  which  to  close  the  discussion. 

Sec.  5.  All  papers  read  before  the  So- 
ciety shall  be  its  own  property.  Each  paper 
shall  be  deposited  with  the  Secretary  when 
read. 

Sec.  6.  The  Committee  on  Arrange- 
ments shall  consist  of  such  a number  of 
the  component  Society  of  the  city  in  which 
the  Annual  Session  is  to  be  held  as  that 
Society  may  determine.  It  shall,  by  com- 
mittees of  its  own  selection,  provide  suit- 
able accommodations  for  the  meeting  places 
of  the  Association,  its  Sections,  and  the 
House  of  Delegates,  and  of  their  respective 
Committees,  and  shall  have  general  charge 
of  all  the  arrangements,  subject  to  the 
approval  of  the  Association.  Its  Chairman 
shall  report  an  outline  of  the  arrangements 
to  the  Secretary  for  publication  in  the  pro- 
gram, and  shall  make  additional  announce- 
ments during  the  Session  as  occasion  may 
require. 

CHAPTER  IV 
House  of  Delegates 

Section  1.  The  House  of  Delegates  shall 
meet  annually  at  the  time  and  place  of  the 
Annual  Session  of  the  Association.  It  shall 
meet  at  two  o’clock  Tuesday  afternoon,  and 
morning  and  afternoon  thereafter  until  its 
work  is  finished,  and  at  such  hours  as  are 
determined  by  the  House.  If  the  business 
interests  of  the  Association  require,  it  may 
meet  in  advance  or  remain  in  session  after 
the  final  adjournment  of  the  General  Meet- 
ing, such  extraordinary  meetings  being  sub- 
ject to  the  call  of  the  Speaker  of  the  House 
of  Delegates. 

Sec.  2.  Each  Component  Society  shall 
be  entitled  to  send  to  the  House  of  Dele- 
gates each  year  one  delegate  for  every  fifty 
members,  and  one  for  every  fraction  there- 
of ; but  each  County  Society  holding  a char- 
ter from  this  Association,  which  has  made 
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its  annual  report,  and  paid  its  assessments 
as  provided  in  this  Constitution  and  By- 
Laws,  shall  be  entitled  to  one  Delegate. 

Sec.  3.  A majority  of  the  registered 
Delegates  shall  constitute  a quorum,  and 
all  the  meetings  of  the  House  of  Delegates 
shall  be  open  to  Members  of  the  Associa- 
tion. 

Sec.  4.  From  among  members  of  the 
House  of  Delegates  the  Speaker  of  the 
House  of  Delegates,  for  the  purpose  of  ex- 
pediting proceedings,  shall  appoint  Refer- 
ence Committees  to  which  reports  and  res- 
olutions shall  be  referred.  He  shall  also 
appoint  a Committee  on  Credentials  and 
such  other  committees  as  may  be  consid- 
ered by  him  to  be  necessary. 

Sec.  5.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American 
Medical  Association  in  accordance  with  the 
Constitution  and  By-Laws  of  that  body,  for 
a period  of  three  years,  no  two  residing  in 
the  same  grand  division  of  the  State.  The 
Association  shall  pay  the  expenses  of  each 
Delegate  representing  the  Association  at 
the  American  Medical  Association  meet- 
ings. 

Sec.  6.  It  shall,  upon  application,  pro- 
vide and  issue  charters  to  component  So- 
cieties organized  to  conform  to  the  spirit 
of  this  Constitution  and  By-Laws  and  re- 
scind the  charter  of  any  component  Society 
not  conforming  with  the  Constitution  and 
By-Laws  of  the  Association,  or  the  ethics 
of  the  American  Medical  Association,  when 
so  recommended  by  the  Councilors. 

Sec.  7.  In  sparsely-settled  sections  it 
shall  have  authority  to  organize  the  phy- 
sicians of  two  or  more  counties  into  one 
component  Society,  to  be  designated  by 
hyphenating  the  names  of  two  or  more 
counties,  so  as  to  distinguish  them  from 
district  and  other  classes  of  Societies;  and 
these  Societies,  when  organized  and  char- 
tered, shall  be  entitled  to  all  the  privi- 
leges and  representation  provided  herein 
for  component  Societies. 

Sec.  8.  It  shall  have  authority  to  ap- 
point special  committees  for  special  pur- 
poses from  its  own  membership,  or  from 
among  members  of  the  Association  who  are 
not  members  of  the  House  of  Delegates ; and 


such  committeemen  shall  report  to  the 
House  of  Delegates  in  person,  and  may  par- 
ticipate in  the  debate  thereon. 

CHAPTER  V 
Election  of  Officers 

Section  1.  All  elections  shall  be  by  bal- 
lot, and  the  majority  of  the  votes  cast  shall 
be  necessary  to  elect. 

Sec.  2.  On  the  first  day  of  the  Annual 
Session  the  Delegates  from  each  of  the 
three  grand  divisions  shall  select  three 
Delegates  from  their  respective  divisions 
to  serve  as  a Committee  on  Nominations,  no 
two  of  whom  shall  be  from  the  same  County. 
It  shall  be  the  duty  of  this  Committee  to 
consult  with  other  members  in  selecting 
candidates  for  the  offices,  and  to  hold  one 
or  more  meetings,  at  which  the  best  inter- 
ests of  the  Association  and  of  the  profes- 
sion of  the  State  for  the  ensuing  year  shall 
be  carefully  considered.  The  Committee 
shall  report  the  result  of  its  deliberations 
to  the  House  of  Delegates  in  the  form  of 
a ticket  containing  the  names  of  three 
Members  for  the  office  of  President,  all  in 
the  same  grand  division  of  the  State  from 
which  the  President  is  to  be  elected,  and 
of  one  Member  for  each  of  the  other  of- 
fices to  be  filled  at  that  Annual  Session,  ex- 
cept the  Councilors.  (For  list  of  officers 
and  terms  of  election,  see  Article  VIII  of 
the  Constitution.) 

Sec.  3.  The  Councilors  shall  be  elected 
on  the  second  day  of  the  meeting  after  their 
report  is  made  to  the  House  of  Delegates, 
so  that  they  may  reorganize  and  plan  the 
year’s  work.  The  nominations  of  councilors 
may  be  made  by  the  Nominating  Commit- 
tee or  by  any  Delegate. 

Sec.  4.  The  report  of  the  Nominating 
Committee  and  the  election  of  officers,  ex- 
cept the  Councilors,  shall  be  the  first  order 
of  business  of  the  House  of  Delegates, 
after  the  reading  of  the  minutes  on  the 
morning  of  the  third  day  of  the  General 
Session. 

Sec.  5.  Nothing  in  this  article  shall  be 
construed  to  prevent  additional  nominations 
being  made  by  members  of  the  House  of 
Delegates. 
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Sec.  6.  In  balloting  for  the  nominees 
for  President,  if  on  the  first  ballot  no  one 
receives  a majority  of  the  votes  cast,  the 
name  receiving  the  smallest  number  of 
votes  shall  be  dropped,  and  the  balloting 
shall  proceed  in  this  manner  until  an  elec- 
tion is  had. 

CHAPTER  VI 
Duties  of  Officers 

Section  1.  The  President  shall  preside 
at  all  meetings  of  the  Association,  shall  ap- 
point all  members  of  Committees  not  other- 
wise provided  for,  shall  deliver  an  Annual 
Address  at  such  time  as  may  be  arranged, 
shall  give  a deciding  vote  in  case  of  a tie, 
and  shall  perform  such  other  duties  as  cus- 
tom and  parliamentary  usage  may  require. 
He  shall  be  the  real  head  of  the  profession 
of  the  State  during  his  term  of  office,  and, 
as  far  as  practicable,  shall  visit,  by  appoint- 
ment, the  various  Sections  of  the  State  and 
assist  the  Councilors  in  building  up  the 
County  Societies  and  in  making  their  work 
more  practical  and  useful.  The  retiring 
President  shall  be  ex-officio  a member  of 
the  Board  of  Trustees  for  one  year. 

Sec.  2.  The  Vice-President  shall  assist 
the  President  in  the  discharge  of  his  duties. 
In  the  event  of  his  death,  resignation,  or 
removal  of  the  President,  the  Vice-Presi- 
dent to  succeed  him  shall  be  from  the  same 
Grand  Division  of  the  State. 

Sec.  3.  The  Treasurer  shall  give  bond 
for  the  trust  reposed  in  him,  for  such 
amount  as  the  Board  of  Trustees  may  name, 
said  bond  to  be  made  by  a regular  bonding 
company,  and  paid  for  by  the  Association. 
He  shall  demand  and  receive  all  funds  due 
the  Association,  together  with  bequests  and 
donations.  All  funds  shall  be  deposited  in 
a National  Bank.  He  shall  pay  money  out 
of  the  treasury  on  bills  certified  to  by  the 
Secretary  of  the  Association  only;  he  shall 
subject  his  accounts  to  such  examination 
as  the  House  of  Delegates  may  order;  he 
shall  annually  render  an  account  of  his  do- 
ings and  of  the  state  of  the  funds  in  his 
hands.  The  compensation  of  the  Treasurer 
shall  be  one  hundred  dollars  ($100.00)  per 
annum  as  an  honorarium. 

Sec.  4.  The  Secretary  of  this  Associa- 
tion shall  devote  his  whole  or  part  time  to 


the  interest  of  the  State  Association.  He, 
as  Chairman,  acting  with  the  Committee  on 
Scientific  Work,  shall  prepare  and  issue  the 
programs  for  and  attend  the  meetings  of 
the  Association  and  the  House  of  Delegates, 
and  shall  keep  the  Minutes,  or  cause  them 
to  be  kept,  of  their  respective  proceedings. 
He  shall  be  custodian  of  all  records,  books, 
and  papers  belonging  to  the  Association, 
except  such  property  belonging  to  the 
Treasurer,  the  Council,  the  Sections,  and 
the  various  Committees,  and  shall  keep  ac- 
count of  and  promptly  turn  over  to  the 
Treasurer  all  funds  of  the  Association 
which  come  into  his  hands ; he  shall  provide 
for  the  registration  of  Members  and  Dele- 
gates at  the  Annual  Session ; and,  upon  re- 
quest, shall  transmit  a copy  of  this  list  to 
the  American  Medical  Association.  In  so 
far  as  in  his  power,  he  shall  use  the  printed 
matter,  correspondence,  and  influence  of 
his  office  to  aid  the  Councilors  in  the  or- 
ganization of  the  component  Societies  and 
in  the  extension  of  the  power  and  influence 
of  this  Association.  He  shall  visit  each 
Councilor  District  at  least  once  a year  and 
oftener,  if  advisable,  and  assist  the  Coun- 
cilors in  organizing  unorganized  counties, 
and  use  every  means  possible  to  promote 
the  interest  of  the  Association.  Should  the 
Secretary  and  Councilor  deem  it  wise  to 
organize  two  or  more  counties  into  one  So- 
ciety, they  shall  have  the  right  to  take  such 
action  and  such  Societies  shall  be  recog- 
nized by  the  State  Association.  He  shall 
conduct  the  official  correspondence,  notify- 
ing Members  of  meetings,  Officers  of  their 
election,  and  Committees  of  their  appoint- 
ment and  duties.  He  shall  be  Editor  of  the 
Journal  of  the  Association,  unless  a special 
Editor  is  otherwise  provided,  and  shall  dis- 
charge such  other  duties  as  the  Trustees 

shall  direct.  His  salary  shall  be. . 

determined  by  the  Trustees.  The  Trustees 
shall  be  empowered  to  select  a part  or 
whole-time  Assistant  Secretary  and  remove 
him  at  pleasure.  The  Assistant  Secretary 
may  or  may  not  have  been  a Member  of 
this  Association  and  may  or  may  not  be  a 
graduate  in  medicine. 

Sec.  5.  The  Speaker  of  the  House  of 
Delegates  shall  preside  over  that  body  and 
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perform  the  usual  duties  of  such  officer. 
He  shall  sign  the  Minutes  of  its  transac- 
tions when  same  have  been  read  and  ap- 
proved by  the  House.  In  the  event  of  his 
absence  for  any  cause,  the  House  of  Dele- 
gates shall  elect  a Temporary  Chairman  for 
such  time  as  it  may  choose.  He  shall  also 
be  ex-officio  member  of  the  Board  of  Trus- 
tees. 

Sec.  6.  In  the  absence  of  the  Secretary, 
the  House  of  Delegates  may  elect  a Tem- 
porary Secretary. 

Sec.  7.  In  the  event  of  the  death,  resig- 
nation, disability,  or  removal  of  any  official 
of  this  Association,  other  than  the  Presi- 
dent, or  a member  of  the  Board  of  Trustees, 
the  vacancy  so  created  shall  be  filled  by  the 
Board  of  Trustees,  and  the  officer  so  ap- 
pointed shall  serve  until  the  next  regular 
meeting  of  the  House  of  Delegates. 

CHAPTER  VII 
Council 

Section  1.  The  Council  shall  hold  meet- 
ings during  the  Annual  Session  of  the 
Association,  and  at  such  other  times  as  ne- 
cessity may  require,  subject  to  the  call  of 
the  Chairman  or  on  petition  of  three  Coun- 
cilors. It  shall  meet  after  the  election  of 
Councilors  on  the  second  day  of  the  Annual 
Session  for  the  reorganization,  and  for  the 
outlining  of  work  for  the  ensuing  year.  At 
this  meeting  it  shall  keep  a permanent  rec- 
ord of  its  proceedings.  Five  Councilors 
shall  constitute  a quorum. 

Sec.  2.  Each  Councilor  shall  be  organ- 
izer, peacemaker,  and  censor  for  his  Dis- 
trict. He  should  visit  each  County  in  his 
District  at  least  once  a year  for  the  pur- 
pose of  organizing  component  Societies 
where  none  exist;  for  inquiring  into  the 
condition  of  the  profession,  and  for  im- 
proving and  increasing  the  zeal  of  the  com- 
ponent Societies  and  their  members;  he 
shall  make  an  annual  report  of  his  doings 
and  of  the  condition  of  the  profession  of 
each  County  in  his  District  to  each  Annual 
Session  of  the  House  of  Delegates.  The 
necessary  traveling  expenses  incurred  by 
such  Councilor  in  the  line  of  the  duties 
herein  imposed  may  be  allowed  by  the 
Board  of  Trustees  upon  a properly  itemized 


statement,  but  this  shall  not  be  construed 
to  include  his  expense  in  attending  the  An- 
nual Session  of  the  Association. 

Sec.  3.  Collectively  the  Council  shall  be 
the  Board  of  Censors  of  the  Association.  It 
shall  consider  all  questions  involving  the 
rights  and  standing  of  Members,  whether 
in  relation  to  other  Members,  to  component 
Societies,  or  to  this  Association.  All  ques- 
tions of  an  ethical  nature  brought  before 
the  House  of  Delegates,  or  the  General 
Meeting,  shall  be  referred  to  the  Council 
without  discussion.  It  shall  hear  and  de- 
cide all  questions  of  discipline  affecting  the 
conduct  of  Members,  or  of  a County  So- 
ciety upon  which  an  appeal  is  taken  from 
the  decision  of  an  individual  Councilor.  Its 
decision  in  all  such  cases  shall  be  final.  It 
shall  make  such  report  or  recommendations 
to  the  House  of  Delegates  as  it  deems  to 
the  best  interest  of  the  Association. 

CHAPTER  VIII 
Committees  and  Their  Duties 

Section  1.  (a)  The  Committees  of  this 
Association  shall  be  Standing  and  Special 
Committees.  The  Standing  Committees 
shall  be  as  follows : 

1.  A Committee  on  Scientific  Work. 

2.  A Committee  on  Public  Policy  and 
Legislation. 

3.  A Committee  on  Medical  Defense. 

4.  A Liaison  Committee. 

5.  A Committee  on  Memoirs. 

6.  An  Insurance  Committee. 

7.  A Committee  on  Education. 

8.  A Committee  on  Maternal  Welfare. 

9.  A Committee  on  Child  Welfare. 

10.  A Committee  on  Tuberculosis. 

11.  A Committee  on  Cancer. 

12.  A Committee  on  Fractures. 

13.  A Committee  on  Industrial  Hygiene. 

14.  A Committee  on  Physical  Therapy. 

15.  A Committee  on  Hospitals. 

(b)  The  members  of  these  standing  com- 
mittees shall  be  appointed  by  the  Board  of 
Trustees.  The  terms  of  service  of  mem- 
bers of  standing  committees  shall  be  for  a 
period  of  one  to  three  years  except  when 
otherwise  provided  in  the  By-Laws. 

The  appointments  shall  be  made  for  such 
a period  of  years  that  the  terms  of  not  more 
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than  two  members  will  terminate  each  year. 
Each  standing  committee  shall  make  a re- 
port to  the  House  of  Delegates  at  each  An- 
nual Session. 

(c)  Special  Committees  may  be  appoint- 
ed from  time  to  time  by  the  President  or 
the  Board  of  Trustees  to  carry  on  special 
activities. 

Sec.  2.  The  Committee  on  Scientific 
Work  shall  consist  of  four  members,  three 
members  appointed.  The  Secretary  shall 
be  a member,  and  Chairman  of  the  Com- 
mittee. It  is  the  duty  of  this  Committee 
to  plan  and  provide  the  scientific  program 
for  each  Session  of  the  Association.  PTe- 
(vious  to  each  Annual  Session  it  shall  pre- 
pare and  issue  a scientific  program  which 
shall  be  adhered  to  by  the  Association  as 
nearly  as  practicable. 

Sec.  3.  The  Committee  on  Public  Policy 
and  Legislation  shall  consist  of  seven  mem- 
bers, five  to  be  appointed  by  the  Board  of 
Trustees,  and  ex-officio  the  President  and 
Secretary.  Under  the  direction  of  the 
House  of  Delegates,  it  shall  represent  the 
Association  in  securing  and  enforcing  leg- 
islation in  the  interest  of  the  public  health 
and  of  scientific  medicine.  It  shall  keep  in 
touch  with  professional  and  public  opinion, 
shall  endeavor  to  shape  legislation  so  as 
to  secure  the  best  results  for  the  whole 
people,  and  shall  utilize  every  organized  in- 
fluence of  the  profession  to  promote  the 
general  influence  in  local,  state,  and  na- 
tional affairs  and  elections.  Its  work  shall 
be  done  with  the  dignity  becoming  a great 
profession,  and  with  that  wisdom  which 
shall  make  effective  its  power  and  influence. 
It  shall  have  authority  to  be  heard  before 
the  entire  Association  upon  questions  of 
great  concern  at  such  times  as  may  be  ar- 
ranged during  the  Annual  Session. 

Sec.  4.  The  Committee  on  Medical  De- 
fense shall  consist  of  three  members,  one 
from  East,  Middle,  and  West  Tennessee,  to 
be  elected  for  three  years  by  the  Board  of 
Trustees,  so  arranged  that  one  is  elected 
each  year,  but  a vacancy  shall  be  filled  for 
the  unexpired  term  by  the  House  of  Dele- 
gates at  any  Annual  Session.  It  shall  be 
the  duty  of  this  Committee  to  manage  the 
defense  of  malpractice  suits  against  Mem- 


bers of  the  Association  in  good  standing 
who  have  paid  the  Defense  Fee  of  such  an 
amount  as  has  been  named  by  the  House 
of  Delegates,  said  defense  to  be  covered 
only  for  the  time  for  which  the  fee  cov- 
ered, only  alleged  malpractice  suits  shall  be 
defended,  and  the  Association  shall  not  be 
liable  for  any  judgment  against  the  defend- 
ant, but  only  for  reasonable  fees  of  attor- 
neys employed  by  the  Committee,  and  for 
usual  court  costs  incident  to  defense  of  the 
case.  The  Committee  shall  have  authority 
to  make  such  rules  and  regulations  in  the 
conduct  of  their  work  as  they  deem  to  be 
for  the  best  interests  of  the  Association. 
The  Committee  shall  keep  a careful  rec- 
ord of  all  suits  referred  to  it,  and  all  ex- 
penses incurred,  and  make  full  report  of  its 
work  to  each  Annual  Meeting  of  the  House 
of  Delegates.  The  Committee  shall  elect  one 
of  its  members  Chairman.  All  suits  shall 
first  be  referred  to  the  Chairman  of  the 
Committee.  All  bills  incurred  and  certified 
to  by  the  Chairman  shall  be  transmitted 
through  the  Secretary  of  the  Association 
and  paid  by  the  Treasurer.  The  Medical 
Defense  Committee  shall  be  furnished  by 
the  Treasurer  a statement  of  the  financial 
status  of  the  medical  defense  fund  at  any 
time  upon  request. 

Sec.  5.  The  Liaison  Committee  shall 
consist  of  five  members,  to  be  appointed 
by  the  Board  of  Trustees  of  the  Association 
and  who  shall  name  (one  member)  Chair- 
man of  the  Committee  for  the  period  of  the 
appointee’s  term  of  office.  At  least  one 
member  shall  be  from  each  grand  division 
of  the  State.  One  member  shall  be  ap- 
pointed for  a period  of  five  years;  one  for 
four  years ; one  for  three  years ; one  for  two 
years;  and  one  for  one  year.  Thereafter, 
one  member  shall  be  appointed  annually  for 
a period  of  five  years. 

It  shall  be  the  duty  of  this  Committee  to 
confer  with  the  officials  of  the  Department 
of  Health  of  the  State  in  matters  of  policy 
affecting  the  profession  of  the  State ; and  it 
shall  be  the  further  duty  of  this  Commit- 
tee to  confer  with  any  member  or  members 
of  this  Association  in  matters  concerning 
the  activities  of  the  Department  of  Health 
of  the  State.  Provided,  that  all  matters 
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over  which  this  Committee  shall  have  juris- 
diction shall  be  presented  to  the  Committee, 
through  its  Chairman,  in  writing. 

It  shall  be  the  duty  of  the  Committee  to 
make  a detailed  annual  report  to  the  House 
of  Delegates  of  its  activities;  said  report 
being  subject  to  review  by  the  House  of 
Delegates.  In  the  interval  between  the  an- 
nual meetings  of  the  House  of  Delegates  the 
action  of  this  Committee  by  a majority  vote 
shall  be  final. 

In  the  event  of  a vacancy  in  the  mem- 
bership of  the  Committee  by  any  cause, 
said  vacancy  shall  be  filled  by  appointment 
by  the  Board  of  Trustees,  said  appointee 
assuming  the  position  on  the  Committee  for 
the  unexpired  term  of  the  member  whom 
he  succeeds.  The  House  of  Delegates  di- 
rects the  Liaison  Committee  to  act  in  an 
advisory  manner  to  the  Board  of  Health  as 
now  constituted,  in  the  matter  of  formation 
of  all  policies. 

Sec.  6.  The  Committee  on  Memoirs 
shall  perform  such  duties  as  will  contrib- 
ute to  the  proper  recognition  of  deceased 
members,  who  have  made  noteworthy  con- 
tributions to  the  advancement  of  organized 
medicine  in  Tennessee. 

Sec.  7.  The  Committee  on  Insurance 
shall  consist  of  three  members,  one  from 
East,  one  from  Middle,  and  one  from  West 
Tennessee,  to  be  elected  by  the  Trustees  of 
the  Association.  One  member  shall  be 
elected  for  one  year,  one  for  two  years,  and 
one  for  three  years.  Thereafter  one  mem- 
ber shall  be  elected  annually  for  a term  of 
three  years.  Any  vacancy  shall  be  filled 
for  any  unexpired  term  that  might  occur 
by  the  Board  of  Trustees  at  any  Annual 
Session. 

It  shall  be  the  duty  of  this  Committee 
to  attend  to  all  group  insurance  in  which 
this  Association  is  or  may  become  inter- 
ested. It  shall  have  power  to  select  insur- 
ing companies,  accept  or  reject  master  pol- 
icies, arrange  premium  rates,  and  act  as 
trustees  for  this  Association  in  the  matter 
of  such  group  insurance. 

All  actions  of  the  Committee  shall  be  sub- 
ject to  the  approval  of  the  Board  of  Trus- 
tees. 


The  Committee  shall  elect  one  of  its 
members  Chairman.  He  shall  report  to  the 
House  of  Delegates  at  each  annual  session 
upon  the  activities  of  the  Committee  dur- 
ing the  preceding  year.  All  necessary  ex- 
penses of  the  Committee  in  the  perform- 
ance of  its  duties  shall  be  paid  by  the 
Treasurer  of  this  Association  upon  certifi- 
cation of  the  expenses  by  the  Chairman  of 
the  Committee,  but  this  shall  not  apply  to 
attendance  at  meetings  held  at  the  Annual 
Session. 

Sec.  8.  The  Committee  on  Medical  Ed- 
ucation shall  give  consideration  to  the  sub- 
ject of  medical  education.  This  shall  em- 
brace undergraduate  medical  education, 
postgraduate  medical  education,  and  the 
education  of  the  lay  public  on  medical 
questions. 

It  shall  also  consider  and  give  attention 
to  programs  of  medical  education  carried 
on  by  agencies  other  than  the  medical  pro- 
fession, with  a view  to  determining  their 
effectiveness  from  the  standpoint  of  pub- 
lic benefit  and  from  the  standpoint  of  the 
possible  harmful  effects  they  may  have.  It 
shall  be  the  duty  of  this  Committee  to  pro- 
mote postgraduate  activities  among  mem- 
bers of  the  Association. 

This  Committee  should  act  in  an  advisory 
capacity  to  other  committees  of  the  As- 
sociation whose  activities  relate  to  the  edu- 
cation of  the  public  on  medical  subjects,, 
such  for  example  as  the  Committee  on 
Cancer,  the  Committee  on  Tuberculosis,  the 
Committee  on  Maternal  Welfare,  and  the 
Committee  on  Child  Welfare,  with  the  end 
in  view  of  preserving  uniformity  of  action 
in  all  the  educational  activities  carried  on 
in  the  name  of  the  Tennessee  State  Medical 
Association. 

Sec.  9.  The  Committee  on  Cancer  shall 
promote  educational  activities  directed  at 
two  objectives:  (a)  the  fullest  possible 

knowledge  on  the  part  of  the  medical  pro- 
fession concerning  the  recognition  of  ma- 
lignancy in  its  early  states,  and  (b)  the 
disposition  on  the  part  of  lay  people  to 
consult  a well-qualified  physician  when  a, 
condition  presents  which  may  be  an  early 
malignancy. 
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Sec.  10.  The  Committee  on  Maternal 
Welfare  shall  promote  educational  activi- 
ties among  doctors  and  lay  people  calculated 
to  stimulate  doctors  to  deliver  the  best 
medical  care  possible  under  any  and  all  cir- 
cumstances, to  obstetrical  patients,  and  to 
stimulate  the  public  to  a fuller  appreciation 
of  the  benefits  to  be  derived  from  adequate 
obstetrical  care. 

Sec.  11.  The  Committee  on  Child  Wel- 
fare shall  promote  such  educational  activi- 
ties as  will  increase  the  dissemination  of 
knowledge  on  the  subject  of  pediatrics 
among  members  of  the  medical  profession, 
and  educational  programs  for  lay  people 
designed  to  increase  their  knowledge  of  the 
importance  of  appropriate  pediatric  care 
by  the  physician. 

Sec.  12.  The  Committee  on  Tubercu- 
losis shall  study  the  subject  of  tuberculosis 
as  a medical  problem  and  as  a sociological 
problem.  It  will  be  its  duty  to  observe  the 
educational  programs  carried  on  by  agen- 
cies other  than  the  medical  profession  on 
the  subject  of  tuberculosis  and  to  use  its 
good  offices  to  keep  these  programs  on  a 
sound  scientific  basis.  It  will  be  the  duty 
of  the  Committee  to  make  recommendations 
from  time  to  time  to  the  House  of  Delegates 
concerning  actions  the  Association  may 
take,  looking  to  a more  effective  control  of 
this  disease  and  to  its  ultimate  eradication. 

Sec.  13.  The  Committee  on  Fractures 
shall  take  such  prudent  steps  as  it  may  to 
promote  a more  thorough  understanding  of 
the  subject  of  fractures  within  the  medical 
profession,  and  to  cooperate  with  other 
similar  committees  with  similar  purposes. 

Sec.  14.  The  Committee  on  Industrial 
Hygiene  shall  cooperate  with  a like  com- 
mittee of  the  American  Medical  Association 
and  with  other  groups  in  giving  considera- 
tion to  the  subject  of  Industrial  Hygiene. 
It  shall  make  recommendations  to  the 
House  of  Delegates  from  time  to  time  for 
appropriate  action  on  this  subject. 

Sec.  15.  The  Committee  on  Physical 
Therapy  shall  give  consideration  to  the  sub- 
ject of  physical  therapy,  and  in  cooperation 
with  the  Council  on  Physical  Therapy  of 
the  American  Medical  Association,  shall 


promote  sound  practices  in  the  field  of 
Physical  Therapy. 

Sec.  16.  The  Committee  on  Hospitals 
shall  consider  all  matters  relating  to  the 
operations  of  hospitals  as  the  same  may 
affect  the  medical  profession  and  the  pub- 
lic welfare.  It  shall  make  recommendations 
to  the  House  of  Delegates  when  in  its  judg- 
ment action  should  be  taken  on  any  matter 
pertaining  to  the  policies  enforced  in  the 
operation  of  a hospital. 

The  principal  objective  of  this  Commit- 
tee is  that  of  preserving  a proper  relation- 
ship between  the  medical  profession  and 
the  hospitals  in  the  State.  When  policies 
are  formulated  and  enforced  by  a hospital, 
which  in  the  opinion  of  the  Committee 
constitute  a violation  of  the  ethical  princi- 
ple which  should  govern  the  relationship  of 
a hospital  to  members  of  the  medical  pro- 
fession and  the  public,  it  shall  be  its  duty 
to  bring  the  matter  to  the  attention  of  the 
medical  profession  and  to  take  such  other 
steps  as  are  deemed  necessary  and  appro- 
priate to  correct  the  practice. 

The  Committee  is  charged  with  the  duty 
of  recommending  legislation  on  the  subject 
to  the  House  of  Delegates  should  such  a 
step  be  considered  advisable. 

CHAPTER  IX 

Assessments  and  Expenditures 

Section  1.  An  assessment  of  $6.00  per 
capita  on  the  active  membership  of  the 
component  Societies  is  hereby  made  the: 
annual  dues  of  Members  and  subscription 
to  the  Journal  of  this  Association ; provided 
the  component  Society  does  not  include  in 
its  Honorary  Membership  any  physician 
residing  within  the  State,  and  who  is  not 
a member  of  another  component  Society; 
and,  provided,  it  includes  in  its  Veteran 
list  only  physicians  who  have  been  elected 
by  such  component  Society  and  the  Journal 
is  to  be  furnished  them  without  cost. 

Sec.  2.  The  Secretary  or  Treasurer  of 
each  component  Society  shall  forward  a 
roster  of  all  Officers,  a list  of  Delegates 
and  Members,  and  a list  of  nonaffiliated 
physicians  of  the  County  if  practicable,  also 
a list  of  Members  who  have  died  during  the 
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year,  to  the  Secretary  of  this  Association 
thirty  days  in  advance  of  the  Annual  Ses- 
sion. 

Sec.  3.  The  Secretary  or  Treasurer  of 
each  component  Society  shall  collect  and 
forward  to  the  Secretary  of  this  Association 
the  assessment  of  $6.00  per  capita  for  each 
Member,  except  Associate,  Veteran,  or  Hon- 
orary Members,  not  later  than  fifteen  days 
before  the  opening  of  each  Annual  Session. 

CHAPTER  X 
Rules  of  Conduct 

The  principles  set  forth  in  the  Code  of 
Ethics  of  the  American  Medical  Association 
shall  govern  the  conduct  of  Members  in 
their  relations  to  each  other  and  to  the 
public. 

CHAPTER  XI 

The  deliberations  of  this  Association 
shall  be  governed  by  parliamentary  usage 
as  contained  in  Robert’s  “Rules  of  Order.” 

CHAPTER  XII 
County  Societies 

Section  1.  All  County  Societies  now  in 
affiliation  with  the  State  Association,  or 
those  that  may  hereafter  be  organized  in 
this  State,  which  have  adopted  principles 
of  organization  not  in  conflict  with  this 
Constitution  and  By-Laws,  may,  upon  ap- 
plication to  the  House  of  Delegates,  receive 
a charter  from  and  become  a component 
part  of  this  Association. 

Sec.  2.  Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates, 
and  shall  be  signed  by  the  President  and 
Secretary  of  this  Association.  The  House 
of  Delegates  shall  have  authority  to  revoke 
the  charter  of  any  component  Society, 
whose  actions  are  in  conflict  with  the  letter 
or  spirit  of  this  Constitution  and  By-Laws, 
or  the  code  of  ethics  of  the  American  Med- 
ical Association  upon  recommendation  of 
the  Council. 

Sec.  3.  Each  component  Society  shall 
judge  of  the  qualifications  of  its  own  mem- 
bers; but  as  such  Societies  are  the  only 
portals  to  this  Association,  and  to  the 
American  Medical  Association,  every  repu- 
table and  legally  registered  physician,  who 
is  practicing  or  who  will  agree  to  practice 


nonsectarian  medicine,  shall  be  entitled  to 
membership.  Before  a charter  is  issued  to 
any  component  Society,  full  and  ample  no- 
tice and  opportunity  shall  be  given  to  every 
such  physician  in  the  County  to  become  a 
member. 

Sec.  4.  Only  one  component  Medical 
Society  shall  be  chartered  in  any  County. 
When  more  than  one  County  Society  exists, 
friendly  overtures  and  concessions  shall  be 
made,  with  the  aid  of  the  Councilor  for  the 
District,  if  necessary,  and  all  of  the  mem- 
bers brought  into  one  organization.  In  case 
of  failure  to  unite,  an  appeal  may  be  made 
to  the  Council,  which  shall  decide  what 
action  shall  be  taken. 

Sec.  5.  Any  physician  who  may  feel 
aggrieved  by  the  action  of  the  Society  in 
his  County  in  refusing  him  membership, 
or  in  suspending  or  expelling  him,  shall 
have  the  right  to  appeal  to  the  Council. 

Sec.  6.  In  hearing  appeals,  the  Council 
may  admit  oral  or  written  evidence,  as 
in  its  judgment  will  best  and  more  fairly 
present  the  facts,  but  in  the  case  of  every 
appeal,  both  as  a board  and  as  individual 
Councilors  in  District  and  County  Work, 
efforts  at  conciliation  and  compromise 
should  precede  all  such  hearings. 

Sec.  7.  When  a Member  in  good  stand- 
ing in  a component  Society  moves  to  an- 
other County  in  the  State,  his  name,  upon 
request,  and  with  the  consent  of  his  com- 
ponent Society,  shall  be  transferred,  with- 
out cost,  to  the  roster  of  the  component  So- 
ciety in  whose  jurisdiction  he  moves. 

Sec.  8.  A physician  living  on  or  near  a 
County  line  may  hold  his  membership  in 
that  County  most  convenient  for  him  to 
attend,  on  permission  of  the  Society  in 
whose  jurisdiction  he  resides,  and  with  con- 
sent of  his  Councilor. 

Sec.  9.  Each  component  Society  shall 
have  general  direction  of  the  affairs  of  the 
profession  in  the  County  or  Counties  and 
its  influence  shall  be  constantly  exerted  for 
bettering  the  scientific,  moral,  and  material 
condition  of  every  physician  in  the  County ; 
and  systematic  effort  shall  be  made  by  each 
member,  and  by  the  Society,  as  a whole,  to 
increase  the  membership  until  it  embraces 
every  qualified  physician  in  the  County. 
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Sec.  10.  Frequent  meetings  shall  be  en- 
couraged, and  the  most  attractive  programs 
arranged  that  are  possible.  The  younger 
members  shall  be  especially  encouraged  to 
do  postgraduate  and  original  research  work 
and  to  give  the  Society  the  benefit  of  such 
labors.  Official  position  and  other  prefer- 
ments should  be  unstintingly  given  to  such 
members. 

Sec.  11.  At  some  meetings  in  advance 
of  the  Annual  Session  of  this  Association, 
each  component  Society  shall  elect  a Dele- 
gate or  Delegates  to  represent  it  in  the 
House  of  Delegates  of  this  Association,  in 
the  proportion  of  one  Delegate  and  one  al- 
ternate to  each  fifty  members  or  fraction 
thereof;  and  the  Secretary  of  the  Society 
shall  send  a list  of  such  Delegates  to  the 
Secretary  of  this  Association  at  least  ten 
days  before  the  Annual  Session. 


Sec.  12.  The  Secretary  of  each  compo- 
nent Society  shall  keep  a roster  of  its  mem- 
bers and  shall  furnish  an  official  report  of 
the  membership  to  the  Secretary  of  this 
Association  at  least  once  each  year  and 
oftener  if  circumstances  as  to  membership 
may  require.  The  Secretary  shall  note  any 
changes  in  the  personnel  of  the  member- 
ship, with  special  reference  to  changes  due 
to  death  and  removal  from  the  district. 

CHAPTER  XIII 
Amendments 

These  By-Laws  may  be  amended  at  any 
Annual  Session  by  a majority  vote  of  all 
the  Delegates  present  at  that  Session  after 
the  amendment  has  been  made  in  writing 
and  has  been  laid  upon  the  table  for  one 
day. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


POSTGRADUATE  COURSE  FOR  PHYSICIANS 

The  need  for  postgraduate  work  in  medi- 
cine has  been  recognized  alike  by  practic- 
ing physicians  and  by  educational  institu- 
tions. 

The  profession  of  medicine,  with  the 
generous  cooperation  of  the  Commonwealth 
Fund  and  three  institutions  in  the  state, 
has  carried  out  a program  of  postgraduate 
work  to  the  physicians  in  their  respective 
communities.  Even  though  this  work  was 
related  to  one  subject  (obstetrics)  only,  its 
worth-whileness  has  been  demonstrated. 

A postgraduate  course  in  pediatrics,  con- 
ducted along  similar  lines,  under  the  same 
auspices,  is  soon  to  begin. 

For  those  whose  circumstances  will  per- 
mit them  to  take  a more  extensive  course, 
touching  other  subjects  in  the  field  of  medi- 
cine, the  Commonwealth  Fund  is  offering 
exceptional  opportunities. 

Attention  is  called  to  an  announcement 
in  the  news  items  of  this  issue  of  the  Jour- 
nal on  this  subject. 

It  will  be  noted  that  the  courses  last  for 


one  month  each,  and  two  series  of  courses 
are  given  during  the  summer.  Those  who 
are  accepted  for  the  course  will  receive 
traveling  expenses,  tuition,  and  a monthly 
stipend. 

The  State  Meeting 

The  one  hundred  sixth  annual  meeting 
of  the  Tennessee  State  Medical  Association 
will  take  place  in  Jackson,  Tennessee,  April 
11,  12,  13,  1939. 

Preparations  for  the  meeting  are  well 
advanced. 

The  New  Southern  Hotel  has  been  desig- 
nated the  headquarters. 

The  local  committee  on  arrangements, 
under  the  direction  of  Dr.  J.  R.  Thompson, 
Jr.,  is  alert  in  making  preparations. 

The  program  committee  this  early  has  a 
scientific  program  almost  completed.  In 
fact,  the  program  committee  has  not  been 
able  to  accept  all  the  volunteers  for  papers. 

In  our  opinion,  the  program  covers  a 
wide  variety  of  subjects  of  practical  inter- 
est to  that  group  of  doctors  commonly  re- 
ferred to  as  “general  practitioners.” 

The  guest  list  embraces  such  prominent 
names  in  American  medicine  as  Drs.  Rock 
Sleyster,  Wauwatosa,  Wisconsin,  president- 
elect of  the  American  Medical  Association; 
Fred  Rankin,  Lexington,  Kentucky;  Leon 
J.  Menville,  New  Orleans;  Clarence  H. 
Crego,  St.  Louis;  and  J.  B.  McLester,  Bir- 
mingham, Alabama. 

It  is  no  longer  possible  for  doctors  to  de- 
vote their  thinking  to  scientific  questions 
alone.  Many  new  movements  have  been 
set  in  motion  which  may  affect  profoundly 
the  profession  of  medicine. 

We  must  be  alert  and  sensible  to  the  re- 
sponsibilities and  obligations  which  rest 
on  the  profession  of  medicine  today.  For 
these  reasons  it  is  of  the  utmost  importance 
that  every  doctor  take  a keen  interest  in 
all  the  affairs  which  are  the  legitimate  con- 
cern of  doctors. 

A large  attendance  is  expected. 
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Dr.  Theodore  Morford  announces  the  re- 
moval of  his  office  on  January  10,  1939,  to 
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Twentieth  Avenue  and  Hayes  Street,  Nash- 
ville. 


Dr.  James  P.  Anderson  announces  the 
removal  of  his  office  to  314-16  Doctors 
Building,  Nashville. 


Postgraduate  Courses  Offered  to  Phy- 
sicians in  Tennessee 

Announcement  is  made  by  the  Vanderbilt 
University  Medical  School  that  a new  se- 
ries of  postgraduate  courses  at  that  institu- 
tion will  be  available  to  physicians  in  Ten- 
nessee under  the  auspices  of  the  Common- 
wealth Fund  of  New  York.  Courses  of  one 
month’s  duration  each  in  medicine,  surgery, 
pediatrics,  and  obstetrics  will  be  given. 
Courses  in  medicine  and  surgery  will  be 
given  concurrently  during  the  first  month, 
and  pediatrics  and  obstetrics  during  the 
second  month.  Thus  it  will  be  possible  to 
secure  two  courses  during  a period  of  two 
months,  one  in  either  medicine  or  surgery, 
and  one  in  pediatrics  or  obstetrics.  Addi- 
tional coprses  may  be  taken  in  subsequent 
years.  The  dates  for  the  courses  during 
1939  are  as  follows: 

Medicine  and  surgery,  June  15  through 
July  17 ; pediatrics  and  obstetrics,  July  17 
through  August  17. 

Holders  of  fellowships  will  be  provided 
with  tuition  and  travel  expenses  and  in  ad- 
dition will  be  given  a monthly  stipend. 
These  fellowships  offer  an  exceptional  op- 
portunity to  secure  postgraduate  training 
in  the  broad  fields  of  medicine.  Those  who 
are  interested  are  advised  to  apply  to  the 
Commonwealth  Fund,  41  East  Fifty-Sev- 
enth Street,  New  York  City,  for  application 
blanks  and  further  information. 


Medical  Motion  Pictures  Available  for 
Loan — American  Medical  Association 

Motion  pictures  on  various  scientific  sub- 
jects are  available  on  a loan  basis.  The 
material  falls  into  two  groups: 

(1)  Pictures  for  medical  societies  and 
other  scientific  organizations. 

(2)  Pictures  for  the  public. 

Requests  for  films  should  be  instituted 
as  far  in  advance  as  possible  so  that  the 


proper  reservations  can  be  made.  The  ex- 
act shipping  addresses  and  dates  should  be 
given  at  the  time  of  the  request;  also  the 
type  of  apparatus  in  which  the  film  is  to  be 
run.  Responsibility  for  the  projection  and 
care  of  the  film  must  be  borne  by  the  indi- 
vidual or  organization  which  is  borrowing 
it.  The  American  Medical  Association  does 
not  have  projectors  available  for  loan. 

The  only  expense  incurred  is  that  of 
transportation  both  ways.  However,  care- 
less handling  resulting  in  serious  damage 
may  be  charged  to  the  borrower. 

A brief  description  of  each  film  may  be 
obtained  from  the  Chicago  office.  Notation 
is  made  as  to  the  size  of  the  film — sixteen 
millimeters  or  thirty-five  millimeters — and 
silent  or  sound. 

Address : Director,  Scientific  Exhibit, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois. 


Dr.  George  Boone  of  Paris  is  the  newly- 
elected  president  of  the  Tri-County  Medical 
Society.  The  group  is  composed  of  doctors 
from  Henry,  Weakley,  and  Carroll  Coun- 
ties. 

Dr.  Arthur  Dunlap  of  Paris  is  vice-presi- 
dent of  the  society,  representing  Henry 
County.  Other  officers  are  Dr.  Roy  Doug- 
las of  Huntingdon,  Carroll  County,  vice- 
president;  Dr.  Robert  Brandon  of  Martin, 
Weakley  County,  vice-president;  Dr.  Wray 
Alexander  of  McKenzie,  secretary-treas- 
urer. 


The  Radiologic  Review  and  Mississippi 
Valley  Medical  Journal  is  now  appearing 
under  the  name  of  the  Mississippi  Valley 
Medical  Journal  (incorporating  the  Radio- 
logic  Review) . 

The  new  publication  is  bimonthly  and 
essentially  clinical,  especially  appealing  to 
the  general  practitioner.  It  will  contain 
the  papers  read  before  the  Mississippi  Val- 
ley Medical  Society. 

With  such  a background  we  predict  a 
bright  future  for  the  Journal  and  its  very 
efficient  editorial  staff. 

Dr.  Harold  Swanberg  of  Quincy,  Illinois, 
continues  as  editor. 
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New  Films  on  Physical  Therapy 
To  stress  the  importance  of  physical 
therapy  as  an  adjunct  to  the  practice  of 
medicine  and  surgery,  the  Council  on  Phys- 
ical Therapy  is  utilizing  motion  pictures  as 
an  educational  medium.  These  deal  with 
the  value  of  simple  measures  such  as  heat, 
light,  massage  and  therapeutic  exercise,  in- 
cluding underwater  movements.  Apparent- 
ly one  reason  why  physical  therapy  has  not 
been  accorded  more  widespread  acceptance 
on  the  part  of  the  general  practitioner  is 
its  close  association,  in  his  mind,  with  “ma- 
chine therapy.”  This  unfortunate  connota- 
tion has  disturbed  physicians  in  some  lo- 
calities. While  it  is  true  that  the  machine 
is  a useful  adjunct  to  the  practice  of  medi- 
cine in  certain  instances,  at  least  ninety  per 
cent  of  the  good  accomplished  by  physical 
therapy  results  from  the  use  of  simple 
measures.  The  new  films  prepared  recent- 
ly and  now  available  for  loan  to  those  wish- 
ing them  for  educational  purposes  include: 

Aids  in  Muscle  Training:  This  film  re- 
places an  old  one  entitled  Simple  Measures 
Facilitating  Graduated  Active  Motion.  In 
addition  to  the  subjects  which  were  previ- 
ously considered,  such  as  sling  suspension 
exercises  for  the  upper  and  lower  extremi- 
ties, graded  exercises  on  a powdered  board 
are  shown  for  the  lower  extremities.  This 
film  also  demonstrates  three  kinds  of  “walk- 
ers” for  reeducation  exercises. 

Occupational  Therapy : This  film  replaces 
the  old  one  of  the  same  title.  It  shows  oc- 
cupations that  may  be  prescribed  by  phy- 
sicians to  motivate  and  control  the  desired 
physical  or  mental  activity  of  the  patient 
and  assist  in  his  adjustment  to  long  hos- 
pitalization. A section  on  cerebral  palsy 
is  included,  picturing  indirect  muscle  train- 
ing through  prescribed  activity  and  stress- 
ing the  importance  of  early  treatment  to 
prevent  growth  of  faulty  habit  patterns. 

Underwater  Exercises : This  is  a new 
film  presenting  the  therapeutic  use  of  large 
and  small  exercise  pools,  Hubbard  tanks 
and  homemade  tanks  and  showing  types  of 
exercises  given  in  cases  such  as  infantile 
paralysis,  cerebral  palsy,  and  postoperative 
congenital  dislocation  of  the  hip. 

Massage:  This  film  replaces  one  which 


was  formerly  used  to  demonstrate  the  tech- 
nic of  massage,  describing  the  various 
movements  and  why  they  are  performed  in 
a given  way. 

Contraction  of  Arteries  and  Arteriove- 
nous Anastomoses:  This  film  visualizes  the 
contraction  of  arteries  and  arteriovenous 
anastomoses  as  seen  through  a glass  cham- 
ber installed  in  a rabbit’s  ear. 

The  council  has  had  several  films  for  loan 
which  have  been  shown  in  the  past  before 
state,  county,  and  local  medical  societies. 
Because  of  their  popularity  they  have  be- 
come too  worn  for  further  projection. 
However,  duplicates  have  now  been  made 
which  are  in  excellent  condition.  The  titles 
follow : 

Effects  of  Heat  and  Cold  on  Circulation 
of  Blood : This  film  shows  the  effect  of  heat 
and  cold  on  circulation  as  seen  through  a 
glass  chamber  installed  in  a rabbit’s  ear. 

Effects  on  Massage  on  Circulation  of  the 
Blood : Similar  to  the  foregoing  except  that 
it  shows  the  effects  of  massage. 

In  addition,  two  old  films  are  still  avail- 
able on  the  following  subjects: 

Therapeutic  Exercises  for  the  Shoulder 
Joint  Following  Dislocation:  This  film  dem- 
onstrates static,  passive,  active,  and  resis- 
tive exercises  for  the  shoulder  joint,  includ- 
ing work  with  pulley  and  weight. 

Treatment  of  Compression  Fracture  of 
the  First  Lumbar  Vertebra. 

The  films  may  be  procured  by  writing  to 
the  Director  of  Exhibits  of  the  American 
Medical  Association.  An  advance  request 
will  insure  the  film  being  reserved  for  the 
desired  date. — Journal  of  American  Medi- 
cal Association. 
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President-Elect Mrs.  Matt.  Murfree 

Murfreesboro 

Press  and  Publicity Mrs.  Frank  Fessey 

Nashville 

Dear  Auxiliary  Members: 

Your  president  has  just  returned  from 
a trip  through  Middle  and  West  Tennessee 
in  the  interest  of  the  auxiliary. 
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I met  with  a committee  in  Jackson  and 
found  them  busily  planning  for  an  auxil- 
iary. It  is  expected  to  be  organized  and 
functioning  when  the  convention  meets 
there  in  April. 

The  Shelby  County  Auxiliary  is  a thriv- 
ing organization  carrying  on  a good  pro- 
gram and  taking  its  place  as  an  important 
part  of  the  club  life  of  the  city  of  Mem- 
phis. 

Rutherford  County  Auxiliary  had  an  in- 
teresting meeting  in  Murfreesboro  which 
it  was  my  privilege  to  attend.  They  are  a 
wide-awake  group  of  women  who  are  keen- 
ly alive  to  the  interests  of  the  profession. 

I attended  board  meetings  in  both  sections 
and  a tentative  program  was  drafted.  The 
East  Tennessee  meeting  is  to  be  held  next 
week  and  we  shall  finish  the  preliminaries. 

Have  had  wonderful  cooperation  in  the 
planning  and  think  we  shall  have  a fine 
meeting. 

Am  expecting  everybody  to  get  busy  to 
complete  a good  report  and  really  try  to 
make  this  the  best  year  of  our  auxiliary  life. 

Plan  now  to  be  in  Jackson  on  Tuesday 
and  Wednesday,  April  11  and  12. 

Sincerely, 

Mrs.  H.  E.  Christenberry,  President. 


Rutherford  County 

Mrs.  H.  E.  Christenberry,  state  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Ten- 
nessee State  Medical  Society,  was  the  honor 
guest  at  the  monthly  meeting  of  the  Wom- 
an’s Auxiliary  to  Stones  River  Academy 
of  Medicine,  which  was  held  on  January 
20  at  the  home  of  Mrs.  Matt  Murfree,  with 
Mrs.  George  Crosthwaite  as  cohostess.  Mrs. 
Christenberry  spoke  on  the  subject  of  so- 
cialized medicine,  pointing  out  its  disadvan- 
tages. She  also  outlined  the  objectives  of 
the  auxiliary.  Mrs.  Jesse  Huggins  also 
spoke  at  length  on  socialized  medicine. 

The  auxiliary  voted  to  endorse  the  Ten- 
nessee Tuberculosis  Hospital  Bill,  to  be  pre- 
sented to  the  general  assembly  at  the  pres- 
ent session.  Mrs.  M.  B.  McCrary,  presi- 
dent, appointed  Mrs.  J.  A.  Scott  to  contact 
Rutherford  County  representatives  and 
Mrs.  J.  F.  Adams.  Mrs.  McCrary  also  ap- 
pointed Mrs.  Murfree  for  Rutherford  and 


Mrs.  H.  M.  Smoot  for  Cannon  as  a commit- 
tee to  compile  records  on  pioneer  doctors, 
copies  of  which  are  to  be  presented  to  the 
state  archives  and  the  local  auxiliaries. 
Mrs.  W.  V.  Sanford,  program  chairman, 
presented  Mrs.  Murfree,  who  introduced 
Mrs.  Huggins.  After  adjournment  the 
hostess  served  afternoon  tea. 


Shelby  County 

Dr.  W.  D.  Stinson  was  the  guest  speaker 
at  the  regular  monthly  meeting  of  the  Wom- 
an’s Auxiliary  to  the  Memphis  and  Shelby 
County  Medical  Society,  Wednesday,  Jan- 
uary 18,  it  being  a “Public  Relations”  pro- 
gram. A large  gathering  of  representatives 
of  women’s  organizations  was  present. 

Mrs.  H.  E.  Christenberry,  state  presi- 
dent of  the  Woman’s  Auxiliary  to  the  Ten- 
nessee State  Medical  Society,  was  present 
as  was  also  Mrs.  Charles  Garrison  of  Lit- 
tle, Rock,  Arkansas,  past  president  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical 
Association  and  past  vice-president  of  the 
Woman’s  Auxiliary  to  the  American  Med- 
ical Association.  After  the  meeting,  at 
which  Mrs.  E.  C.  Mitchell,  president,  pre- 
sided, luncheon  was  served.  Miss  Marie 
Bender,  daughter  of  Dr.  and  Mrs.  Charles 
A.  Bender,  was  selected  as  a lady  in  waiting 
in  the  Cotton  Carnival.  She  will  represent 
Hygeia  in  the  floral  parade  and  will  be  for- 
mally introduced  in  a novel  way  at  the 
Valentine  spring  party  on  February  14. 


Knox  County 

The  Woman’s  Auxiliary  to  the  Knox 
County  Medical  Society  had  their  annual 
Christmas  party  December  17,  at  which 
their  husbands  was  guests.  The  party  was 
at  the  spacious  home  of  Dr.  and  Mrs.  H. 
E.  Christenberry,  which  was  beautifully 
decorated  for  the  occasion.  Mrs.  B.  B. 
Cates,  president,  asked  Mrs.  W.  F.  Dorsey 
and  Mrs.  Kyle  Copenhaver,  chairmen  of  the 
Social  and  Courtesy  Committees,  to  have 
charge  of  the  dinner  and  entertainment. 
Around  100  guests  enjoyed  a delicious  tur- 
key dinner  followed  by  a musical  program 
arranged  by  Mrs.  Herbert  Acuff.  After 
the  musicians  had  given  their  selections  the 
whole  assemblage  joined  in  singing  Christ- 
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mas  carols.  The  next  hour  a magician  en- 
tertained the  crowd  with  clever  card  tricks 
and  feats  of  magic  and  dexterity. 

Not  content  with  having  a party  just  for 
themselves  the  auxiliary  made  Christmas 
a joyful  occasion  for  all  those  who  were  in 
the  wards  at  the  Knoxville  General  Hospital 
and  even  for  the  preliminary  nurses.  Un- 
der the  capable  leadership  of  Mrs.  W.  W. 
Potter  not  only  was  each  of  the  seven 
wards  and  the  colored  wards  beautifully 
decorated,  but  also  each  bedside  table. 
Every  child  was  given  candy  and  two  toys 
each  and  forty-five  stockings  were  filled 
with  fruits,  nuts,  and  candy  for  the  pre- 
liminary nurses.  Christmas  morning  a 
lighted  candle  favor  and  Christmas  card 
decorated  150  trays. 

Elizabeth  Moore  (Mrs.  John  D.), 

Secretary. 

— 
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Anderson  County: 

The  officers  of  the  Anderson  County  Med- 
ical Society  for  1939  were  elected  at  the 
regular  monthly  meeting  of  the  society  held 
in  Clinton  on  January  9 (postponed  from 
January  2).  The  following  officers  were 
elected : 

Dr.  Horton  G.  Dubard,  Norris,  president ; 
Dr.  Trent  0.  Huff,  Clinton,  vice-president; 
Dr.  J.  S.  Hall,  Clinton,  secretary-treasurer; 
Dr.  0.  E.  Ballou,  Clinton,  delegate ; Dr. 
Horton  G.  DuBard,  Norris,  alternate. 
(Signed)  J.  S.  Hall,  M.D.,  Secretary. 


Davidson  County: 

January  26 — “The  Management  of  Pa- 
tients with  Diabetes  Mellitus  Who  Require 
Surgery,”  by  Dr.  James  E.  Paullin,  At- 
lanta. 

“Newer  Knowledge  of  Nutrition  and  Vi- 
tamins,” by  Dr.  J.  S.  McLester,  Birming- 
ham. 

January  31 — “Stones  in  the  Upper  Uri- 
nary Tract,”  by  Dr.  W.  B.  Wright.  Dis- 
cussed by  Dr.  Perry  Bromberg. 

“Problems  and  Progress  of  the  City 
Health  Department,”  by  Dr.  John  Overton. 

February  7 — “Consideration  of  the  Com- 


plications of  Gall  Bladder  Surgery,”  by  Dr. 
Gordon  Heyd. 

February  14 — “Consideration  of  Uterine 
Prolapse  and  Related  Conditions,”  by  Dr. 
James  C.  Masson,  Rochester,  Minnesota. 

Papers  scheduled  to  be  read  are  as  fol- 
lows : 

February  21  — “Chronic  Arthritis,”  by 
Dr.  Albert  Weinstein.  To  be  discussed  by 
Dr.  J.  B.  Youmans. 

“Neuritis,”  by  Dr.  W.  de  Gutierrez- 
Mahoney.  To  be  discussed  by  Dr.  J.  P. 
Gilbert. 

February  28  — “Neurological  Surgery,” 
by  Dr.  T.  D.  McKinney.  To  be  discussed 
by  Dr.  Cobb  Pilcher. 

March  7 — “Appendicitis  in  the  Infant,” 
by  Dr.  Lynch  Bennett.  To  be  discussed  by 
Drs.  John  Lee  and  J.  C.  Overall. 

March  14  — “Intussusception  in  the 
Adult,”  by  Dr.  Cleo  Miller. 

“Intussusception  in  the  Infant,”  by  Dr. 
P.  C.  Elliott.  To  be  discussed  by  Dr.  Thos. 
G.  Pollard. 


Dyer,  Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  in  regular  monthly 
session  February  1,  1939.  Scientific  pro- 
gram : 

“Common  Rectal  Diseases,”  by  Dr.  John 
Frazier,  Newbern. 

“Physiologic  Concepts  in  Estrogenic 
Therapy,”  by  Dr.  J.  Paul  Baird,  Dyersburg. 

“How  Europeans  Pay  Sickness  Bill,”  by 
Dr.  J.  G.  Price,  Dyersburg. 

C.  L.  Denton,  Secretary. 


F ay  ette-Har  demon: 

The  regular  meeting  of  the  Fayette- 
Hardeman  County  Medical  Society  was 
January  27,  1939.  The  following  papers 
were  read : “Acute  and  Chronic  Diseases  of 
the  Larynx,”  by  Dr.  W.  Likely  Simpson, 
Memphis;  “Lesions  of  the  Colon,”  by  Dr. 
R.  L.  Saunders,  Memphis. 

The  following  officers  were  elected : pres- 
ident, Dr.  B.  F.  McAnulty,  Bolivar;  vice- 
president,  Dr.  D.  L.  Brint,  Bolivar;  secre- 
tary, Dr.  Wiley  D.  Lewis,  Bolivar. 
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Hardin,  Lawrence,  Lewis,  Perry,  and 
Wayne  Counties: 

The  Five-County  Medical  Society  met  at 
Lawrenceburg  on  January  31.  The  follow- 
ing papers  were  read: 

“Recent  Advances  in  the  Treatment  of 
Trachoma,”  by  Dr.  J.  W.  Danley,  Lawrence- 
burg. 

“A  Discussion  of  State  Medicine,”  by 
Dr.  W.  M.  Hardy,  Nashville. 

“Presidential  Address — Observations  on 
the  Treatment  of  Fractures,”  by  Dr.  John 
H.  Tilley,  Lawrenceburg. 

The  next  meeting  will  be  held  at  Hohen- 
wald  on  February  28. 


Knox  County: 

January  10 — “Presidential  Address,”  by 
Dr.  Robert  Patterson. 

January  24 — “Vomiting  in  Early  In- 
fancy,” by  Dr.  Joe  T.  Smith.  Discussed  by 
Drs.  Gilbert  Eblen  and  Jack  Chesney. 

January  31 — “Pneumonia,”  by  Dr.  Dan 
Thomas. 


Shelby  County: 

The  Memphis  and  Shelby  County  Medical 
Society  met  January  17.  Dr.  H.  H.  Shoul- 
ders, Nashville,  discussed  “Some  Phases  of 
Medical  Economics.” 

“Case  Reports:  Embryonic  Carcinoma,” 
by  Dr.  M.  W.  Searight. 

“Differential  Diagnosis  of  Erythema 
Multiforme,”  by  Dr.  E.  R.  Hall. 

February  7 — “Case  Reports:  An  Unusual 
Instance  of  Fever  Therapy,”  by  Dr.  I.  G. 
Duncan. 

“Intestinal  Obstruction  Due  to  Large 
Gallstones,”  by  Dr.  G.  Paullus. 

Papers:  “The  Treatment  of  Appendiceal 
Peritonitis,”  by  Dr.  L.  L.  Carter.  Dis- 
cussed by  Dr.  J.  L.  McGehee  and  Dr.  R.  L. 
Sanders. 

“Management  of  Ureteral  Stone,”  by  Dr. 
S.  L.  Raines.  Discussed  by  Dr.  H.  K.  Tur- 
ley and  Dr.  T.  D.  Moore. 


Sullivan- Johnson  Counties: 

There  was  an  attendance  of  thirty-six  at 
the  Sullivan-Johnson  County  Medical  So- 


ciety meeting  held  February  1 at  the  Hotel 
General  Shelby  in  Bristol. 

Dr.  W.  H.  Tanksley  and  Miss  Winifred 
Lynch  of  the  Public  Health  Department 
showed  a number  of  charts  illustrating  va- 
rious phases  of  the  problem  of  syphilis  con- 
trol. These  charts  were  taken  from  recent 
case  records  in  Sullivan  County. 

Dr.  John  M.  Boylin  of  Bristol  gave  a very 
excellent  talk  on  “Hypothyroidism.”  This 
was  discussed  by  Drs.  N.  H.  Copenhaver, 
W.  H.  Reed,  H.  W.  Bachman,  and  J.  P. 
McNeil. 

Dr.  J.  W.  Erwin,  the  new  director  of 
public  health  in  Sullivan  County,  was  in- 
troduced by  Dr.  T.  R.  Bowers,  president. 
Dr.  Erwin  is  taking  the  place  of  Dr.  F.  L. 
Moore,  who  resigned  to  accept  the  position 
of  professor  of  public  health  at  the  Long 
Island  College  of  Medicine,  New  York. 

(Signed)  Dr.  C.  F.  N.  Schram, 

Secretary. 
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The  St.  Joseph  Clinical  Society  will  hold 
its  eighth  annual  spring  clinic  on  March 
28  and  29  at  the  Hotel  Robideaux,  St.  Jo- 
seph, Missouri.  There  will  be  no  registra- 
tion fee.  The  purpose  of  the  meeting  is  to 
offer  a concentrated  postgraduate  course  in 
recent  advances  in  clinical  medicine  and 
surgery  as  interpreted  by  eminent  clinicians 
who  will  be  guest  speakers. 

The  St.  Joseph  Clinical  Society  extends 
a cordial  invitation  to  all  members  of  the 
medical  profession  who  may  wish  to  be 
guests  at  this  clinical  gathering. 


Putnam,  White,  Cumberland,  Overton,  and 
Jackson  Counties: 

The  Five-County  Medical  Society  met  at 
Livingston,  January  19,  with  the  following 
members  present:  Drs.  W.  M.  Brown,  W. 
M.  Breeding,  W.  F.  Bell,  J.  D.  Capps,  C.  A. 
Collins,  T.  M.  Crain,  E.  B.  Clark,  Edward 
Draper,  Price  H.  Duff,  J.  Ewert,  L.  M. 
Freeman,  R.  C.  Gaw,  V.  L.  Lewis,  H.  B. 
Nevins,  F.  0.  Pearson,  C.  E.  Reeves,  Thur- 
man Shipley,  J.  F.  Terry,  H.  H.  Taylor,  V. 
L.  Upchurch,  and  R.  L.  Witherington. 


70 


OTHER  MEDICAL  SOCIETIES 


February,  1939 


Dr.  Thurman  Shipley  of  Cookeville  pre- 
sented a paper  on  “Some  Things  Every  Doc- 
tor Should  Know  About  Allergy.” 

Dr.  H.  B.  Nevins  of  Livingston  read  a 
paper  on  “Water  Balance,  Importance  Of.” 
The  following  officers  were  elected  for 
1939: 

Dr.  E.  B.  Clark,  Sparta,  president;  Dr. 
T.  M.  Crain,  Monterey,  first  vice-presi- 
dent; Dr.  R.  C.  Gaw,  Gainesboro,  second 
vice-president;  Dr.  J.  F.  Terry,  Cookeville, 
secretary  and  treasurer. 

The  next  meeting  will  be  at  Gainesboro, 
March  16,  1939. 

(Signed)  J.  Fred  Terry,  M.D., 

Secretary. 


The  Southeastern  Surgical  Congress  an- 
nounces the  tenth  anniversary  postgraduate 
surgical  assembly  to  be  held  in  Atlanta, 
March  6,  7,  8,  1939,  at  the  Biltmore  Hotel. 

The  following  is  a partial  list  of  speakers 
on  the  program: 

Abell,  Irvin,  Louisville,  Kentucky : “C. 
Jeff  Miller  Memorial  Lecture.” 

Alvarez,  Walter,  Rochester,  Minnesota: 
“Hints  in  the  Treatment  of  Gastrointestinal 
Disease.” 

Babcock,  W.  Wayne,  Philadelphia,  Penn- 
sylvania: “Interior  Exteriorization  in  Ab- 
dominal Surgery.” 

Bunch,  George  H.,  Columbia,  South  Caro- 
lina: “Acute  Epidural  Abscess  with  Com- 
pression of  Cord.” 

Campbell,  Meredith  F.,  New  York  City: 
“Urologic  Surgery  in  Children.” 

Cason,  T.  Z.,  Jacksonville,  Florida:  “Med- 
ical Pathology  Stimulating  Acute  Surgical 
Conditions — Differential  Diagnosis.” 

Cooke,  W.  R.,  Galveston,  Texas:  “The 
Surgical  Treatment  of  Suppurative  Sal- 
pingitis.” 

Crile,  George  W.,  Cleveland,  Ohio:  “The 
Surgical  Treatment  of  Essential  Hyperten- 
sion.” 

Dickson,  Frank,  Kansas  City,  Missouri: 
“Surgical  Reconstruction  of  the  Arthritic 
Patient.” 

Fishbein,  Morris,  Chicago,  Illinois : “Fads 
and  Quackery  in  Healing.” 

Flothow,  Paul  G.,  Seattle,  Washington: 


“Advances  and  Retreats  in  Neurological 
Surgery.” 

Folsom,  Alfred  I.,  Dallas,  Texas. 

Gage,  Mims,  New  Orleans,  Louisiana: 
“Acute  Cholecystitis : Etiology,  Clinical 

Manifestations  and  Immediate  and  Late 
Treatment,  with  Special  Emphasis  on  Con- 
servative Treatment.” 

Haggard,  W.  D.,  Nashville,  Tennessee: 
“Gall  Bladder  Syndromes.”  Clinic. 

Hart,  Deryl,  Durham,  North  Carolina: 
“Parathyroid  Tumors.” 

Hendon,  A.  G.,  Louisville,  Kentucky: 
“The  Influence  of  Negative  Pressure  in  the 
Bladder  on  Kidney  Function.” 

Hertzler,  Arthur,  Halstead,  Kansas : 
“The  Goiter  Heart.”  Clinic. 

Johnson,  W.  0.,  Louisville,  Kentucky: 
“Emotional  Disturbances  Associated  with 
Pelvic  Symptoms.” 

Kessler,  Henry  H.,  Newark,  New  Jersey: 
“Rehabilitation  of  the  Physically  Handi- 
capped.” 

Lockwood,  A.  L.,  Toronto,  Canada:  “Sur- 
gical Lifeguards.” 

Lyerly,  J.  G.,  Jacksonville,  Florida: 
“Transection  of  the  Prefrontal  Lobe  Asso- 
ciation Fibers  in  Certain  Mental  Disor- 
ders.” 

Maguire,  Daniel,  Charleston,  South  Caro- 
lina: “Hand  Infections  and  Their  Treat- 
ment.” 

Mahorner,  Howard,  New  Orleans,  Lou- 
isiana: “Optimum  Interval  of  Delay  for 
Operation  Following  Appendiceal  Compli- 
cations.” 

McGehee,  J.  L.,  Memphis,  Tennessee: 
“Immediate  versus  Delayed  Treatment  of 
Acute  Appendicitis — A Statistical  Study.” 
McKay,  R.  W.,  Charlotte,  North  Caro- 
lina: “Vesicovaginal  Fistula.” 

Mixter,  William  J.,  Boston,  Massachu- 
setts: “Epilepsy  in  Neurosurgery.” 

Noland,  Lloyd,  Fairfield,  Alabama:  “The 
Management  of  Acute  Thyroid  Disease.” 
Penberthy,  Grover  C.,  Detroit,  Michigan: 
“The  Control  of  Paralytic  Ileus  by  Intes- 
tinal Intubation.” 

Rankin,  Fred,  Lexington,  Kentucky: 
“Bleeding  Peptic  Ulcer — Indications  for 
Surgery.” 

Reid,  Mont  R.,  Cincinnati,  Ohio:  “The 
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Mortality  of  Appendicitis — A National  Dis- 
grace.” 

Rippy,  Edward  L.,  Nashville,  Tennessee: 
“Carcinoma  of  the  Stomach.” 

Roesler,  Hugo,  Philadelphia,  Pennsylva- 
nia : “Some  Cardiovascular  Problems  of  In- 
terest to  the  Surgeons.” 

Ruddock,  J.  C.,  Los  Angeles,  California. 
Singleton,  A.  O.,  Galveston,  Texas: 
“Splenectomy.” 

Stewart,  W.  H.,  New  York  City:  “Cine- 
fluoroscopic  Studies  in  Diseases  of  the 
Chest.” 

Trout,  Hugh  H.,  Roanoke,  Virginia: 
“Radical  Operation  for  Carcinoma  of  the 
Rreast — Motion  Picture  in  Colors.” 

Ward,  George  Gray,  New  York  City: 
“Uterine  Displacements.” 

For  information  write  Dr.  B.  T.  Beasley, 
secretary-treasurer,  701  Hurt  Building,  At- 
lanta, Georgia. 


ABSTRACTS  OF  CURRENT  UTERATURE 


ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Clinical  and  Electrocardiographic  Findings  Following 
the  Use  of  Various  Local  Anesthetic  Solutions.  Miller 
and  Dick.  Anesthesia  and  Analgesia,  July-August, 
1938. 

A study  was  made  on  subjects  using  procaine 
with  a vasoconstrictor  such  as  epinephrin  and 
cobefrin  hydrochloride  to  prolong  anesthesia  and 
to  prevent  toxic  symptoms  from  too  rapid  absorp- 
tion. Toxic  symptoms  resulting  from  vasocon- 
strictors should  be  differentiated  from  those  of 
procain. 

With  routine  injections  of  procain  two  per  cent 
with  epinephrin  and  cobefrin  one  to  10,000  to  one 
to  100,000  solutions,  the  following  results  were 
noted.  There  was  a consistent  change  in  the  heart 
rate,  blood  pressure,  and  T-wave  changes  in  the 
electrocardiogram,  which  varied  directly  as  the 
concentration  of  the  epinephrin  was  increased. 
The  more  concentrated  the  solution  of  epinephrin 
the  higher  the  blood  pressure,  the  more  rapid  the 
heartbeat,  the  more  frequent  the  T-wave  changes, 
and  the  more  frequent  were  the  extrasystoles  en- 
countered. 

In  contrast,  the  electrocardiographic  changes 
resulting  from  the  addition  of  cobefrin  to  procain 
were  of  a minor  degree,  and  no  extrasystoles  were 
noted. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Dermatophytosis  with  Vaccines.  Jessie  A. 
Tolmach,  M.D.,  and  Eugene  F.  Traub,  M.D.  New 
York,  Archives  of  Dermatology  and  Syphilology,  De- 
cember, 1938. 

In  a previous  publication  in  Archives  of  Derma- 
tology and  Syphilology,  32:  413,  September,  1935, 
the  authors  reported  on  a carefully  observed  and 
controlled  series  of  135  cases  of  dermatophytosis,  in 
many  of  which  there  were  secondary  manifesta- 
tions. They  demonstrated  that  the  desensitization 
of  the  skin  which  was  accomplished  in  a consider- 
able number  of  cases  with  intradermal  injections 
of  trichophytin  was  only  temporary.  Those  pa- 
tients who  were  desensitized  and  who  returned 
because  of  recurrence  showed  the  same  hyper- 
sensitivity as  before.  The  period  of  desensitization 
varied  from  two  weeks  to  several  months  and  had 
little  effect  on  the  course  of  the  disease. 

In  their  present  article  they  have  studied  the 
results  of  vaccine  therapy  in  sixty-five  cases  of 
dermatophytosis  (in  which  the  diagnosis  was 
proved  clinically,  microscopically,  and  culturally). 

Their  results  have  been  so  regularly  unfavorable 
that  they  felt  impelled  to  publish  them  in  order 
to  discourage  the  waste  of  patient’s  time  and 
money  and  physicians’  efforts  and  to  point  out. 
that  much  more  experimental  work  is  necessary 
before  such  products  have  any  practical  use. 

Conclusion 

Three  different  vaccines  were  used.  Over  sixty 
per  cent  of  the  patients  were  entirely  uninfluenced 
by  treatment  and  about  nine  per  cent  were  appar- 
ently cured.  Their  reports  of  cure  and  improve- 
ments were  subjected  to  question. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Hematometra.  P.  Bernstein  and  R.  Walter.  American 
Journal  of  Obstetrics  and  Gynecology,  37:  126,  Jan- 
uary, 1939. 

Hematometra  is  due  either  to  congenital  or  ac- 
quired atresia.  Blood  retention  incidental  to  men- 
struation or  other  bleeding  produces  distention  of 
the  vagina  (hematocolpus) , uterus  (hematometra), 
and  fallopian  tubes  (hematosalpinx).  Hematova- 
rium  and  hematoperitoneum  also  occur.  The  au- 
thor gives  a brief  report  of  nineteen  cases  occurring 
in  Mt.  Sinai  Hospital  during  the  years  1917  and 
1937  which  represents  0.1  per  cent  of  all  gyneco- 
logical admissions. 

Nineteen  cases  of  hematocolpus  and  hematometra 
are  discussed.  Eleven  were  due  to  congenital 
(Continued  on  page  7h) 
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President — Dr.  Tom  R.  Barry,  Knoxville. 
Vice-President  for  West  Tennessee — Dr.  John  Jack- 
son,  Dyer. 

Vice-President  for  Middle  Tennessee — Dr.  W.  S. 
Rude,  Ridgetop. 

Vice-President  for  East  Tennessee — Dr.  W.  A. 
Garrott,  Cleveland. 

Secretary-Editor — Dr.  H.  H.  Shoulders. 

Assistant  Secretary-Editor — Dr.  W.  M.  Hardy. 
TRUSTEES 

Chairman  and  Treasurer — Dr.  C.  M.  Hamilton, 
Doctors  Building,  Nashville. 

Dr.  A.  F.  Cooper,  Goodwyn  Institute  Building, 
Memphis. 

Dr.  E.  R.  Zemp,  Walnut  Street,  Knoxville. 

Dr.  Franklin  B.  Bogart,  Medical  Arts  Building, 
Chattanooga. 

Dr.  George  C.  Williamson,  Columbia. 

COUNCILORS 

First  District — Dr.  L.  E.  Dyer,  Greeneville. 
Second  District — Dr.  S.  R.  Miller,  Knoxville. 


Third  District — Dr.  Hiram  A.  Laws,  Jr.,  Chat- 
tanooga. 

Fourth  District — Dr.  J.  T.  Moore,  Algood. 

Fifth  District — Dr.  John  W.  Sutton,  Petersburg. 
Sixth  District — Dr.  H.  S.  Shoulders,  Nashville. 
Seventh  District — Dr.  C.  D.  Walton,  Mt.  Pleasant. 
Eighth  District — Dr.  J.  R.  Thompson,  Jackson. 
Ninth  District — Dr.  E.  H.  Baird,  Dyersburg. 
Tenth  District — Dr.  W.  B.  Burns,  Memphis. 
Speaker  of  the  House  of  Delegates — Dr.  E.  R. 
Zemp,  Knoxville. 

Delegates  to  the  American  Medical  Association — 
Dr.  E.  G.  Wood,  Knoxville;  East  Tennessee. 

Dr.  H.  H.  Shoulders,  Nashville;  Middle  Tennes- 
see. 

Dr.  H.  B.  Everett,  Memphis;  West  Tennessee. 
Alternates — 

Dr.  E.  T.  Newell,  Chattanooga;  East  Tennessee. 
Dr.  J.  O.  Manier,  Nashville;  Middle  Tennessee. 
Dr.  E.  C.  Ellett,  Memphis;  West  Tennessee. 


OFFICERS  OF  COUNTY  MEDICAL  SOCIETIES* 


County  President  Vice-President  Secretary 

Anderson Horton  G.  Dubard,  Norris Trent  O.  Huff,  Clinton J.  S.  Hall,  Clinton 

Bedford Price  Womack,  Shelbyville Harrison  J.  Shull,  Shelbyville James  N.  Burch,  Shelbyville 

*Blount G.  D.  LeQuire,  Maryville W.  C.  Crowder,  Maryville J.  Frank  Manning,  Maryville 

*Bradley D.  N.  Arnold,  Cleveland C.  H.  Taylor,  Cleveland Madison  S.  Trewhitt,  Cleveland 

Campbell J.  P.  Lindsey,  LaFollette M.  L.  Davis,  Morley Joseph  McCoin,  LaFollette 

*Carroll O.  W.  Fesmire,  Trezevant J.  H.  Williams,  McKenzie 

*Carter A.  R.  Collins,  Watauga  Valley H.  P.  Damron,  Elizabethton E.  T.  Pearson,  Elizabethton 

*Chester,  Henderson, 

Decatur R.  M.  Conger,  Decaturville L.  C.  Smith,  Henderson 

Cocke J.  E.  Hampton,  Newport 

*Cumberland E.  W.  Mitchell,  Crossville V.  L.  Lewis,  Crossville 

Davidson R.  W.  Billington,  Nashville George  Carpenter,  Nashville Hamilton  Gayden,  Nashville 

*Dickson Hartwell  Weaver,  Dickson R.  P.  Beasley,  Dickson 

Dyer,  Lake,  Crockett W.  L.  Sumners,  Ridgely E.  T.  Haskins  (Dyer),  Newbern C.  L.  Denton,  Dyersburg 

E.  B.  Smythe  (Lake),  Tiptonville 

J.  O.  McKinney  (Crockett),  Friendship 

Fayette-Hardeman B.  F.  McAnulty,  Bolivar D.  L.  Brent,  Bolivar Wiley  D.  Lewis,  Bolivar 

*Fentress A.  H.  Crouch,  Forbus C.  A.  Collins,  Wilder 

*Franklin Geo.  E.  Bogart,  Sherwood Henry  T.  Kirby-Smith,  Winchester John  M.  Hardy,  Sewanee 

Gibson J.  H.  Rozzelle,  Gibson R.  F.  Hughes,  Milan E.  P.  Bowerman,  Trenton 

Giles G.  C.  Grimes,  Aspen  Hill T.  F.  Booth,  Pulaski J.  U.  Speer,  Pulaski 

Greene Haskell  W.  Fox,  Greeneville R.  B.  Gibson,  Greeneville I.  E.  Phillips,  Greeneville 

Grundy O.  H.  Clements,  Palmer W.  A.  Brewer,  Monteagle T.  F.  Taylor,  Monteagle 

Hamblen D.  Z.  Aimmerman,  Morristown Y.  Alvin  Jackson,  Morristown D.  R.  Roach,  Morristown 

Hamilton S.  H.  Long,  Chattanooga W_.  E.  Bryan,  Chattanooga J.  Marsh  Frere,  Chattanooga 

Hardin,  Lawrence, 

Lewis,  Perry,  Wayne__J.  H.  Tilley,  Lawrenceburg Bartow  Williams  (Hardin),  Kendrick, 

Miss O.  H.  Williams,  Savannah 

C.  C.  Stockard  (Lawrence),  Lawrenceburg 
W.  E.  Boyce  (Lewis),  Hohenwald 
O.  A1  Kirk  (Perry),  Linden 

F.  H.  Norman  (Wayne),  Waynesboro 

Haywood T.  C.  Chapman,  Brownsville James  E.  Hayes,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry A.  F.  Paschall,  Puryear Elroy  Scruggs,  Paris R.  Graham  Fish,  Paris 

Hickman C.  V.  Stephenson,  Centerville J.  S.  Beasley,  Centerville W.  K.  Edwards,  Centerville 

*Jackson E.  W.  Draper,  Gainesboro 

Knox Robert  S.  I. each,  Knoxville R.  G.  Waterhouse,  Knoxville Jesse  C.  Hill,  Knoxville 

*Lauderdale Joe  B.  Lackey,  Ripley Jas.  L.  Dunavant,  Ripley 

*Lincoln R.  T.  Odom,  Fayetteville W.  S.  Joplin,  Petersburg R.  E.  McCown,  Fayetteville 

Loudon J.  A.  Leeper,  Lenoir  City S.  G.  Saunders,  Loudon J.  R.  Watkins,  Loudon 

Macon D.  D.  Houser,  Lafayette J.  Y.  Freeman,  Lafayette 

Madison G.  H.  Berryhill,  Jackson Henry  H.  Herron,  Bemis S.  M.  Herron,  Jackson 

*Maury Leon  Ward,  Mt.  Pleasant H.  O.  Anderson,  Mt.  Pleasant D.  B.  Andrews,  Columbia 

McMinn C.  O.  Foree,  Athens W.  F.  Seay,  Englewood J.  H.  Lillard,  Benton 

McNairv T.  N.  Humphrey,  Selmer 

Monroe R.  C.  Kimbrough,  Madisonville H.  C.  Shearer,  Madisonville W.  G.  McEvitt,  Madisonville 

*Montgomery M.  L.  Shelby,  Clarksville Phillip  L.  Lyle,  Clarksville V.  H.  Griffin,  Clarksville 

*Obion F.  B.  Kimzey,  Union  City D.  S.  Latimer,  Union  City 

*Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Polk Thos.  J.  Hicks,  Copperhill W.  Y.  Gilliam,  Copperhill F.  O.  Geisler,  Isabella 

Putnam T.  M.  Crain,  Monterey J.  Fred  Terry,  Cookeville Thurman  Shipley,  Cookeville 

Roane T.  L.  Bowman,  Harriman W.  W.  Hill,  Harriman J.  C.  Fly,  Kingston 

Robertson J.  E.  Wilkison,  Springfield B.  B.  Sory,  Cedar  Hill W.  F.  Fyke,  Springfield 

Rutherford R.  C.  VanHook,  Auburntown J.  B.  Black,  Murfreesboro J.  A.  Scott,  Murfreesboro 

*Scott D.  T.  Chambers,  Norma T.  L.  Phillips,  Oneida Milford  Thompson,.  Oneida 

*Sevier R.  F.  Thomas,  Sevierville R.  J.  Ingle,  Sevierville H.  A.  Sauberli,  Sevierville 

Shelby J.  H.  Francis,  Memphis,  President W.  D.  Stinson,  Memphis A.  F.  Cooper,  Memphis,  Secretary 

W.  C.  Chaney,  Memphis,  President-elect  E.  G.  Kelly,  Memphis,  Treasurer 

Smith E.  D.  Gross,  Carthage L.  D.  Sloan,  Carthage Thayer  S.  Wilson,  Gordonsville  , 

Sullivan,  Johnson T.  R.  Bowers,  Bristol F.  L.  Alloway  (Sullivan),  Kingsport-. C.  F.  N.  Schram,  Kingsport 

Robert  O.  Glenn  (Johnson),  Mountain  City 

*Sumner C.  D.  Robbins,  Gallatin C.  H.  Donoho,  Portland W.  M.  Dedman,  Gallatin 

*Tipton A.  J.  Roby,  Covington J.  J.  Fleming,  Atoka H.  C.  Currie,  Covington. 

Unicoi Robert  H.  Harvey,  Erwin R.  E.  Stack,  Erwin Walter  C.  Humbert,  Erwi 

*Warren John  S.  Harris,  McMinnville E.  L.  Mooneyham,  Rock  Island John  T.  Mason,  McMinnville. 

Washington T.  P.  McKee,  Johnson  City G.  E.  Campbell,  Johnson  City -.Walter  Hankins,  Jo.hnsonn  City 

*Weakley J.  A.  Moore,  Sharon M.  D.  Ingram,  Dresden T.  B.  Wingo,  Martin 

White H.  A.  Morgan,  Sparta E.  C.  Mason,  Quebeck A.  F.  Richards,  Sparta 

Williamson R.  S.  Gass,  Franklin Pyle  Walter,  Franklin K.  S.  Howlett,  Franklin 

Wilson Robert  N.  Buchanan,  Lebanon O.  Reed  Hill,  Lebanon R.  B.  Gaston,  Lebanon 
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STANDING  COMMITTEES 


COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  A.  F.  Cooper,  Memphis  (1941) 

Dr.  A.  M.  Patterson,  Chattanooga  (1940) 

Dr.  A.  H.  Lancaster,  Knoxville  (1939) 

STATE  TUBERCULOSIS  COMMISSION 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1941) 

Dr.  0.  N.  Bryan,  Nashville  (1940) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1939) 

Dr.  J.  L.  Hamilton,  Chattanooga  (1941) 

HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1941) 

Dr.  R.  R.  Brown,  Nashville  (1941) 

Dr.  E.  H.  Baird,  Dyersburg  (1939) 

Dr.  Lee  K.  Gibson,  Johnson  City  (1939) 

Dr.  J.  H.  Francis,  Memphis  (1940) 

Dr.  S.  J.  Sullivan,  Cleveland  (1940) 

COMMITTEE  ON  PUBLIC  POLICY  AND  LEG- 
ISLATION 

Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1941) 
Dr.  Frank  Harris,  Chattanooga  (1940) 

Dr.  T.  R.  Ray,  Shelbyville  (1940) 

Dr.  Kyle  Copenhaver,  Knoxville  (1939) 

Dr.  H.  B.  Everett,  Memphis  (1941) 

Dr.  Tom  R.  Barry,  ex-officio,  Knoxville 
Dr.  H.  H.  Shoulders,  ex-officio,  Nashville 

LIAISON  COMMITTEE 
Dr.  W.  C.  Dixon,  Chairman,  Nashville  (1941) 

Dr.  W.  P.  Wood,  Knoxville  (1940) 

Dr.  H.  A.  Laws,  Chattanooga  (1939) 

Dr.  J.  B.  Stanford,  Memphis  (1942) 

Dr.  J.  O.  Manier,  Nashville  (1943) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1941) 

Dr.  S.  R.  Miller,  Knoxville  (1940) 

Dr.  C.  M.  Hamilton,  Nashville  (1939) 

COMMITTEE  ON  MEDICAL  DEFENSE 
Dr.  S.  R.  Miller,  Chairman,  Knoxville  (1941) 

Dr.  H.  B.  Everett,  Memphis  (1940) 

Dr.  H.  M.  Tigert,  Nashville  (1939) 

COMMITTEE  ON  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1940) 
Dr.  R.  B.  Wood,  Knoxville  (1941) 

Dr.  D.  W.  Smith,  Nashville  (1940) 

Dr.  H.  B.  Gotten,  Memphis  (1941) 

Dr.  W.  O.  Baird,  Henderson  (1939) 

Dr.  J.  M.  Lee,  Nashville  (1939) 

COMMITTEE  ON  MEMOIRS 
Dr.  H.  M.  Tigert,  Chairman,  Nashville  (1941) 

Dr.  J.  C.  Brooks,  Chattanooga  (1941) 

Dr.  E.  L.  Ellis,  Maryville  (1940) 

Dr.  L.  J.  Lindsey,  Covington  (1940) 

Dr.  B.  T.  Nolen,  Franklin  (1939) 


COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  J.  R.  Reinberger,  Chairman,  Memphis  (1941) 
Dr.  M.  S.  Lewis,  Nashville  (1941) 

Dr.  H.  P.  Hewitt,  Chattanooga  (1941) 

Dr.  Andrew  Smith,  Knoxville  (1940) 

Dr.  C.  W.  Friberg,  Johnson  City  (1940) 

Dr.  L.  C.  Harris,  Lawrenceburg  (1940) 

Dr.  D.  T.  Holland,  Newbern  (1939) 

Dr.  J.  E.  Powers,  Jackson  (1939) 

COMMITTEE  ON  CHILD  WELFARE 
Dr.  Frazier  Binns,  Chairman,  Nashville  (1941) 
Dr.  J.  B.  Phillips,  Chattanooga  (1939) 

Dr.  Oliver  Hill,  Knoxville  (1940) 

Dr.  W.  D.  Mims,  Memphis  (1939) 

CANCER  COMMITTEE 
Dr.  Ralph  Monger,  Chairman,  Knoxville  (1940) 
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anomalies  and  nine  were  secondary  to  acquired 
gynatresia.  Imperforate  hymen  is  the  most  fre- 
quent congenital  anomaly  producing  hematometra. 
The  etiologic  factors  causing  acquired  atresias  are 
childbirth  injuries  and  post-partum  infection. 
Cervical  cauterization,  X-ray  therapy,  atrophic 
changes,  and  cervical  tumors  also  cause  stenosis 
leading  to  hematometra.  In  children  the  diag- 
nostic triad  is  an  imperforate  bulging  hymen,  a 
pelvic  tumor,  and  delayed  menses.  In  adults,  diag- 
nosis is  not  as  simple,  since  the  gynatresia  is  usual- 
ly acquired  and  partial.  Large  hematometra  are 
therefore  rare.  Treatment  is  always  surgical. 
Conservatism  is  advocated. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Vitamin  C Balance  in  Patients  with  Senile  Cataract. 

J.  Seefried.  Archives  of  Ophthalmology,  January, 

1939. 

The  relation  between  vitamin  C intake  and  excre- 
tion in  patients  with  senile  cataract  was  deter- 
mined by  means  of  the  tolerance  test  of  Jezler, 
Kapp,  and  Niederberger.  The  patient  receives 
daily,  in  addition  to  his  ordinary  diet,  300  milli- 
grams of  vitamin  C by  mouth.  This  abnormally 
high  intake  raises  the  vitamin  excretion  in  the 
urine.  The  number  of  days  which  must  elapse 
until  the  patient’s  system  becomes  so  saturated 
with  vitamins  that  fifty  per  cent  of  the  daily  in- 
take is  excreted  again  in  one  day  has  been  found 
to  be  a significant  index  of  the  patient’s  vitamin 
C metabolism.  Comparing  forty-four  patients 
with  senile  cataracts  with  twenty-five  controls  of 
approximately  the  same  age,  the  author  found 
that,  on  the  average,  it  takes  the  patient  with 
senile  cataract  three  days  longer  than  the  control 
to  reach  the  point  where  fifty  per  cent  of  the  vita- 
min intake  is  excreted  again.  This  suggests  the 
presence  of  a general  disturbance  of  the  vitamin 
C metabolism  in  cataractous  patients. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


The  Problem  of  the  Thymus  in  Children.  A.  Graeme 
Mitchell,  M.D.,  and  Josef  Warkany,  M.D.  The 
Journal  of  the  American  Medical  Association,  112: 
283-285,  January  28,  1939. 

Necropsies  have  shown  that  the  thymus  may 
compress  the  trachea,  blood  vessels,  and  nerves, 
and  tracheal  compression  has  been  demonstrated 
during  life. 

An  enlarged  thymus  may  cause  stridor,  dyspnea, 
cyanosis,  and  dysphagia.  Other  conditions  may 
also  cause  these  symptoms.  The  stridor  from 
hyperplasia  of  the  thymus  is  continuous,  only  mod- 


erately diminished  during  rest  and  sleep,  and  is 
noted  with  both  inspiration  and  expiration.  Stridor 
may  be  caused  by  congenital  abnormalities  of 
larynx  or  pharynx,  new  growths,  adenoids,  deep- 
seated  goiter,  and  other  conditions. 

While  the  thymus  may  cause  cyanosis,  that 
symptom  in  the  newborn  is  more  often  caused  by 
brain  abnormality  or  injury,  congenital  heart  dis- 
ease, atelectasis,  and  other  conditions.  Any  ob- 
struction of  the  upper  respiratory  tract  may  pro- 
duce inspiratory  retractions.  Likewise,  dysphagia 
is  more  often  caused  by  other  conditions  than  an 
enlarged  thymus. 

Most  clinicians  are  unable  to  percuss  accurately 
the  area  of  thymic  dullness  or  palpate  the  gland 
in  the  suprasternal  notch.  Roentgenograms  made 
and  interpreted  by  experts  are  valuable  aids  to 
diagnosis. 

Irradiation  is  the  treatment  for  enlarged  thymus, 
if  treatment  is  indicated.  All  enlarged  thymus 
glands  do  not  require  treatment.  No  harm  should 
result  from  one  to  three  radiologic  treatments 
properly  given. 

Paltauf’s  original  description  of  the  child  with 
the  status  thymicolymphaticus  cited  among  other 
findings  enlargement  of  the  thymus.  The  author 
feels  that  this  is  one  detail  of  a syndrome  and  not 
the  cause  of  the  condition,  hence  treatment  of  the 
thymus  would  not  improve  the  patient’s  condition. 

Regarding  the  role  of  the  thymus  gland  as  an 
endocrine  organ  it  is  stated,  “Present  knowledge 
of  the  functions  of  the  thymus  has  not  led  to  any 
clinical  implications  which  are  helpful  in  the  treat- 
ment of  endocrine  syndromes  presumably  associ- 
ated with  thymic  abnormality.  Any  such  abnor- 
mality would  be  only  part  of  a pluriglandular  syn- 
drome.” 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


Radiation  Therapy  of  Chronic  Mastitis.  Taylor,  H.  C., 

Jr.,  and  Brown,  R.  L.  Am.  J.  R.  and  R.  T.,  Vol.  40, 

No.  4,  page  517,  October,  1938. 

Clinically,  cases  are  divided  into: 

(1)  Those  in  which  pain  is  the  predominating 
symptom.  In  the  most  marked  cases  of  this  type, 
the  breasts  hypertrophy  and  a diffuse  nodularity 
develops,  especially  in  the  outer  quadrants.  Con- 
stant soreness  is  present,  which  is  increased  before 
each  menstrual  period.  There  is  a sense  of  weight 
and  pain,  which  may  be  severe  enough  to  cause 
loss  of  sleep. 

(2)  The  second  type  is  characterized  by  some 
type  of  secretion  from  the  nipple,  serous,  milky, 
or  sometimes  thick  and  pastelike.  Some  of  these 
cases  have  moderate  pain.  In  these  cases  the  clin- 
ical signs  are  most  marked  in  the  central  portion 
of  the  breast,  where  dilated  ducts  can  often  be 
palpated  beneath  the  areola. 
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Radiation  may  be  used  according  to  two  distinct- 
ly different  theories. 

(A)  Direct  irradiation  must  produce  definite 
tissue  changes  if  it  is  to  relieve  symptoms.  It  may 
accomplish  this  by  destroying  epithelium,  by  re- 
ducing vascularity  by  its  effect  upon  the  vessel 
walls,  by  reducing  a fibrosis,  or  possibly  by  acting 
upon  sensory  nerve  endings.  Any  of  these  effects 
will  require  large  doses  because  the  structures  to 
be  influenced  are  relatively  resistant  to  radiation. 

The  dosage  has  varied  considerably,  but  the  best 
results  have  been  obtained  with  doses  of  approxi- 
mately 1,200  r generated  at  200  kilovolts,  delivered 
in  three  treatments,  with  five-tenths  millimeter 
copper  filtration.  Of  the  twenty-two  cases  treated 
none  were  completely  relieved  of  pain  by  direct 
irradiation,  but  about  two-thirds  did  get  marked 
amelioration  of  symptoms. 

(B)  The  second  method  of  radiation  therapy  of 
chronic  mastitis  is  an  indirect  one,  by  which 
atrophy  of  the  breast  is  produced  through  artificial 
suppression  of  the  ovarian  function.  The  amount 
of  irradiation  required  is  small,  because  of  the 
extreme  radiosensitivity  of  the  granulosa  cells  of 
the  ovarian  follicles. 

Of  the  eighteen  cases  who  received  irradiation 
to  the  pelvis,  the  average  age  was  forty-one  years 
— the  youngest  thirty-three  years,  and  the  oldest 
fifty-one  years.  The  dose  varied  considerably  with 
the  age  of  the  patient,  and  whether  or  not  a tem- 
porary, a permanent  menopause  was  desired.  The 
estrogenic  hormone  content  of  the  urine  was  care- 
fully checked,  and  the  breast  symptoms  greatly 
improved  or  disappeared  when  it  was  greatly  re- 
duced. Improvement  resulted  in  seventeen  of  the 
eighteen  cases. 

Twenty-two  cases  of  chronic  mastitis  treated  by 
direct  irradiation  of  the  breast  are  reported  with 
improvement  noted  in  about  two-thirds.  Eighteen 
cases  of  treatment  of  chronic  mastitis  by  irradia- 
tion of  the  ovaries  are  reported  with  improvement 
in  seventeen.  ' The  indications  and  contraindica- 
tions for  these  methods  are  discussed. 


SURGERY  — GENERAL  AND 

ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


The  Diagnosis  and  Treatment  of  Chronic  Endocervicitis. 

Roy  W.  Mohler,  M.D.  Surgical  Clinics  of  North 

America,  December,  1938. 

This  condition  is  in  reality  a chronic  cervicitis 
since  there  are  changes  in  the  entire  cervix  rather 
than  just  in  the  endocervix.  The  anatomy  and 
physiology  of  the  cervix  are  briefly  reviewed,  de- 
scribing the  changes  in  this  organ  during  the 
phases  of  the  life  of  a female.  The  changes  found 
in  chronic  endocervicitis  usually  arise  from  either 


an  acute  gonorrheal  infection  or  a misplacement 
of  the  endocervical  tissues.  In  chronic  gonorrheal 
endocervicitis  the  organism  is  difficult  to  isolate, 
though  the  infection  may  persist  indefinitely.  Mis- 
placement of  endocervical  tissue  may  be  due  to  a 
congenital  eversion,  trauma  of  labor,  or  some  oper- 
ative manipulation  on  the  cervix,  resulting  in  ero- 
sion, eversion,  ectropion,  or  ulcer.  Changes  in  this 
misplaced  tissue  occur  as  a result  of  the  acid  vagi- 
nal secretion  and  the  infection  of  the  bacteria  in  the 
vagina. 

The  diagnosis  is  made  from  a history  of  a 
change  in  the  vaginal  secretion  or  a leukorrhea 
and  changes  in  the  feel  and  appearance  of  the 
cervix.  Nodules  may  be  felt  which  are  retention 
cysts  caused  by  inflammatory  changes  at  the  ostia 
of  the  cervical  glands  producing  a blocking.  These 
nabothian  cysts  appear  as  enlarged  areas  with 
some  blanching  of  the  overlying  mucous  mem- 
brane. Good  illumination  is  necessary.  The  cer- 
vical canal  may  appear  cyanotic  and  edematous 
and  areas  of  obstruction  may  be  present.  Bleed- 
ing may  occur  in  an  area  of  eversion,  but  the 
tissue  is  not  friable,  and  the  induration  does  not 
extend  deeply  in  a simple  endocervicitis.  If  the 
tissue  looks  suspicious,  take  a biopsy.  The  pres- 
ence of  pus  cells  in  the  cervical  secretion  indicates 
chronic  endocervicitis  since  these  are  not  present 
normally. 

Treatment  depends  upon  the  cause  and  extent 
of  involvement.  If  it  is  gonorrheal  in  origin,  drain- 
age by  dilatation  of  the  external  os  and  the  appli- 
cation of  heat  by  vaginal  douches,  Elliott  hydro- 
therm, or  diathermy  will  usually  effect  a cure.  If 
these  measures  fail,  the  infected  endocervical  tis- 
sues should  be  destroyed.  If  misplacement  of 
tissue  is  the  cause,  this  is  best  treated  in  its  in- 
cipiency  by  cauterization  with  electric  cautery  or 
coagulation.  This  can  be  done  in  the  office.  A 
few  linear  strokes  one-eighth  inch  deep  and  one- 
half  inch  apart  are  made  through  the  everted  area. 
If  coagulation  apparatus  is  available,  this  is  applied 
to  all  everted  areas  in  a regular  and  even  outline. 
An  increase  in  discharge  is  noted  for  a week  or 
two  which  subsides  with  healing.  A warm  vaginal 
soda  douche  is  used  during  this  time. 

If  the  endocervicitis  is  of  long  standing  and 
extensive  cystic  changes  have  occurred,  more  for- 
midable measures  must  be  used.  Much  of  the 
body  of  the  cervix  with  the  endocervical  tissue 
must  be  removed.  The  methods  generally  used  are 
cauterization,  coagulation,  endocervical  resection 
(conization).  Sturmdorf  amputation,  trachelor- 
rhaphy, and  trachelectomy.  Most  of  these  methods 
require  hospitalization  and  anesthesia.  The  author 
briefly  describes  the  Hyams  conization  technic. 
Complications  to  be  avoided  are  infection,  bleed- 
ing, stenosis  of  the  cervix,  and  incomplete  cures. 
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UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
Medical  Building,  Knoxville 


Treatment  of  Urinary  Infections  in  Children  with  Sul- 
fanilamide. Pearl  Summerfeldt  and  D.  R.  Mitchell. 
Journal  of  Urology,  January,  1939. 

Children  tolerate  sulfanilamide  even  better  than 
adults  do,  although  they  metabolize  the  drug  very 
much  the  same.  Infants  under  two  years  of  age 
have  been  given  as  much  as  fifty  grains  per  day 
without  untoward  effects. 

The  maximum  concentration  in  the  blood  of  a 
ten-grain  dose  is  reached  in  one  to  two  hours, 
causing  a two  to  three  milligram  per  cent  concen- 
tration. The  drug  is  excreted  rapidly,  resulting 
in  a concentration  that  falls  below  one  milligram 
per  cent  within  approximately  four  hours.  In 
several  cases,  urine  concentration  of  over  200 
milligrams  per  100  cubic  centimeters  was  obtained. 

Complications  and  toxic  reactions  are  much  less 
common  in  children  than  in  adults.  In  a group 
of  forty  cases  only  one  failed  to  tolerate  the  drug. 
Fluids  are  not  restricted  in  children  because  of 
the  ease  with  which  dehydration  and  acidosis  de- 
velop. To  compensate  for  the  relatively  high  fluid 
intake,  the  amount  of  the  drug  given  to  the  child 
is  large  compared  to  the  adult  dose. 

In  children,  one  usually  deals  with  acute  pye- 


litis, or  chronic  pyelitis  secondary  to  some  con- 
genital urinary  abnormality. 

The  forty  cases  reported  were  all  female,  and 
all  had  a complete  genitourinary  study.  There 
were  twenty-nine  cases  of  acute  pyelitis,  eleven 
had  chronic  pyuria  without  fever  associated  with 
slight  dilatation  of  the  renal  pelvis.  The  age  va- 
ried from  infancy  to  thirteen  years.  In  thirty-four 
cases  B.  coli  was  found  in  the  urine,  B.  coli  and 
staphylococci  in  three,  staphylococci  in  two,  and 
there  was  one  case  of  nonhemolytic  streptococci. 

From  thirty  to  fifty  grains  of  sulfanilamide  and 
the  same  amount  of  sodium  bicarbonate  were 
given  daily  in  the  group  from  six  to  thirteen 
years  of  age,  thirty  grains  of  sulfanilamide  and 
an  equal  amount  of  sodium  bicarbonate  in  the 
group  from  two  to  six  years  of  age,  and  in  the 
cases  under  two  years,  twelve  to  twenty-five  grains 
of  sulfanilamide  and  an  equal  amount  of  sodium 
bicarbonate  were  given  daily. 

The  treatment  was  kept  up  for  two  days  after 
the  urine  became  sterile.  In  all  cases  with  the 
exception  of  two  this  took  place  in  from  one  to 
ten  days.  Fifty  per  cent  were  sterile  in  four  days. 
Five  cases  had  a recurrence  in  a few  days,  one 
developed  a severe  cyanosis,  and  failed  to  tolerate 
the  drug.  One  cleared  up  after  a more  prolonged 
course  of  treatment,  and  the  others  failed  to  re- 
spond to  the  second  course.  Two  cases  failed  to 
respond  after  five  days,  and  the  treatment  was 
discontinued. 
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VITAMIN  B* 


R.  J.  Buckman,  M.D.,  La  Follette 


I.  Introduction 

WE  ARE  PRONE  to  minimize  the 
value  of  vitamins  on  the  grounds 
that  they  are  only  recently  spoken 
of  as  being  so  essential  to  the  growth  and 
development  of  the  individual.  A few  years 
ago  they  were  practically  unknown.  But 
times  have  changed,  child  care  has  changed, 
and  diets  have  changed.  Contrast  the  diet 
of  the  infant  for  whom  you  are  now  pre- 
scribing with  the  diet  you  had  when  you 
were  a child.  It  seems  we  just  grew  up 
in  spite  of  the  vitamins.  We  have  to  look 
no  farther  than  in  some  of  the  mining 
camps  to  see  an  infant  thriving  under  con- 
ditions which,  we  are  sure,  would  be  rapidly 
fatal  to  a child  of  the  better  situated  peo- 
ple. Laymen  are  better  instructed  now  and, 
as  the  general  knowledge  of  medicine  in- 
creases, it  is  the  physician’s  privilege  and 
duty  to  utilize  this  knowledge. 

II.  Nature  of  Vitamins  in  General 
Animals,  including  man,  are  accustomed 
to  live  on  fresh,  native  foods,  plants,  and 
the  flesh  of  other  animals.  When  man  is 
made  to  live  on  purified,  highly  refined 
foods,  nutritional  failure  results  and  char- 
acteristic disease  ensues.  Certain  essen- 
tials are  lacking  in  this  purified  diet,  name- 
ly vitamins. 

Vitamins  are  defined  as  a class  of  sub- 
stances existing  in  minute  quantities  in 
natural  foods,  and  necessary  to  normal  nu- 

*Read before  the  Campbell  County  Medical  So- 
ciety, November  23,  1938,  La  Follette,  Tennessee. 


trition,  the  absence  of  which  produces  de- 
ficiency diseases.  The  only  reason  vitamins 
are  grouped  together  and  called  a group 
name  is  accidental  because  they  were  dis- 
covered in  rapid  succession.  They  are  not 
a natural  group,  neither  in  chemical  nature 
nor  in  nutritional  function.  Each  vitamin 
is  specific  and  belongs  to  radically  different 
types  of  organic  compounds.  Whatever 
therapeutic  properties  individual  vitamins 
possess,  a vitamin  is  primarily  a nutritional 
factor.  Vitamins  should  be  considered  as 
nutrients  rather  than  drugs. 

III.  Occurrence  of  Vitamin  B and  Its 
Physical  Properties 

Vitamin  B is  complex  and  consists  of  B-l, 
whose  outstanding  characteristics  are  its 
antineuritic  value  and  its  value  for  the  pro- 
motion and  maintenance  of  the  appetite; 
B-2,  or  G,  characteristic  for  its  antipel- 
lagric  and  antianemic  value. 

B-l  is  a thiazol-pyrimidine  compound, 
thiamin  chloride,  the  formula  and  synthesis 
of  which  was  discovered  by  Williams  and 
Cline.  It  is  soluble  in  water,  glycerine,  and 
alcohol ; insoluble  in  oils,  ether,  and  acetone. 
It  is  unstable  at  high  temperatures ; stable 
in  acid  and  unstable  in  alkaline  media.  It 
is  absorbed  by  fuller’s  earth,  silicates,  and 
charcoal.  The  main  source  is  yeast,  wheat 
germ,  and  rice  polishings.  It  is  also  found 
in  root  and  leafy  vegetables,  eggs,  fruit, 
brain,  and  fish  roe. 

B-complex  includes  the  antipellagric  fac- 
tor, B-2  or  G,  and  the  recently  developed 
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nicotinic  acid.  It  is  soluble  in  water  and 
diluted  alcohol  and  insoluble  in  oils.  It  is 
moderately  stable  to  oxidation  and  in  acid 
and  alkaline  media.  It  is  stable  to  heat  and 
sensitive  to  light.  Main  source  is  yeast, 
milk,  and  liver.  It  is  also  found  in  eggs, 
haddock,  salmon,  spinach,  carrots,  potato, 
peas,  and  tomatoes. 

IV.  Physiology 

A.  Excretion  of  B is  commensurate  with 
the  intake,  for  there  is  no  storage  of  this 
vitamin  in  the  body.  Normally  there  are 
excreted  twenty  I.U.  per  day.  In  deficiency 
states,  from  three  to  eight,  I.U.  are  ex- 
creted. Normal  needs  of  the  body  are 
around  400  I.U.  per  day. 

B.  That  the  Growth  of  the  body  is  direct- 
ly influenced  by  the  B-complex  has  been 
clearly  demonstrated  by  experiments  con- 
ducted on  normal  babies.  Those  receiving 
the  vitamin  were  uniformly  larger  at  the 
end  of  a three-month  period  in  all  meas- 
urements and  weight  than  those  without 
the  vitamin.  The  growing  child  needs  vita- 
min B in  relatively  greater  amounts  since 
its  metabolism  is  greater.  Vitamin  B is  a 
stimulant  to  metabolism  and  to  certain  en- 
docrine glands.  It  is  the  essential  growth 
factor  in  the  young.  It  is  required  in  large 
amounts  in  infancy,  at  puberty,  in  preg- 
nancy and  during  lactation. 

C.  Gastro-Intestinal  Tract. — Vitamin  B 
stimulates  the  appetite  and  aids  digestion 
and  assimilation.  It  assists  in  maintaining 
certain  metabolic  processes,  for  example, 
that  of  carbohydrates.  The  muscle  tonus 
of  the  intestine  is  increased.  Since  vitamin 
B has  some  effect  on  the  well-being  of 
lymphoid  tissue,  it  thus  aids  proper  assimi- 
lation of  food. 

D.  Carbohydrate  Metabolism  is  depend- 
ent on  B-l  for  the  completion  of  the  oxida- 
tion process.  B-l  is  thought  to  act  here  as 
a catalyst.  A person  who  is  on  a starvation 
diet  does  not  develop  beriberi ; hence,  a 
plausible  theory  is  that  B-l  is  essential  to 
carbohydrate  metabolism,  and  in  the  ab- 
sence of  B-l  starch  digestion  leads  to  the 
production  of  poisons — lactic  and  pyro- 
racemic  acids — which  are  known  definitely 
to  cause  polyneuritis.  Since  the  vitamin 
B-l  need  is  in  direct  proportion  to  the  car- 


bohydrate intake,  deficiency  diseases  are 
likely  to  occur  in  those  whose  ingestion  of 
carbohydrates  is  high  in  proportion  to  their 
vitamin  needs.  By  bringing  about  a more 
complete  oxidation  of  carbohydrates,  vita- 
min B-l  lowers  the  blood  sugar,  increases 
the  carbohydrate  tolerance,  and  causes  pre- 
viously present  glycosuria  to  disappear. 

E.  Nervous  System. — Vitamin  B-l  has  a 
profound  effect  on  the  peripheral  portions 
of  the  sensory  nerves,  and  sometimes  in  the 
motor  portions.  B-2  affects  the  peripheral 
nerves  and  also  the  central  nervous  system. 
V.  Pathology  Caused  by  Deficiency 

A.  Growth. — Infants  fail  to  grow  when 
inadequate  amounts  of  B are  supplied.  In 
the  adult,  loss  of  weight  occurs,  loss  of 
vigor.  There  is  lack  of  luster  in  the  hair 
and  a generalized  asthenia  or  sense  of 
weakness. 

B.  Gastrointestinal  Tract.— There  is  a 
general  lack  of  tonus  in  the  intestinal  tract, 
particularly  in  the  upper  portion.  Vitamin 
B causes  an  atrophy  and  congestion  of  the 
intestinal  wall  with  loss  of  neuromuscular 
control.  This  is  accompanied  by  disturb- 
ance of  secretion  and  impairment  of  as- 
similative powers  with  a breakdown  of  nor- 
mal defenses  against  bacterial  invasion.  In 
B-l  the  distinguishing  result  of  deficiency 
is  the  generalized  loss  of  tone  and  degenera- 
tive changes  with  anorexia,  constipation, 
and  distension.  In  B-2  deficiency  the  dis- 
tinguishing result  in  disturbance  of  normal 
gastric  secretion  (achylia)  with  slick,  red 
tongue,  tenderness  of  the  mouth,  esophagus, 
and  stomach,  with  characteristic  inflamma- 
tion and  diarrhea.  The  end  result  of  de- 
ficiencies of  the  B-complex  is  emaciation 
and,  if  sufficiently  severe,  convulsions. 

C.  Skin. — B-2  deficiency  causes  charac- 
teristic bilateral  symmetric  lesions  of  the 
skin  of  the  forearm  and  leg  and  in  the  an- 
terior upper  surface  of  the  chest.  These 
lesions  resemble  sunburn,  and  after  all  in- 
flammation has  subsided  there  is  a slight 
residual  brownish  pigmentation.  There  is 
loss  of  hair,  acrodynia  (a  painful  burning 
sensation  of  the  palms  of  hands  and  soles 
of  feet),  and  general  atony  of  the  skin. 
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D.  Circulatory  System. — There  are  de- 
generative changes  in  the  myocardium  clin- 
ically evidenced  by  a bradycardia.  There 
is  a lack  of  water  in  the  blood  (dehydra- 
tion) . 

E.  Nervous  System.— There  is  a nonin- 
flammatory destruction  of  the  myelin 
sheath  of  the  peripheral  nerves:  the  sci- 
atics,  femorals,  tibials,  peroneals,  medians, 
ulnars,  vagi,  and  phrenics.  The  nerves  of 
the  lower  extremity  suffer  most.  Later 
the  axis-cylinder  begins  to  degenerate. 
Clinically,  this  degeneration  is  evidenced  by 
a polyneuritis.  There  is  a mild  degenera- 
tion of  the  anterior  horn  cells  of  the  spinal 
cord,  causing  muscular  incoordination  of 
the  lower  extremities.  The  injury  to  the 
nerves  causes  muscular  atrophy,  fatigue, 
and  loss  of  vigor.  In  the  late  stage  of  B-2 
deficiency  there  is  a degeneration  of  the 
central  nervous  system. 

A fundamental  distinction  exists  between 
the  nervous  and  alimentary  manifestations 
of  B deficiency.  The  former  are  a func- 
tional disturbance  with  relatively  little 
demonstrable  pathology;  the  latter  are  a 
widespread  destruction  of  tissue.  Clinical- 
ly the  alimentary  disturbances  are  more 
important. 

VI.  Therapeutics 

A.  Beriberi. — This  disease  must  neces- 
sarily head  the  list  since  the  efficacy  of  B-l 
therapy  has  been  so  conclusively  demon- 
strated that  today  there  is  no  doubt  of  its 
specificity.  Beriberi  (from  a Singhalese 
word  meaning  “I  cannot”  and  reduplicated 
for  emphasis)  was  the  scourge  of  the  Jap- 
anese navy  for  centuries  and  was  charac- 
terized by  progressive  weakness  and  pain 
and  subsequent  paralysis  of  the  lower  ex- 
tremities. In  1885  Eijkman  discovered  the 
disease  was  due  to  an  unknown  substance 
in  rice  polishings,  which  he  called  nutri- 
tional polyneuritis.  Barley  was  substituted 
for  polished  rice,  which  was  heretofore  the 
chief  ration,  and  the  condition  known  as 
beriberi  disappeared.  Beriberi  is  not  a 
practical  consideration  in  this  country  ex- 
cept occasionally  in  prison  camps  and  en- 
demically  in  isolated  areas  in  Louisiana. 

B.  Infantile  Beriberi  is  a definite  clinical 
entity.  Vitamin  B passes  to  the  mother’s 


milk  only  when  present  in  adequate  amounts 
in  her  diet.  This  condition  does  occur  fre- 
quently in  mild  cases,  and,  less  often  in 
the  graver  cases. 

Symptoms  are:  gastrointestinal  upsets; 
restlessness;  pallor  and  waxy  color  of  the 
skin  (low  hemoglobin)  ; a whining,  feeble 
cry ; oliguria ; colicy  pain  resulting  in  rigid- 
ity and  cyanosis ; meningeal  symptoms ; 
muscle  tenderness ; reduction  of  patellar  re- 
flexes; general  weakness  of  limbs;  and,  if 
neglected,  death  (from  cardiac  failure) . 

Treatment  is  to  supply  the  mother  with 
four  times ' the  normal  requirements  or 
about  1,500  I.U.  daily.  One  milligram  of 
crystalline  vitamin  B-l  contains  300  I.U. 
The  vitamin  mixed  with  the  carbohydrate 
of  the  mother’s  milk  will  in  this  way  be 
more  effective  than  if  supplied  in  pure  form 
to  the  child. 

C.  Gastrointestinal  Conditions. — In  this 
group  the  prime  considerations  are  abnor- 
malities in  growth,  and  constipation.  When 
we  consider  the  physiology  of  vitamin  B 
(q.v.)  in  the  alimentary  tract,  it  is  easily 
understood  that  its  administration  will  aid 
in  the  restoration  of  tone  and  in  improve- 
ment in  assimilation.  B corrects  the  ano- 
rexia and  constipation,  and  by  means  of 
proper  oxidation  of  carbohydrates  effects 
an  increase  in  growth. 

D.  Polyneuritis. — In  this  connection  are 
considered  the  cases  of  polyneuritis  and 
neuritis  that  are  of  obscure  origin  and, 
hence,  blamed  on  various  foci  of  infection. 
The  neuritis  is  assumed  to  be  due  to  the 
accumulation  of  the  poisonous  metabolic 
product,  pyroracemic  acid,  in  the  tissues. 
This  is  a severe  nerve  poison  affecting  par- 
ticularly the  peripheral  sensory  nerves,  and 
also  the  nervous  mechanism  of  the  various 
secretory  glands  of  the  body  as  well  as  the 
ductless  glands.  Administration  of  vitamin 
B-l  has  given  excellent  results  in  cases  of 
intractable  sciatica,  and  other  stubborn 
neuritis  cases,  also  herpes  zoster.  In  one 
series  of  sixty  particularly  refractory  cases 
there  was  reported  a cure  in  forty  per  cent 
and  very  much  improvement  in  thirty-five 
per  cent. 

E.  Alcoholic  Polyneuritis.  — Since  the 
vitamin  B needs  of  the  body  are  in  direct 
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proportion  to  the  caloric  intake,  alcohol, 
which  has  an  extremely  high  caloric  value, 
increases  the  vitamin  B need.  The  major- 
ity of  alcoholics  with  polyneuritis  come 
from  the  poorer  classes  who  are  hardly  ex- 
pected to  consume  a normal  vitamin  need, 
much  less  one  increased  by  the  chronic  in- 
take of  alcohol.  Daily  consumption  of 
alcohol  causes  atrophic  gastritis  and  fatty 
hepatitis.  Combination  of  these  lesions 
with  deficient  nourishment  causes  avitamin- 
osis. Vitamin  B therapy  plays  a definite 
role  in  the  general  treatment  of  the  poly- 
neuritis of  alcoholics.  Experiments  have 
been  conducted  in  which  B was  fed  and  al- 
cohol continued,  and  there  was  definite  im- 
provement. I have  treated  recently  a case 
of  acute  alcoholism  superimposed  on  a 
chronic  alcoholism  by  the  administration  of 
2,000  I.U.  of  B-l  with  prompt  and  dramatic 
relief  of  symptoms. 

F.  Diabetes. — It  is  my  prediction  after  a 
thorough  review  of  all  available  recent  lit- 
erature that  the  treatment  of  diabetes  in 
the  future  will  include  some  form  of  vita- 
min B-l  therapy.  Tests  performed  on  fifty 
diabetics  after  a period  of  starvation  prove 
that  glucose  administered  with  vitamin  B-l 
has  about  the  same  effect  as  that  given  with 
insulin.  In  diabetics  B-l  lowers  the  blood 
sugar,  increases  the  carbohydrate  tolerance, 
and  does  not  affect  the  renal  threshold. 
Some  off-color  preparations  in  the  past 
have  given  the  diabetic  a false  sense  of  se- 
curity in  that  they  raise  the  renal  threshold 
for  sugar  and  thus  allow  a relatively  high 
glycemia,  with,  consequently,  no  detectable 
glycosuria.  But  B-l  has  a true  insulin- 
like effect.  It  is  characteristic  that  dia- 
betics have  a generally  reduced  resistance, 
a tendency  toward  polyneuritis,  and  show  a 
great  liability  to  nerve  injury  and  a poor 
power  to  repair  in  case  of  injury.  In  dia- 
betes B-l  serves  two  functions:  increase 


of  carbohydrate  tolerance  and  economy  of 
insulin. 

G.  Pregnancy. — Vitamin  B needs  of  the 
pregnant  are  increased  fourfold.  This,  in 
the  opinion  of  many,  is  the  cause  of  the 
vomiting  of  pregnancy.  I personally  have 
had  uniformly  good  results  with  adminis- 
tration of  B-l  extract,  using  2,000  units 
(or  6.66  milligrams  of  crystalline  B-l)  on 
alternate  days.  One  case  in  particular,  who 
in  previous  pregnancies  was  tormented 
with  vomiting  during  the  entire  period  of 
gestation,  has  so  far  been  symptom  free 
at  the  sixth  month.  She  was  given  2,000 
I.U.  daily  for  six  days  then  placed  on  a 
maintenance  dosage  of  B-l  extract  tablets 
(Upjohn’s  cerylexin). 

H.  Pellagra. — B-2,  or  G,  has  long  been 
recognized  as  a factor  in  pellagra.  Re- 
cently a fraction  of  B-2,  called  nicotine  acid, 
has  been  developed  which  is  very  effective 
in  curing  the  early  manifestations  of  pella- 
gra, causing  a disappearance  of  dermatitis 
in  twenty-four  to  thirty-six  hours.  The 
administration  of  dried  brewers’  yeast  has 
become  so  definite  a standard  in  the  routine 
treatment  of  pellagra  that  its  elaboration 
is  not  necessary  here. 

VII.  Conclusion 

Vitamin  B is  a nutritional  factor  and 
not  a drug.  If  the  disease  caused  by  its 
deficiency  has  progressed  so  far  that  the 
pathologic  processes  caused  thereby  are  ir- 
reversible, naturally  no  good  can  come  from 
its  use.  All  authors  are  agreed  that  the 
parenteral  administration  of  the  vitamin, 
especially  in  the  cases  of  neuritis,  has  a 
decidedly  better  effect  than  the  oral.  In- 
traspinal  infection  has  recently  been  used 
with  very  good  results  in  cases  of  intrac- 
table pain,  e.  g.,  from  inoperable  cancer 
and  in  nervous  system  diseases  of  unknown 
etiology. 
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BY  WAY  of  introduction  an  outline  of 
the  history  and  principles  of  the  in- 
sulin and  metrazol  shock  treatments 
should  be  presented  since  the  insulin  treat- 
ment was  the  forerunner  and  since  there 
were  a good  many  hypothetical  principles  in 
the  use  of  insulin  which  suggested  the  use  of 
metrazol.  Sakel  is  erroneously  recognized 
as  the  originator  of  this  treatment.  In- 
sulin therapy  obtained  its  distinction  from 
Professor  Otto  Potzl  of  the  Vienna  Clinic. 
Sakel  himself  stated  “practical  application 
of  this  treatment  begins  at  the  moment 
when  Professor  Potzl  introduced  it  in  his 
clinic.”  The  therapy  dates  back  to  1928. 
To  Sakel  must  be  given  the  credit  for  the 
courage  in  the  use  of  this  treatment  and 
for  working  out  the  hypothetical  principles 
upon  which  it  is  based.  In  the  treatment 
of  morphine  addicts  he  first  of  all  noticed 
that  insulin  abolished  the  usual  irritation 
of  the  nerve  cells  following  the  abstinence 
from  morphine.  From  this  observation  he 
attempted  to  influence  other  states  of  ex- 
citation by  means  of  insulin.  It  was  then 
by  chance  that  he  produced  deeper  hypo- 
glycemic reactions  than  he  had  intended 
and  he  was  able  to  then  observe  that  these 
reactions  lead  to  much  quicker  and  more 
substantial  alterations  in  the  mental  states. 
He  laid  stress  on  the  epileptoid  phenomena 
which  sometimes  accompanied  deep  hypo- 
glycemia and  in  order  to  make  them  still 
more  constant  he  resorted  to  the  use  of  sev- 
eral drugs  to  bring  on  epileptic  seizures, 
among  them  being  strychnine,  camphor, 
and  cardiozol.  He  tried  these  drugs  before 
and  during  the  state  of  actual  insulin  shock 
as  a means  of  provoking  seizures.  In  the 
course  of  years  he  abandoned  such  remedies 
aimed  to  produce  convulsions,  for,  as  he 
says,  “I  have  gained  the  impression  that 
hypoglycemia  as  such  and  nothing  else  acts 
on  the  psychoses.”  He  subsequently  ad- 
mitted that  the  “epileptic  attack  prepares 


*Read  before  the  East  Tennessee  Medical  Society, 
Clinton,  October  4,  1938. 


the  way  for  the  favorable  results  of  insulin 
shock  therapy.”  As  he  compared  the  two, 
“the  epileptic  attack  is  the  artillery  which 
prepares  the  way  for  the  hypoglycemia,  the 
infantry  in  the  battle  against  the  disease.” 
Sketchily,  Sakel  reasoned  that  the  nerve 
cells  in  their  evolutionary  development  have 
acquired  newer  and  newer  fiber  pathways 
as  the  more  highly  developed  processes  be- 
came necessary.  These  fiber  pathways  are 
of  a more  highly  specialized  order  and  are 
connected  with  a great  many  various  func- 
tioning centers.  They  are  of  recent  phylo- 
genetic origin  and  are,  therefore,  the  first 
to  suffer  attack  by  disease  processes  and 
also  are  the  first  to  recover  after  the  dis- 
ease process  has  been  terminated.  That  in 
the  psychotic  states  these  fiber  pathways 
are  blocked  and  that  the  impulses  resort  to 
the  older  pathways  which  represent  the 
lower  physical  functions  and  also  that  cer- 
tain impulses  over  these  new  pathways  are 
short-circuited  to  other  pathways,  thereby 
resulting  in  reactions  which  are  abnormal 
and  out  of  stride  with  the  usual  expectant 
reaction  and  result  in  abnormal  reactions. 
That  insulin  in  some  way  impedes  this  flow 
of  impulses  over  the  old  pathways  and  also 
inhibits  the  short-circuiting  mechanism  to 
the  other  centers.  That  convulsive  seizures 
in  some  way  produce  a cellular  shock  which 
prepares  the  stage  for  the  insulin  results. 
And  so  hypoglycemia  or  insulin  shock  be- 
came the  accepted  therapeutic  approach  in 
one  particular  mental  disorder,  schizo- 
phrenia. 

In  1934  Meduna  first  published  his  article 
on  the  use  of  pentamethylenetetrazol  (car- 
diozol) and  recommended  it  not  only  for  its 
efficacy  in  treatment  of  this  disease,  but 
proclaimed  its  greater  simplicity,  its  lower 
cost  and  its  greater  degree  of  safety  as 
compared  to  insulin  shock  treatment.  It 
had  previously  been  noted  and  was  a sort 
of  a psychiatric  dogma  that  epilepsy  and 
schizophrenia  were  not  congenial  bedfel- 
lows, and  as  W.  Meyer-Gross  stated,  “up 
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to  the  present  no  real  combination  of  schizo- 
phrenia with  genuine  epilepsy  has  been 
described.”  As  to  constitution,  the  epileptic 
is  usually  stocky,  raw-boned,  athletic,  with 
a massive  head  and  powerful  muscles.  The 
psychiatrist  thinks  of  the  schizophrenic  as 
the  athenic-leptosomatic  individual.  Path- 
ologically, Alzheimer  has  demonstrated  that 
the  brain  of  an  epileptic  shows  an  excessive 
amount  of  glial  reactions  with  transitions 
from  sclerosis  tuberosa  to  actual  gliosis. 
On  the  other  hand,  Josephi  and  others  found 
that  the  brains  of  schizophrenic  patients 
showed  a crippling  of  the  glia  system  with 
not  only  an  incapability  of  hyperplasia,  but 
not  even  the  ability  of  replace  the  destroyed 
nerve  cells.  Thus  we  see  a contrast  not 
only  in  somatic  types,  but  also  in  the  ac- 
tivity of  the  glia  systems  between  the 
epileptic  and  the  schizophrenic.  In  1929 
Professor  Nyiro  found  1.5  per  cent  of  spon- 
taneous recoveries  among  176  epileptic  pa- 
tients, but  if  the  epilepsy  was  associated 
with  schizophrenia  sixteen  per  cent  recov- 
ered. In  1930  George  Muller  wrote:  “The 
beneficial  influence  on  the  course  of  the 
disease  schizophrenia,  namely  by  the  epi- 
leptic attack,  reminds  one  of  the  passive 
effect  of  an  acute  febrile  illness  on  the 
course  of  a mental  ailment.”  A.  Glaus  in 
1931  examined  6,000  cases  of  schizophrenia 
in  the  University  Clinic  of  Zurich.  In  these 
he  found  only  eight  cases  of  epilepsy.  Fol- 
lowing an  analysis  of  these  eight  cases  he 
drew  the  following  conclusion:  that  a se- 
vere case  of  epilepsy  would  make  a sub- 
sequent onset  of  schizophrenia  unlikely.  G. 
Steiner  and  A.  Strauss  declare  that  epi- 
leptic seizures  are  so  rare  in  schizophrenia 
that  there  is  justification  for  doubting  the 
psychiatrist’s  diagnosis  in  cases  where  a 
record  of  the  two  exists  in  the  same  case. 

And  so  Meduna  set  up  the  following 
working  hypothesis:  “Between  schizophre- 
nia and  epilepsy  there  exists  a sort  of  bio- 
logical antagonism  which  must  be  expressed 
in  the  pathological  course  of  the  two  dis- 
eases. Without  being  able  to  characterize 
these  pathological  actions,  I feel  justified  in 
asserting  a priori  that  these  courses  are 
either  mutually  exclusive  or  they  do  at  least 
to  a great  degree  weaken  each  other  in 


their  mental  effects.”  In  1935  H.  A.  Pas- 
kind  of  this  country  commented  “that  in- 
duced convulsions  may  be  of  value  in  treat- 
ing states  in  which  convulsions  are  ordi- 
narily absent  sounds  too  optimistic  to  be 
true.  The  same  antagonism  that  the  au- 
thor postulates  between  epilepsy  and  schizo- 
phrenia should  also  exist  between  epilepsy 
and  manic  depressive  psychosis,  paranoia 
and  the  neuroses,  since  convulsions  are  un- 
common in  these  states.  Hence,  if  induced 
convulsions  benefit  schizophrenic  patients 
they  should  benefit  patients  with  the  other 
diseases  mentioned.  It  will  be  interesting 
to  see  how  this  treatment  fares  with  fu- 
ture trial.”  The  above  quotation  consti- 
tutes the  basis  for  this  presentation  not 
only  in  schizophrenia,  but  in  other  psy- 
choses and  neuroses. 

For  those  unfamiliar  with  this  treatment 
we  will  sketch  the  technique  as  advocated 
by  those  who  first  introduced  this  treatment 
and  which  we  have  seen  fit  to  follow.  The 
patient  is  placed  upon  the  bed  after  first 
loosening  the  clothing,  and  made  as  com- 
fortable as  possible.  He  is  reassured  to 
overcome  his  fear  of  what  is  about  to  ensue, 
but  all  sedatives  are  contraindicated  on  ac- 
count of  their  usual  depressing  effect  upon 
the  cortical  motor  centers.  The  usual  ini- 
tial dose  is  five  cubic  centimeters  of  a ten 
per  cent  metrazol  solution.  This  is  given 
intravenously  with  a large  needle  as  it  is 
desirous  to  get  the  whole  quantity  into  the 
circulation  as  fast  as  possible.  This  initial 
dose  will  vary  in  different  individuals.  We 
have  had  four  cubic  centimeters  induce  con- 
vulsions immediately,  but  have  had  ten 
cubic  centimeters  to  entirely  fail  to  produce 
any  convulsive  phenomena.  This  is  in  keep- 
ing with  the  idea  that  the  convulsive 
threshold  varies  in  different  individuals. 
Immediately  after  the  introduction  of  the 
metrazol  the  patient  has  a premonitory 
cough  which  is  sometimes  accompanied  by 
a typical  epileptic  cry.  He  then  lapses  into 
an  unconscious  major  epileptiform  seizure. 
Peculiarly  enough  this  seizure  is  ushered  in 
by  a sudden  extension  of  the  lower  jaw,  in 
contradistinction  to  the  trusmus  and  clonic 
contraction  of  the  mandible  of  true  epi- 
lepsy. This  allows  for  a not  infrequent 
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complication  to  the  convulsion,  namely, 
subluxation  of  the  mandible.  To  avoid  this 
an  attendant  is  instructed  to  forcibly  push 
against  the  chin  with  the  heel  of  the  hand 
during  the  seizure,  at  the  same  time  in- 
serting a mouth  gag  to  prevent  biting  of 
the  lips,  cheeks,  and  tongue  during  the  lat- 
ter stages  of  the  seizure.  Another  frequent 
complication  which  has  been  referred  to 
in  the  literature,  but  which  we  have  for- 
tunately not  encountered,  is  the  dislocation 
of  the  shoulder  joint  during  the  seizure. 
The  duration  of  the  seizure  is  about  thirty 
seconds  followed  by  a short  period  of  coma 
lasting  another  thirty  seconds,  after  which 
the  patient  is  awakened,  lucid,  and  com- 
pletely unconscious  of  what  has  happened. 
Some  patients  describe  their  experience  as 
if  they  had  suddenly  fallen  asleep.  Others 
state  that  they  feel  like  they  have  had  an 
anesthetic.  We  have  noticed  during  the 
convulsions  a very  marked  pylomotor  reflex 
of  the  head,  neck,  and  those  parts  of  the 
body  under  control  of  the  upper  cord  seg- 
ments. Also  a very  marked  peripheral  vaso- 
motor spasm  with  blanching  of  the  head, 
neck,  and  chest.  During  the  seizure  the 
pulse  is  definitely  accelerated  and  immedi- 
ately following  the  seizure  the  respirations 
are  rapid.  We  have  had  two  patients  to 
spurt  urine  during  the  seizure. 

Following  the  seizure  the  patient  com- 
plains of  considerable  lassitude  and  some 
anxiety  with  the  usual  muscular  soreness 
attendant  upon  the  convulsion.  Some  psy- 
chiatrists are  giving  this  treatment  in  the 
office,  allowing  the  patient  to  leave  im- 
mediately after  convulsive  phenomena  is 
finished.  Personally,  I disagree  with  this 
attitude  of  nonchalance  and  insist  on  hos- 
pitalization for  the  treatment.  We  usually 
follow  the  treatment  up  with  a regimen  of 
mild  sedation  orally  and  allow  the  patient 
to  sleep  for  several  hours  thereafter.  This 
is  not  always  necessary  in  every  case.  One 
patient  now  under  treatment  gets  up  imme- 
diately after  the  convulsion  and  goes  into 
the  dining  room. 

Contraindications  to  the  metrazol  treat- 
ment have  been  given  particular  attention 
by  the  various  physicians  using  this  form 
of  treatment  and  have  been  pointed  out  by 


many  authors.  Among  these  the  presence 
of  cardiovascular  disease  heads  the  list. 
Meduna  lost  one  patient  among  500  patients 
treated  who  already  had  aortic  insufficiency 
and  myocardial  degeneration.  As  to  the 
convulsion  itself,  metrazol  is  altogether 
without  danger.  E.  K.  G.  investigations 
taken  before  and  after  the  convulsive  sei- 
zures of  metrazol  shock  show  no  note- 
worthy changes.  In  four  cases  studied  by 
Dr.  Lax  in  Budapest,  there  was  a depres- 
sion of  the  T-wave  after  convulsion  as  com- 
pared with  no  such  result  before  the  convul- 
sion. Meduna  states  that  his  studies  show 
no  changes  in  the  E.  K.  G.  indicative  of 
myocardial  damage  after  metrazol  convul- 
sions. In  cerebral  arterio  vascular  disease 
with  severe  hypertension,  it  has  been  stated 
that  the  treatment  in  contraindicated.  Yet 
we  know  that  this  condition  exists  in  a 
great  many  cases  of  involutional  melan- 
cholia and  in  a great  many  of  the  depressive 
states  associated  with  cerebral  arterio  vas- 
cular diseases.  And  these  cases  are  among 
those  that  yield  most  favorably  to  metrazol 
treatment.  In  our  own  series  two  cases  of 
hypertension  were  given  the  metrazol  shock 
treatment  and  following  the  treatment  the 
blood  pressure  was  lower.  In  one  of  these 
there  is  cardiac  arrhythmia  prior  to  treat- 
ment, there  being  frequent  extrasystoles. 
Following  treatment  this  had  almost  en- 
tirely disappeared.  Acute  febrile  illness  is 
a contraindication  for  the  metrazol  shock 
treatment  and  in  cases  of  insipient  pulmo- 
nary tuberculosis  it  probably  should  not  be 
attempted.  Not  sufficient  time  has  elapsed 
and  an  insufficient  amount  of  post-mortem 
material  has  been  available  to  determine 
the  amount  of  actual  damage  done  to  the 
cerebral  architecture  as  a result  of  metrazol 
convulsions. 

The  literature  contains  very  little  con- 
cerning the  use  of  metrazol  in  other  psy- 
choses than  schizophrenia.  A.  E.  Bennett 
has  recently  reported  his  results  in  the  bul- 
letin of  the  Meeninger  Clinic  in  the  use 
of  metrazol  in  the  depressive  psychoses. 
Like  him,  we  stumbled  into  the  use  of  this 
therapy  in  the  depressive  states  when  all 
other  medications  and  procedures  had  failed 
to  benefit  a depressed  manic  over  a period 
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of  several  months.  Following  a manic  epi- 
sode with  suicidal  attempt  we  decided  to 
prostrate  her  by  induced  convulsions.  Upon 
the  administration  of  five  cubic  centimeters 
of  metrazol  intravenously  she  went  into  an 
agitated  delirium  and  exhibited  the  usual 
vasomotor  and  pylomotor  reactions,  but 
failed  to  go  into  the  convulsive  stage.  Im- 
mediately following  this  mild  degree  of  re- 
action, however,  she  was  much  better  and 
on  the  following  day  was  free  from  depres- 
sion, exhibited  interest  in  her  surroundings 
and  in  the  activities  of  the  institution  for 
the  first  time  since  her  admission  and  began 
to  cooperate  in  occupational  therapy.  This 
gratifying  surprise  led  us  into  the  use  of 
metrazol  in  a case  of  involutional  melan- 
cholia. This  patient  was  an  elderly  woman 
transferred  from  the  B’nai  Brith  Home 
with  objective  depression  and  a previous 
attempt  at  suicide  which  prompted  her 
transfer.  She  exhibited  marked  improve- 
ment after  her  first  metrazol  shock,  during 
which  she  had  a rather  hard  and  prolonged 
major  epileptiform  seizure.  In  another  in- 
volutional melancholia  where  we  had  pre- 
viously tried  insulin  shock  therapy  with  no 
beneficial  results,  metrazol  produced  the 
desired  effect.  We  acknowledge  the  fact 
that  manic  depressive  disease  is  prone  to 
very  sudden  and  spontaneous  remissions 
regardless  of  treatment.  And  we  have  no 
controls  by  which  we  can  determine  a re- 
covery of  spontaneous  type  from  one  as  a 
result  of  induced  convulsions.  However,  it 
has  been  our  experience  that  in  the  de- 
pressed phases  of  this  disease,  and  particu- 
larly those  occurring  in  the  involutional 
period,  that  recovery  is  never  complete  and 
improvement  is  very  slow.  We  feel,  there- 


fore, that  we  are  justified  in  attributing  our 
results  to  the  use  of  induced  convulsions. 
Two  cases  of  psychoneurosis  have  yielded 
most  satisfactorily  to  this  treatment.  In 
one  of  these  patients,  after  the  first  shock, 
she  gained  insight  sufficiently  to  realize 
that  she  had  improved,  and  thereafter  re- 
quested the  metrazol  shock  treatments  at 
periodic  intervals.  This  patient  was  dis- 
charged home  a month  ago  and  a letter 
from  her  states  that  she  is  entirely  well. 
Two  cases  of  puerperal  psychosis  entirely 
recovered  following  the  use  of  metrazol 
shock  treatment.  One  of  these  patients  was 
of  definite  schizoid  pattern  in  her  person- 
ality and  her  history  prior  to  the  onset 
of  her  psychosis  justified  the  opinion  that 
she  sooner  or  later  would  develop  a psy- 
chosis with  many  features  of  schizophrenia. 
It  was  for  this  reason  that  we  decided  to 
use  metrazol  in  her  case  and  since  the  re- 
sults obtained  were  satisfactory,  we  fol- 
lowed this  treatment  with  a similar  case 
who  was  admitted  to  the  sanatorium  short- 
ly afterward.  Ten  per  cent  of  the  psychoses 
in  all  women  occur  during  the  puerperium 
and  when  we  realize  that  this  type  of  psy- 
chosis is  frequently  fatal,  I do  not  believe 
that  we  can  attribute  the  recovery  in  these 
two  cases  to  spontaneous  occurrences. 

In  conclusion,  it  would  be  too  optimistic 
to  assume  that  metrazol  shock  therapy  is  a 
panacea  in  all  mental  ills,  nor  can  we  pre- 
sume that  it  is  of  recent  acquisition  in 
our  therapeutic  armamentarium.  Since  the 
early  days  of  psychiatry,  various  types  of 
shock  have  been  known  to  produce  unex- 
pected and  favorable  results.  Physiologi- 
cally, this  is  a result  of  an  interplay  between 
the  emotions,  the  sympathetic  nervous  sys- 


SUMMARY  OF  CASES  RECEIVING  METRAZOL  SHOCK  TREATMENT 


Diagnosis 

Number  of 
Cases 

Number  of 
Shocks 

Improved 

Unimproved 

Dementia  Praecox..  _ _ __  ___  ___ 

5 

41 

5 

Involutional  Melancholia.  __  . _ _ _ 

4 

28 

3 

1 

Manic-Depressive,  Depressed 

2 

3 

2 

Manic-Depressive,  Manic. __  

2 

14 

2 

Psychoneurosis  ... ...  . _ 

2 

4 

2 

Puerperal  Psychosis.  _.  _ _ _ 

2 

4 

2 

Toxic  Psychosis ....  .... 

1 

2 

1 

Paranoia ._  _ _ 

1 

1 

1 

Totals  

19 

97 

17 

2 
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tem,  and  the  endocrine  glands.  Psycho- 
logically, the  trigger  element  is  in  the 
higher  centers  which  set  off  the  emotions. 
Just  what  the  mechanism  is  in  induced  con- 
vulsions is  at  present  and  may  always  re- 
main an  uncertainty.  But  we  feel  that 
Sakel’s  hypothesis  is  logical  and  in  accord 
with  other  similar  neurophysiological  prin- 
ciples. 

TREATMENT  OF  DEMENTIA  PRAECOX 
INSULIN 

Number  op  Cases  Number  op  Shocks 

7 148 

A.  Improved  5 

B.  Unimproved  2 

Metrazol 

Number  op  Cases  Number  Shocks 

5 35 

A.  Improved  5 

Case  No.  105.— Mrs.  B.,  age  fifty-two, 
Memphis,  Tennessee.  This  patient  was 
first  seen  five  years  ago,  at  which  time  she 
was  exhibiting  delusions  of  a religious 
nature  and  hallucinations  in  the  auditory 
field.  The  onset  of  these  symptoms  was 
rather  abrupt.  However,  for  several 
months  prior  to  the  appearance  of  these 
symptoms  this  patient  had  shown  evidences 
of  an  abnormal  religious  interest.  She  be- 
came overactive  and  obsessed  concerning 
her  religious  duty  and  interests.  As  these 
progressed  she  became  more  and  more 
withdrawn  from  her  family  and  exhibited 
a definite  change  in  personality.  She  pre- 
ferred to  be  alone,  and  was  frequently  seen 
to  be  sitting  in  an  attitude  as  if  she  were 
listening  to  some  one  talking  to  her.  The 
family  took  her  to  Hot  Springs,  Arkansas, 
where  she  became  immediately  worse,  and 
when  it  was  evident  that  she  was  definitely 
psychotic,  they  returned  home  with  her. 
Upon  her  return  she  insisted  that  she  had 
been  married  to  a doctor  who  had  examined 
her  for  some  disability  at  a previous  time. 
She  denied  any  marital  affiliation  with  her 
husband,  and  steadfastly  maintained  that 
he  was  not  her  husband.  She  is  the  mother 
of  two  grown  children,  both  of  whom  are 
married,  and  one  of  whom  has  a child.  The 
family  life  of  this  patient  has  always  been 
most  agreeable.  Her  husband  has  been  in- 
dulgent to  her  and  to  the  children,  and 


there  never  has  been  any  marital  or  other 
domestic  infelicities.  She  has  been  a con- 
scientious wife  and  mother  and  a competent 
housekeeper.  Prior  to  the  onset  of  the 
symptoms  this  patient  was  operated  on  for 
plastic  work  in  the  pelvis,  and  for  the  re- 
moval of  her  appendix.  During  convales- 
cence she  had  a period  of  agitation  and  be- 
came so  disturbed  that  the  abdominal 
wound  partially  reopened,  and  a ventral 
hernia  resulted.  After  her  admission  to 
the  sanatorium  she  maligned  the  surgeon 
who  had  operated  on  her  and  he  became  a 
part  of  her  delusional  system. 

She  was  admitted  to  the  sanatorium  in 
1935  and  has  been  there  ever  since.  Her 
hospitalization  has  been  marked  by  a com- 
plete withdrawal  from  normal  life,  and  she 
has  led  a fantastic  existence  alone  in  her 
room.  She  was  resistive,  antagonistic,  re- 
fused to  come  out  of  her  room,  or  see  her 
family,  and  it  became  necessary  to  turn 
her  entire  care  over  to  one  of  the  attendants 
to  whom  she  took  a particular  fancy.  Her 
family  moved  her  own  furniture  and  pets 
into  the  sanatorium  so  as  to  make  things 
as  homelike  and  comfortable  as  possible. 
She  took  an  interest  in  her  canary  birds 
and  radio  which  she  left  on  most  of  the 
time.  During  her  whole  wakeful  hours  she 
carried  on  a continuous  conversation  with 
fantastic  individuals,  whom  she  referred  to 
as  her  “spirits.”  At  times  she  was  very 
loud  and  profane,  necessitating  her  room 
being  soundproofed  as  a protection  to  the 
other  patients. 

The  general  physical  examination  was 
normal.  Blood  pressure  was  160/90.  The 
neurological  examination  was  negative. 
The  eye  grounds  were  normal.  Urinalysis 
was  normal.  Blood  and  spinal  fluid  were 
normal. 

In  September,  1937,  we  decided  to  resort 
to  insulin  therapy,  although  the  duration 
of  her  disease  and  the  general  type  of  her 
personality  precluded  any  hope  for  benefi- 
cial results.  A private  nurse  was  put  with 
her  and  insulin  treatment  instituted  as 
follows : 

September  6,  1937,  9:10  A.M.,  insulin  U 
30,  fasting,  profuse  perspiration;  4:00  P.M., 
insulin  U 40,  food,  profuse  perspiration. 
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September  8,  1937,  8:05  A.M.,  insulin  U 
50,  fasting,  mild  shock. 

September  9,  1937,  7 :20  A.M.,  insulin  U 
60,  fasting,  wet  shock,  slight  twitching. 

September  10,  1937,  7 :45  A.M.,  insulin 
U 60,  fasting,  wet  shock. 

September  11,  1937,  7 :45  A.M.,  insulin 
U 70,  fasting,  wet  shock. 

September  12,  1937,  7 :45  A.M.,  insulin 
U 80,  fasting,  no  reaction;  3:55  P.M.,  in- 
sulin U 70,  food,  wet  shock,  slight  convul- 
sion. 

September  14,  1937,  7 :30  A.M.,  insulin 
U 80,  fasting,  wet  and  dry  shock,  three- 
hour  coma. 

September  16,  1937,  7:00  A.M.,  insulin 
U 90,  fasting,  wet  shock,  noisy;  10:05  A.M., 
insulin  U 30,  fasting,  coma. 

September  18,  1937,  7:05  A.M.,  insulin 
U 100,  fasting,  wet  and  dry  shock. 

September  21,  1937,  7:00  A.M.,  insulin 
U 110,  fasting,  wet  shock,  two-hour  coma. 

September  23,  1937,  7:00  A.M.,  insulin 
U 120,  fasting,  wet  shock,  noisy. 

September  27,  1937,  7:55  A.M.,  insulin 
U 130,  fasting,  wet  shock. 

September  29,  1937,  6:55  A.M.,  insulin 
U 140,  fasting,  wet  shock,  coma. 

October  1,  1937,  6:55  A.M.,  insulin  U 
150,  fasting,  wet  shock,  twitching,  coma. 

We  terminated  the  insulin  shock  therapy 
at  this  time  to  observe  the  patient  and  take 
stock  of  her  condition.  She  exhibited  no 
improvement  whatever.  She  became  ex- 
tremely antagonistic  to  her  private  attend- 
ant and  was  very  vicious  in  her  behavior, 
demanding  that  she  stay  out  of  the  room 
continuously.  She  would  not  allow  this  at- 
tendant to  serve  her  trays,  or  aid  her  in 
dressing,  or  any  of  the  other  usual  duties 
of  a special  attendant.  Referring  to  the 
treatment,  she  said  that  we  were  trying  to 
kill  her,  and  she  called  on  fantastic  indi- 
viduals for  help.  We  decided,  therefore,  to 
discontinue  the  insulin  therapy,  and  no  fur- 
ther attempt  was  made  along  the  line  of 
any  specific  treatment  until  May,  1938,  at 
which  time  we  took  under  consideration 
metrazol  therapy. 

May  9,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously.  In  less  than  twenty  seconds 


hard,  generalized  seizure.  Following  on  the 
heels  of  seizure  patient  was  semidelirious 
and  disturbed,  requiring  physical  restraint. 

May  11,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  satisfactory  convulsive  re- 
action. 

May  13,  1938.  Patient  shows  marked  im- 
provement. Her  antagonism  has  disap- 
peared and  she  allowed  herself  to  be  es- 
corted into  the  sun  parlor  which  was  the 
first  time  she  had  left  her  room  in  many 
months.  She  consented  to  eat  in  the  din- 
ing room. 

May  14,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  satisfactory  convulsive  re- 
action. 

May  19,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  hard  seizure. 

May  25,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  followed  by  hard  seizure. 
Patient  got  up  immediately  after  seizure 
and  went  out  and  sat  on  the  porch. 

May  31,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  followed  by  convulsive  sei- 
zure. 

June  3,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  convulsive  reaction. 

June  9,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  satisfactory  seizure. 

June  17,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  satisfactory  seizure. 

June  27,  1938,  seven  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  satisfactory  seizure. 

July  3,  1938.  Not  so  well  last  three  days. 
States  that  doctors  here  have  wrong  idea 
about  her  thoughts. 

July  18,  1938.  Patient  more  disturbed 
last  few  days.  Also  talkative  at  nights. 

July  20,  1938,  eight  cubic  centimeters 
ten  per  cent  solution  metrazol  intravenous- 
ly, satisfactory  convulsive  seizure. 

July  22,  1938.  Patient  is  disturbing,  has 
become  profane  again.  Sedative  necessary. 
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July  23,  1938.  Patient  improving. 

August  9,  1938.  Metrazol  shock  treat- 
ment attempted.  Patient  was  so  resistive 
that  it  was  impossible  to  get  needle  prop- 
erly in  vein  and  so  treatment  was  post- 
poned. 

August  22,  1938,  six  and  one-half  cubic 
centimeters  ten  per  cent  solution  metrazol 
intravenously,  followed  by  hard  seizure 
and  a confused  agitation  and  complete  dis- 
orientation, which  lasted  about  an  hour,  ne- 
cessitating patient  being  restrained  in  her 
room. 

August  24,  1938,  eight  cubic  centimeters 
ten  per  cent  solution  metrazol  intravenous- 
ly, hard  seizure.  Patient  out  on  lawn  im- 
mediately thereafter. 

This  has  been  the  last  shock  treatment 
in  this  case.  The  patient  became  so  antag- 
onistic to  the  treatment  and  dreaded  it  so 
that  we  decided  to  pursue  no  further  metra- 
zol shock  treatment  for  the  time  being. 
Patient  is  continuing  to  improve  and  has 
completely  adjusted  herself  to  a normal 
sanatorium  regime. 

Case  No.  101. — D.  B.,  white  female,  age 
seventy,  Tennessee.  Admitted  May  5,  1938. 
Discharged  June  5,  1938.  This  patient,  an 
elderly  Jewish  woman,  unmarried,  has  been 
an  inmate  of  the  B’Nai  B’Rith  Home  for 
elderly  people  for  two  years.  She  has  suf- 
fered hypertension  for  a number  of  years, 
but  otherwise  her  general  physical  health 
has  been  good.  All  her  life  she  has  been 
subject  to  moods,  and  depression  has  been 
her  chief  emotional  tone.  She  has  never 
exhibited  any  manic  episodes  until  recently, 
when  she  attempted  suicide  in  the  institu- 
tion where  she  lives,  and  that  was  the  rea- 
son she  was  transferred  to  the  sanatorium 
for  treatment. 

On  admission  she  exhibited  profound  de- 
jection and  evident  hopelessness.  She  was 
distracted,  resistive,  and  uncommunicative. 
She  preferred  to  be  left  alone  in  her  room 
and  cried  most  of  the  time.  She  refused 
food.  Occasionally  this  depression  was  in- 
terrupted by  agitation  during  which  she 
paced  the  floor,  wringing  her  hands  and 


groaning.  Physically  she  exhibited  an 
early  degree  of  senile  cachexia  and  malnu- 
trition. She  was  rather  dry,  and  on  ac- 
count of  her  refusal  of  food  and  fluids,  tubal 
feedings  and  intravenous  glucose  were  be- 
gun. Blood  pressure  210/125.  Heart  was 
of  normal  rate.  The  first  sound  was  indis- 
tinct followed  by  a sharp  metallic  second 
sound.  The  premature  contraction  occurred 
about  every  ten  cardiac  cycles.  Urine  con- 
tained a one  plus  albumen  and  was  other- 
wise normal. 

May  8,  1938.  Narcosis  was  begun  and 
the  patient  was  kept  in  deep  sleep  for  two 
days. 

May  10,  1938.  Blood  pressure  180/110. 
The  heart  seemed  to  have  improved  on  en- 
forced rest. 

May  12,  1938.  Patient  exhibited  extreme 
agitation.  She  was  quite  disturbed,  com- 
plaining of  everything  hurting  her  and 
weeping  copiously. 

May  14,  1938.  Metrazol,  five  cubic  centi- 
meters, was  administered.  No  convulsive 
phenomena  followed  this  injection,  but  con- 
siderable improvement  and  definite  change 
in  the  patient’s  whole  personality  occurred. 
She  began  to  take  an  interest  in  the  activi- 
ties of  the  institution. 

May  16,  1938.  Out  raking  tennis  court. 

May  19,  1938.  Metrazol,  seven  and  one- 
half  cubic  centimeters,  followed  by  hard 
convulsive  reaction. 

May  25,  1938.  Blood  pressure  175/110. 

Following  the  last  metrazol  reaction,  the 
entire  depressive  features  of  the  case 
seemed  to  fade  like  a mist,  and  the  patient 
was  apparently  perfectly  normal.  She  went 
to  and  from  the  dining  room  and  seemed 
to  take  a zest  in  her  food,  as  a result  of 
which  she  gained  four  pounds.  She  ceased 
her  many  physical  complaints;  her  weep- 
ing disappeared;  she  was  companionable, 
friendly,  and  exhibited  an  interest  in  the 
welfare  of  the  other  patients.  She  was  dis- 
charged from  the  sanatorium  June  5,  1938. 

Inquiry  from  the  B’Nai  B’Rith  Home 
recently  informs  us  that  this  patient  has 
apparently  completely  recovered. 
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Philip  H.  Levinson,  M.D.,  Chattanooga 


IN  THE  MARCH  of  medical  science 
there  have  been  but  few  retreats.  An 
army  of  workers  has  pushed  unceasing- 
ly forward  over  pathologic  terrain  con- 
sidered impassable  and  attacked  positions 
of  disease  held  unconquerable.  And  it  is 
significant  that  until  the  most  recent  date 
the  great  advances  in  their  fight  have  been 
made  by  the  simple  private  rather  than  the 
well-equipped  leaders  of  the  line.  The  dis- 
covery of  microorganisms,  the  advances  in 
anesthesia,  the  delineation  of  new  diseases 
and  foundations  of  prophylaxis,  the  new 
methods  in  treatment  were  all  formerly  the 
accomplishments  of  the  average  family 
physician. 

Today,  however,  having  routed  many  of 
the  main  forces,  such  as  smallpox  and  yel- 
low fever,  we  are  confronted  with  new  and 
subtler  diseases  and  unusual  forms  of  those 
diseases  already  common.  Aided  by  our 
advances,  we  are  living  longer  to  be  at- 
tacked by  the  enemies  of  the  later  years. 
And  our  new  modes  of  working  invite  af- 
fections of  the  heart  and  nervous  system. 

Our  attack  against  disease  has  then  be- 
come so  broad  that  we  perforce  adopt  novel 
and  unusual  weapons,  scientific  instru- 
ments, and  applications  that  require  a 
worker’s  lifetime  study.  Today  we  have 
specialists  and  research  fellows ; experi- 
mental work  is  expensive  and  intricate.  Yet 
even  with  this  within  the  past  few  years 
alone,  the  finding  of  the  cause  of  agranu- 
locytosis, a serious  blood  disease,  could  be 
accredited  to  clinical  study.  And  the  rear- 
ing of  the  Dionne  quintuplets  is  an  exam- 
ple of  the  ability  of  the  general  practitioner 
who  works  without  laboratory  aid. 

Some  will  see  no  evidence  of  this  prog- 
ress in  medicine.  They  will  ask:  “Don’t 
people  die  today  as  formerly?”  What  of 
heart  disease,  cancer,  nervous  disease,  ne- 
phritis ? Even  old  age  is  a disease,  and  why 
not  finally  death  itself?  These  appear  as 
almost  insurmountable  obstacles,  yet  even 


they  must  some  day  at  least  partially  recede 
before  the  medical  onslaught. 

Medicine  fights  with  four  elements  along 
numerous  fronts. 

I.  We  have  a system  of  espionage  where- 
in we  discover  our  enemies’  mode  of  attack 
and  prepare  ourselves  for  it.  This  we  call 
prevention  or  prophylaxis.  For  example,  it 
has  been  found  that  diabetes  is  to  an  ex- 
tent hereditary.  Rut  for  its  inception  the 
susceptible  individual  must  become  obese. 
Hence,  an  avoidance  of  overweight  will 
probably  cause  the  person  to  avoid  the  dis- 
ease. 

In  the  field  of  communicable  diseases,  we 
have  made  notable  advances.  Many  disor- 
ders are  properly  classified  today  as  “pre- 
ventable” diseases.  The  diphtheria  mortal- 
ity could  readily  be  cut  to  almost  zero. 
With  the  simple  Schick  test  we  can  readily 
determine  if  a child  is  susceptible  and  if  so 
practically  complete  protection  can  be  in- 
sured by  a single  hypodermic  injection.  The 
Dick  test  tells  us  the  same  for  scarlet  fever. 
Sauer’s  vaccine  lends  hope  toward  the  pre- 
vention of  whooping  cough.  There  is  even 
a preventive  (toxoid)  for  tetanus. 

Most  notable  in  prevention  (and  diag- 
nosis and  treatment  as  well)  has  been  the 
utilization  of  our  knowledge  of  hypersensi- 
tivity or  “allergy”  as  it  is  scientifically, 
called.  Thousands  have  been  relieved  of 
the  sneezing  of  hay  fever  and  the  parox- 
ysms of  asthma  through  preseasonal  injec- 
tions. All  substances  judged  by  man  as 
edible  are  not  compatible  with  the  physical 
make-up  of  every  individual.  The  delicious 
tomato  to  one  is  the  poisonous  apple  to  an- 
other. Allergists  today  clear  up  many  ob- 
scure maladies  of  yesterday  and  by  direc- 
tion and  prophylaxis  aid  us  in  avoiding  un- 
pleasant and  distressing  diseases. 

Since  the  naming  of  the  substance  vita- 
min by  Funk,  we  have  found  that  there  are 
many  such  important  food  aids.  Vitamin 
A prevents  certain  eye  disorders;  vitamin 
B protects  against  beriberi ; vitamin  C pre- 
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vents  scurvy;  vitamin  D prevents  rickets; 
vitamin  E is  necessary  for  reproduction; 
vitamin  G prevents  pellagra.  With  the 
knowledge  of  these  necessary  food  products, 
we  are  able  to  avoid  common  diseases  of 
yesterday.  Bowlegs  is  recognized  no  longer 
as  being  due  to  early  walking  of  the  child, 
but  results  from  rickets,  a bone  disease  eas- 
ily prevented  with  cod-liver  oil  (or  similar 
products)  and  sunlight..  Pellagra  is  still 
too  prevalent  in  the  South,  but  the  proper 
diet  readily  prevents  its  progression. 

II.  Our  second  great  fighting  force  is 
diagnostic  advancement,  the  finding  of 
new  diseases,  the  classification  of  older 
ones.  It  is  probably  the  most  important  of 
all,  for  it  prepares  the  way  for  the  cleanup 
soldiers  of  therapy. 

Animals  have  proved  invaluable  in  the 
study  of  the  diseases  of  man.  We  have 
found  too  that  the  diseases  they  have  are 
frequently  transmitted  to  humans  as  well. 
The  recurrent  fever  of  the  goats  of  Malta, 
transmitted  here  in  the  milk  of  cattle,  be- 
came common  in  man  and  is  known  as  un- 
dulant  fever.  A serious  disease  known  as 
tularemia  was  found  amongst  those  who 
dealt  with  rabbits.  Psittacosis,  a disease 
of  parrots,  became  widely  publicized  be- 
cause of  a recent  epidemic.  Even  the  small 
black  widow  spider  proved  a formidable  foe. 

Agranulocytosis,  a new  and  dangerous 
blood  disease  in  which  most  of  the  white 
corpuscles  disappear,  was  found  to  be  due 
to  the  use  of  certain  drugs.  Pneumonia 
was  proved  to  be  caused  by  a great  variety 
of  types  of  bacteria,  several  of  which  are 
highly  susceptible  to  serum  treatment. 

Mechanical  and  electrical  methods  as- 
sumed great  importance  in  diagnosis.  The 
simple  stethoscope  was  magnified  to  the 
phonocardiograph  that  recorded  the  sound 
of  heart  murmurs.  More  important,  the 
electrocardiograph  classified  abnormal  heart 
rhythms  and  revealed  the  condition  of  the 
heart  muscle  to  an  extent  never  before  real- 
ized. With  its  graphic  record  of  an  electric 
impulse  traversing  the  heart  muscle,  it  car- 
ried medical  diagnosis  to  a degree  hardly 
conceivable  to  our  medical  predecessors. 

In  the  field  of  X-ray  diagnosis  there  were 
several  notable  advances.  Graham  and  his 


associates  in  St.  Louis  devised  a test  where- 
in a dye  absorbed  from  the  blood  was  ex- 
creted through  the  gall  bladder.  This  dye 
was  opaque  to  the  X-ray.  It  opened  an 
enormous  new  field  of  gall  bladder  diagnosis 
since  diseases  of  that  organ  were  formerly 
only  surmised.  Later  Swick  did  the  same 
for  kidney  visualization. 

It  was  found  that  opaque  solutions  could 
be  introduced  into  the  sinuses  and  bronchi, 
lending  aid  in  the  finding  of  diseases  there. 
Bronchiectasis,  a disorder  wherein  the  pa- 
tient expectorates  enormous  quantities  of 
sputum,  became  readily  diagnosable  in  its 
early  stages. 

A most  valuable  discovery  was  that  the 
X-ray  late  in  pregnancy  would  aid  in  de- 
termining whether  a mother  could  give  nor- 
mal birth  to  the  child. 

Allergic  diagnosis  proved  that  many  of 
us  were  sensitive  to  pollens,  foods,  dusts, 
dyes,  hairs,  a great  variety  of  natural  and 
manufactured  products  and  even  to  heat 
and  cold.  The  cat  or  the  dog,  the  husband’s 
dandruff,  the  wife’s  face  powder,  the  Sun- 
day rotogravure  might  all  cause  unpleas- 
ant disturbances. 

The  study  of  the  glands  of  internal  se- 
cretion or  endocrines  provided  a brilliant 
new  movement  in  medicine.  For  so  many 
years  this  had  been  a playground  for  the 
quacks.  It  was  held  that  endocrinology 
was  eighty-five  per  cent  hokum,  ten  per  cent 
theory,  and  five  per  cent  fact.  Yet  knowl- 
edge in  this  field  is  growing  at  an  enormous 
pace.  One  does  not  wait  for  a disabled 
heart  to  diagnose  hyperthyroidism  or  pois- 
onous goiter.  Pregnancy  can  be  diagnosed 
very  early  by  a simple  test  of  the  urine. 
The  pituitary  gland  at  the  base  of  the  brain 
was  shown  to  control  growth,  water  excre- 
tion, sugar  utilization,  shape  of  features. 
No  longer  can  it  be  said  that  man’s  height 
is  predetermined,  for  growth  extracts  from 
this  gland  have  actually  added  to  an  indi- 
vidual’s figure.  We  have  found  that  we 
are  all  organisms,  the  nature,  appearance, 
activity,  and  personality  of  which  are  all 
dependent  upon  the  minute  quantities  of 
products  secreted  by  these  glands. 

III.  Treatment  or  therapy  is  the  third 
great  fighting  force  and  is  indeed  the  con- 
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quering  power  for  which  the  espionage  and 
shock  troops  of  diagnosis  and  prophylaxis 
are  the  great  preliminary  aids. 

But  treatment  is  not  drugs  alone.  Indeed 
it  can  be  said  of  the  medical  profession 
that  any  form  of  therapy,  be  it  massage  or 
mental  exercise,  will  be  utilized  if  it  can  be 
proved  that  it  is  of  value.  During  the  past 
few  years  every  conceivable  type  of  stimu- 
lant, excitant,  irritant,  or  depressant  has 
been  applied  from  the  nurturing  of  mag- 
gots in  wounds  to  the  use  of  psychotherapy 
in  infants. 

Progress  in  endocrine  therapy  has  been 
particularly  active.  It  seems  impossible 
that  before  1922,  when  Banting  and  Best 
isolated  it,  there  was  no  such  product  as 
insulin.  The  number  of  lives  it  must  have 
saved  and  those  made  more  livable  must 
be  countless.  Indeed  there  are  many  alive 
today  who  are  here  only  because  they  were 
fortunate  enough  to  have  their  diabetic 
coma  at  the  time  insulin  had  just  become 
available.  Today  there  is  a new  slowly  ab- 
sorbed form  of  insulin  called  insulin  pro- 
teinate  that  will  aid  in  the  treatment  of 
severe  diabetes. 

Cortin,  an  extract  of  the  covering  of  the 
adrenal  gland,  analyzed  by  Kendall  in  1934, 
has  prolonged  the  lives  of  many  who  had 
what  was  previously  considered  a hopeless 
condition,  Addison’s  disease. 

New  glandular  extracts  have  removed 
the  fear  of  the  change  of  life  in  the  female 
and  have  aided  tremendously  in  controlling 
disturbances  of  the  sexual  organs  prior  to 
this  time  in  her  life. 

Progressive  pernicious  anemia  formerly 
meant  precisely  what  the  name  implied,  a 
continuous  ultimately  fatal  disease.  With 
the  discovery  of  the  liver  treatment  thou- 
sands have  been  saved.  For  this  a grateful 
world  has  awarded  to  Drs.  Whipple,  Minot, 
and  Murphy  the  Nobel  prize. 

Serum  treatment  has  proved  of  great  im- 
portance in  certain  types  of  pneumonia  and 
of  definite  value  in  erysipelas  and  scarlet 
fever.  Malaria  is  now  cured  in  five  days 
without  long-drawn-out  quinine  therapy. 
Snake  venom  is  being  employed  to  control 
hemorrhage  and  antivenom  is  used  to  alle- 
viate the  poison  of  snake  bite. 


New  means  of  mechanical  therapy  have 
been  produced.  The  “respirator”  automat- 
ically breathes  for  the  individual  with  an 
infantile  paralysis  that  affects  the  dia- 
phragm. Passive  exercise  of  blood  vessels 
that  are  diseased  is  brought  about  by  ma- 
chines that  alternately  apply  pressure  and 
vacuum  to  arteries. 

The  bronchoscope  and  esophagoscope  are 
instruments  by  which  the  interior  of  the 
lungs  and  stomach  are  examined.  In  cre- 
ating and  using  these  devices,  Dr.  Cheva- 
lier Jackson  has  made  one  of  the  truly  great 
discoveries  in  medicine.  For  with  the  use 
of  them  innumerable  objects  have  been  re- 
moved from  lungs  and  esophagus  that  would 
unquestionably  have  caused  the  death  of 
many  if  no  such  facilities  were  at  hand. 

We  have  found  that  some  disease  bacteria 
are  incapable  of  surviving  in  an  environ- 
ment that  is  still  viable  for  the  human. 
The  syphilitic  organism  is  one  of  them,  and 
with  this  in  mind  was  devised  one  of  the 
most  unusual  of  all  treatments,  the  malar- 
ial therapy  of  paresis  or  softening  of  the 
brain.  For  with  each  bout  of  fever,  great 
multitudes  of  organisms  must  be  killed.  It 
is  remarkable  how  individuals  whose  mental 
reactions  seem  forever  to  have  left  the 
normal  are  often  returned  to  a rational  con- 
dition with  this  form  of  therapy.  Similar 
treatment  with  heat  is  now  being  given  by 
various  physical  appliances  as  well. 

Anesthesia  has  been  constantly  improved. 
Often  women  today  experience  no  pain  at 
childbirth  when  only  a few  years  back  it 
was  the  most  distressing  of  all  human  ex- 
periences. 

Surgery  has  consistently  advanced  and 
widened  its  field.  The  use  of  air  in  the 
lungs  to  rest  them,  bone  grafts  in  diseased 
joints,  and  the  application  of  surgical  pro- 
cedures to  the  chest  has  immeasurably 
shortened  the  duration  of  the  tubercular’s 
illness,  if  not  saving  his  life. 

Surgery  has  attacked  the  circulating  sys- 
tem. An  operation  has  been  devised  to 
lower  blood  pressure  in  those  individuals 
who  dare  it.  Finding  that  a lowered  thy- 
roid secretion  lessened  the  work  of  the 
heart,  Levine,  Blumgart,  and  others  in  Bos- 
ton removed  this  gland  in  cases  of  severe 
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heart  disease.  Completely  bedridden  pa- 
tients were  often  enabled  to  return  to  light 
activity. 

Modern  methods  of  treatment  of  broken 
backs  enable  the  vast  majority  of  patients 
to  return  to  normal  activity. 

Neurosurgery,  far  from  being  a thank- 
less task,  has,  by  removing  thousands  of 
brain  tumors,  restored  a grateful  multitude 
to  normal  living. 

Radium  and  X-ray  therapy  have  now  be- 
come commonplace.  The  skin  disease  that 
formerly  resisted  all  manners  of  appalling 
salves  now  melts  away  before  their  gentle 
application.  Many  cancers  and  benign  tu- 
mors are  amenable  to  cure  by  them. 

Such  examples  of  medical  progress  in 
treatment  could  be  extended  indefinitely. 
It  is  not  intended,  or  indeed  possible,  to 
mention  them  all,  but  the  above  are  exem- 
plary. 

IV.  Finally,  we  have  one  last  great  ad- 
vantage in  our  fight  against  disease.  It  is 
an  indirect  assistance,  but  an  important 
one.  The  fact  is  that  the  medical  men  of 
today  are  capable  fighters,  they  are  well 
trained. 

No  other  professional  group  has  main- 
tained and  required  such  a high  degree  of 
skill  and  such  a long-drawn-out  period  of 


study  as  has  the  American  Medical  Asso- 
ciation for  the  American  physician.  Today 
the  medical  student  must  comprehend  sci- 
ences the  physician  of  yesterday  did  not 
dream  of.  Physics,  chemistry,  pathology, 
genetics,  comparative  anatomy  may  have 
been  mysteries  to  the  older  practitioner; 
their  mastery  is  of  vital  importance  to  the 
general  clinician  of  today.  The  letters  M.D. 
after  a name  signify  adequate  medical  abil- 
ity whether  in  Chicago,  Chattanooga,  or 
New  York.  Chattanooga  has  a full  com- 
plement of  practitioners  and  specialists  in- 
cluding internists,  allergists,  pediatricians, 
orthopedists,  surgeons,  obstetricians,  der- 
matologists, proctologists,  ophthalmologists, 
otorhinolaryngologists,  gynecologists.  Our 
technical  equipment  is  unexcelled,  there 
being  those  of  the  latest  deep  therapy  ma- 
chines, radium,  electrocardiographs,  metab- 
olism apparatuses,  passive  vascular  exer- 
ciser, and  facilities  for  any  sort  of  diag- 
nostic procedure. 

Yes,  medical  science  fights,  but  in  all  hu- 
mility, as  compared  to  the  average  physi- 
cian of  yesterday,  our  armies  are  all  ser- 
geants, for  modern  medical  education  has 
made  it  so  there  are  no  privates  in  our 
lines. 


92 


EDITORIAL 


March,  1939 


THE  JOURNAL 

OF  THE 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 

Devoted  to  the  Interests  of  the  Medical  Profession  of  Tennessee 
Office  of  Publication,  508  Doctors  Bldg.,  Nashville,  Tenn. 

Acceptance  for  mailing  at  special  rate  of  postage  provided  for 
in  Section  1103,  Act  of  October  X,  1917, 
authorized  July  IS,  198 S. 


Copyright  for  protection  against  republication.  Journals  of 
the  American  Medical  Association  and  of  other  state 
medical  associations  may  feel  free  to  quote  from 
this  journal  whenever  they  desire,  merely 
giving  credit  to  this  publication. 


H.  H.  SHOULDERS,  M.D.,  Editor  and  Secretary 


MARCH,  1939 


THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


Write  Your  Congressman 

The  time  has  arrived  when  members  of 
the  medical  profession  must  let  their  con- 
gressman know  their  opinions  on  the  mat- 
ter of  medical  legislation  pending  before 
the  Congress  of  the  United  States.  Many 
surveys  have  been  made  for  the  purpose  of 
determining  the  effect  of  letters  to  con- 
gressmen and  senators.  The  results  indi- 
cate that  an  individual  letter  from  a con- 
stituent is  far  more  effective  than  an  elab- 
orate resolution  by  the  officers  of  an  or- 
ganization. 

The  time  has  come  when  the  individual 
doctors  of  this  country  must  exert  their  in- 
dividual influence  in  this  matter  of  medical 
legislation.  Medicine  is  being  projected 
into  the  field  of  politics,  not  by  the  medical 
profession,  it  is  true,  but  it  has  been  pro- 
jected nevertheless. 

We  are  reproducing  on  these  editorial 
pages  several  different  discussions  on  the 
question  in  order  that  each  reader  may  have 
before  him  many  of  the  salient  points  at 
issue. 


We,  therefore,  repeat  the  suggestion : 
Write  your  congressman. 


Uncle  Sam,  M.D. 

The  following  statement  appeared  as  an 
editorial  in  the  Chicago  Tribune  of  fairly 
recent  date.  We  regard  it  as  very  well 
worth  the  attention  of  the  medical  pro- 
fession. 

It  is  reproduced  with  the  kind  permis- 
sion of  the  Chicago  Tribune: 

“President  Roosevelt  has  submitted  to 
congress  a program  of  health  insurance  and 
subsidies.  He  avoided  a direct  request  for 
appropriations  and  a federal  bureau  to  give 
the  money  away,  but  asked  for  a ‘careful 
study’  of  the  proposals  of  his  interdepart- 
mental committee.  Senator  Wagner  an- 
nounced at  once  that  he  is  about  to  intro- 
duce a bill  appropriating  fifty  million  dol- 
lars to  be  spent  in  accordance  with  the 
presidential  scheme;  the  money  is  to  be  di- 
vided, dollar  for  dollar,  among  the  states 
which  vote  appropriations  for  the  same 
general  purposes. 

“Senator  Wagner  seems  to  have  regarded 
the  request  for  ‘careful  study’  as  a euphe- 
mism by  which  the  President  avoided  giv- 
ing further  offense  to  the  medical  profes- 
sion. However  that  may  be,  it  is  certain 
that  there  is  no  emergency  which  justifies 
hasty  action.  The  death  and  disease  rates 
in  this  country  have  never  been  lower  than 
in  recent  years  and  have  been  declining 
with  the  fewest  interruptions  for  a century. 
Congress  can  take  a long  time  to  consider 
the  medical  problem  without  the  slightest 
risk  of  causing  a boom  in  the  undertaking 
business  through  failure  to  pass  a federal 
health  law.  The  hazard,  indeed,  is  all  in 
the  other  direction.  It  is  by  no  means  cer- 
tain that  the  interference  of  the  government 
will  improve  the  quality  of  medical  serv- 
ices ; many  disinterested  persons  believe  the 
contrary  effect  is  to  be  expected. 

“A  news  item  from  Philadelphia  a few 
days  ago  may  have  point  in  this  connection. 
A young  girl  died  there  of  an  overdose  of 
strychnine.  She  was  on  relief  and  had  pre- 
sented her  physician  with  a relief  order  for 
medical  services.  He  was  in  a hurry,  he 
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testified,  and  in  his  haste  had  prescribed 
twenty  grains  instead  of  the  half-grain  he 
had  meant  to  give.  The  doctor’s  testimony 
raises  the  question  whether  haste  and  the 
resultant  carelessness  in  the  examination 
and  treatment  of  patients  are  not  far  more 
likely  to  occur  under  a government-domi- 
nated organization  of  medical  practice  than 
at  present.  There  is  a good  deal  of  evi- 
dence from  England,  Germany,  and  other 
countries  where  government  health  insur- 
ance schemes  are  in  practice  to  indicate 
that  they  have  promoted  slapdash  methods. 

“A  feature  of  the  President’s  message 
which  deserves  attention  is  the  fact  that 
the  demand  for  federal  aid  comes  not  from 
the  states,  but  from  Washington.  If  con- 
ditions are  as  serious  as  the  President  inti- 
mated, it  is  remarkable,  indeed,  that  none 
of  the  legislatures,  so  far  as  we  are  aware, 
have  taken  steps  to  remedy  the  situation 
along  the  proposed  lines.  It  is  absurd  to 
pretend  that  even  the  poorest  of  states  is 
too  poor  to  find  money  to  protect  its  citi- 
zens’ health  if  large  numbers  of  them  are 
greatly  in  need  of  such  protection.  The 
states  all  build  roads,  maintain  universities 
and  libraries,  and  engage  in  a great  many 
other  activities  which  are  certainly  no  more 
urgent  than  the  maintenance  of  life.  There 
is  the  basis  here  for  the  suspicion  that 
Washington  is  again  exaggerating  in  order 
to  frighten  the  country  into  new  appropria- 
tions and  new  extensions  of  federal  power. 

“The  trend  all  over  the  world  is  toward 
totalitarian  government.  Those  in  this 
country  who  really  wish  to  preserve  free- 
dom can  make  no  greater  mistake  than  to 
build  up  new  instruments  of  centralized 
power.  The  citizen  who  has  been  taught 
to  turn  to  Washington  for  help  when  he 
is  sick  may  be  expected  to  look  to  Wash- 
ington instead  of  himself  for  everything 
else  that  he  needs  or  thinks  he  needs.  It 
is  not  to  be  doubted  that  the  social  insur- 
ances introduced  in  Germany  under  Bis- 
marck helped  clear  the  path  for  Hitler.” 


The  Platform  of  the  Communist  Party 
of  the  State  of  New  York 
The  following  five  planks  were  adopted 


as  the  platform  of  the  Communist  party  of 
New  York  State: 

ELECTION  PLATFORM 

I.  Maintain  and  Extend  the  Rights  of  Labor 

Constitutional  guarantees  (modeled  after 

Gootrad  proposal)  and  strict  enforcement 
of  legislation  recognizing  the  right  of  col- 
lective bargaining  culminating  in  a written 
agreement,  right  to  strike  and  picket,  right 
to  jury  trial  in  labor  cases,  and  prohibition 
of  anti-labor  injunctions.  Ratify  the  Child 
Labor  Amendment.  Extend  Minimum  Wage 
Law  to  all  workers  and  establish  thirty-hour 
work  week  with  no  reduction  in  pay.  Ex- 
tend workmen’s  compensation  law  to  in- 
clude domestic  and  agricultural  workers. 

II.  For  Jobs , Relief,  and  Security 

Amend  Public  Welfare  Law  to  make  cash 

relief  mandatory  throughout  the  state;  in- 
crease state’s  contribution  to  municipalities 
for  relief  from  forty  to  sixty  per  cent;  set 
state-wide  minimum  relief  standard  based 
on  cost  of  living;  provide  for  trade  union 
representation  on  State  Board  of  Social 
Welfare.  Amend  State  Unemployment  In- 
surance System  to  include  all  workers,  with 
increased  grants  extending  throughout  pe- 
riod of  unemployment.  For  increased  state 
contributions  for  mothers’  pensions,  old  age 
relief,  the  blind,  and  the  handicapped.  For 
state  appropriations  to  expand  WPA. 

III.  Save  Farmers  from  Monopoly  Control 
and  Robbery 

For  milk  control  legislation  modeled 
after  McElroy-Young  Bill  providing  for 
democratic  organization  and  collective  bar- 
gaining rights  of  farmers  without  dealer 
interference;  guaranteeing  minimum  price 
to  farmers  based  on  cost  of  production  and 
abolishing  classification  system. 

IV.  Protect  and  Improve  Health  of  the 
People 

Through  a state-wide  system  of  compul- 
sory health  insurance  equal  to  two-thirds 
of  wages  with  no  contributions  by  workers 
in  low  income  groups  (modeled  after  Wag- 
ner Bill).  Expansion  of  medical  service  to 
provide  free  medical,  hospital,  dental,  and 
nursing  care  to  all  with  incomes  under  $2,- 
500  a year  (modeled  after  DeMatteo  Bill). 
A state-wide  system  of  rural  health  centers 
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with  hospital  and  clinical  facilities.  Pro- 
vide for  increased  state  appropriations  for 
maternal  and  infant  care,  tuberculosis,  ve- 
nereal, and  mental  disease  cases. 

V.  Housing 

Broaden  Minkoff  Rent  Control  Law  to 
prevent  rent  increases  and  evictions  of  all 
low-income  families.  A comprehensive 
state  and  local  slum  clearance  and  low-rent 
housing  construction  program,  with  sub- 
sidies to  keep  monthly  rentals  at  a maxi- 
mum of  five  dollars  a room.  Tax  exemption 
on  first  $2,500  on  homes  worth  up  to  $7,500. 
Extend  moratorium  to  prevent  foreclosures 
on  small  homes  for  nonpayment  of  interest 
over  three  per  cent  and  abolish  deficiency 
judgments. 

This  is  of  interest  to  the  medical  profes- 
sion because  it  indicates  the  groups  that 
are  sponsoring  radical  medical  legislation 
in  this  country. 

It  is  perfectly  obvious  that  a person  can 
have  a communistic  philosophy  of  govern- 
ment without  joining  a communistic  polit- 
ical party.  Such  people  are  probably  more 
dangerous  than  the  actual  communist,  for 
the  simple  reason  they  will  parade  as  one 
thing  when  in  actuality  they  are  another. 


Socialized  Medicine 
We  are  indebted  to  the  Public  Relations 
Bureau  of  the  State  of  New  York  for  the 
privilege  of  running  the  following  discus- 
sion by  Dr.  Peter  Irving,  Secretary,  Medi- 
cal Society  of  the  State  of  New  York: 

“In  many  ways  medicine  is  now  and  for 
a long  time  has  been  socialized.  Some- 
times people  lose  sight  of  this  fact.  The 
term  ‘socialization’  is  used  here  to  imply 
the  use  of  community  property,  in  this  case 
tax  funds,  to  pay  for  the  control  of  disease 
by  methods  principally  educational  or  by 
way  of  subsidy  for  the  care  of  the  indigent. 

“Public  health  activities  of  departments 
of  health  are  examples  of  socialization  in 
medicine,  and  they  have  had  thorough  ac- 
ceptance by  the  private  practitioners  over 
the  course  of  years.  Especially  in  New 
York  State  the  doctor  is  enthusiastic  over 
the  educational  accomplishments.  As  evi- 
dence, we  have  the  drop  in  mortality  rate 
from  tuberculosis  and  the  advances  in  treat- 


ment of  pneumonia  as  typical  instances. 
The  practitioner  has  said  as  recently  as 
September  17,  1938,  through  the  formal  ac- 
tion of  the  American  Medical  Association, 
that  he  would  like  to  see  this  type  of  service 
extended  in  several  ways. 

“But  when  the  state  endeavors  to  ex- 
tend its  medical  activities  to  the  treatment 
of  self-supporting  patients,  threatening  to 
accompany  the  doctor  across  the  threshold 
of  the  sickroom,  and  place  the  hand  of  gov- 
ernment upon  the  patient’s  pulse,  then  the 
doctor  must  clearly  register  his  remon- 
strance. 

“Compulsory  health  insurance  would 
foist  a huge  bureaucratic  system  of  medical 
care  upon  the  American  wage  earner.  Un- 
der this  scheme,  the  services  of  physicians 
are  paid  for  by  a government-controlled 
bureau  supported  by  pay  roll  contributions, 
contributions  by  employers,  and  contribu- 
tions from  the  government.  In  foreign 
countries  where  it  has  been  instituted,  only 
the  workman  making  the  contribution  and 
not  his  family  is  cared  for.  Farmers  and 
professional  people  not  employed  in  indus- 
try are  not  within  its  scope. 

“Everybody  is  entitled  to  know  why  the 
practitioner  has  reached  the  conclusion  that 
it  would  not  be  wise  to  introduce  this  form 
of  socialization  of  medicine  in  the  United 
States.  I believe  that  the  practitioner’s 
point  of  view  has  not  been  accurately  un- 
derstood. I say  this  because  I have  heard 
from  many  quarters  the  comment  that 
when  the  doctor  opposes  compulsory  health 
insurance  he  is  thinking  first  of  his  pocket- 
book.  That  is  not  correct.  It  is  a totally 
different  motive  that  is  at  work  in  him. 

“He  seeks  suitable  conditions  that  will 
permit  him  to  get  the  satisfaction  that 
comes  from  rendering  his  service  well.  His 
self-interest  and  his  patient’s  self-interest 
coincide.  I shall  have  to  invoke  a bit  of 
psychology  to  make  clear  this  picture  of 
the  practitioner’s  attitude,  and  to  do  this, 
indicate  briefly  the  steps  taken  in  turning 
a young  man  into  a doctor.  After  his  scien- 
tific studies,  he  is  taught  how  to  treat  dis- 
ease by  demonstration  and  experience  in 
hospitals.  He  acquires  the  skills  needed. 
During  this  process  he  learns  on  the  con- 
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scious  level  to  seek  the  satisfaction  which 
can  come  to  him  only  from  the  successful 
application  of  his  teachings,  the  use  of 
newly  acquired  skills  in  finding  out  what 
is  the  matter  with  sick  people,  and  in  apply- 
ing proper  remedies. 

“In  this  way,  his  personality  becomes 
emotionally  conditioned,  and  the  desire  for 
this  kind  of  satisfaction  goes  deeper  and 
deeper  into  his  subconscious  self.  Proper 
medical  work  is  then  his  emotional  outlet. 
And,  that  is  a good  thing  for  the  patient. 

“When  he  is  called  in  case  of  illness,  he 
is  confronted  by  a patient  who  also  desires 
a certain  satisfaction — that  which  can  only 
be  obtained  by  alleviation  of  his  trouble. 
In  any  given  medical  situation,  then,  two 
legitimate  and  proper  desires  act  in  unison 
— both  seeking  a goal  of  accomplishment 
in  recovery  of  the  patient,  and  at  one  and 
the  same  time  for  each,  satisfying  a differ- 
ent personality  need. 

“While  this  cooperative  psychic  process 
is  in  operation,  the  factor  of  how  the  doc- 
tor is  to  be  paid  enters  into  the  picture  not 
at  all  on  either  side.  It  is  only  afterward 
in  those  hours  when  the  doctor  must  bal- 
ance his  finances  and  pay  his  bills  that  the 
economic  factor  enters  into  the  relationship. 
When  the  practitioner  comes  to  judge  such 
a thing  as  compulsory  health  insurance  he 
examines  closely  the  conditions  it  would  set 
up  as  to  whether  they  might  interfere  in 
any  way  with  his  patient’s  interests  and 
with  his  own  main  self-interest — the  satis- 
faction he  secures  from  the  successful  ap- 
plication of  his  skills. 

“Under  compulsory  health  insurance,  the 
practitioner  finds  vices  inherent  in  the  sys- 
tem which  cannot  be  removed.  He  thinks 
they  would  affect  the  service  he  is  able  to 
give.  They  make  for  less  adequate  medical 
work  than  he  is  capable  of  giving,  and 
therefore  are  against  the  interests  of  both 
himself  and  his  patient. 

“The  system  hampers  the  true  patient- 
physician  relationship.  This  the  practi- 
tioner regards  as  basic  and  essential  for 
successful  medical  service.  He  must  have 
full  confidence,  built  partly  on  reputation, 
but  also  on  the  way  he  measures  up  as 
time  goes  on  as — responsible  to  his  patient 


first,  last,  and  all  the  time.  Under  com- 
pulsory health  insurance  there  cannot  be 
free  choice  of  physicians  as  we  have  it  now ; 
there  is  substituted  the  right  to  choose  from 
a panel.  And  the  doctor  is  responsible  not 
alone  to  the  patient,  but  to  a new  figure  in 
his  affairs — a government  bureau  with  non- 
medical men  in  positions  of  authority. 

“The  system  tends  to  encourage  malin- 
gering. The  worker  who  depends  on  the 
panel  doctor  to  get  his  wage  allowance 
while  disabled  may  only  too  readily  yield  to 
the  temptation  to  prolong  his  stay  away 
from  work,  and  may  even  simulate  disabil- 
ity to  get  a certificate,  or  ask  the  doctor 
to  certify  him,  contrary  to  the  fact.  These 
situations  observable  in  foreign  countries 
under  compulsory  health  insurance  inter- 
fere with  the  proper  relation  between  the 
physician  and  his  patient. 

“The  practitioner  dislikes  the  creation 
of  red-tape  mechanism — the  intrusion  of  an 
administrative  office  force  supervising  the 
doctor’s  methods  of  diagnosis  and  treat- 
ment, and  dictating  the  remedies  he  uses. 
The  physician’s  office  tends  to  be  over- 
crowded so  he  has  less  time  than  is  re- 
quired to  carry  out  in  proper  fashion  his 
work  of  diagnosis  and  treatment.  It  would 
be  difficult  to  continue  the  postgraduate 
study  he  should  pursue  throughout  his  med- 
ical life.  To  be  forced  to  do  a poorer  med- 
ical job  than  he  knows  how  to  do  means 
dissatisfaction  to  him  and  ultimately  to  his 
patient,  also. 

“If  the  people  of  the  United  States  allow 
medicine  to  be  completely  socialized  in  this 
country — and  compulsory  health  insurance 
is  a step  that  way — they  would  issue,  in 
effect,  an  invitation  for  the  socialization  of 
other  pursuits,  including  business.  How 
much  that  is  a real  danger  is  for  the  people 
to  decide,  and  certainly  the  businessmen  of 
the  nation  may  find  in  this  prospect  an 
entering  wedge  for  complete  socialization 
of  all  types  of  business  and  professional 
services. 

“Of  course  the  doctor  is  interested  in  any 
measures  that  can  be  taken  which  help 
more  people  to  get  good  medical  care. 
There  are  several  ways,  some  of  which  are 
already  at  work,  and  others  which  can  be 
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set  up,  without  the  defects  of  state  medi- 
cine or  compulsory  health  insurance,  to  help 
the  low  income  group  get  medical  care. 

“Voluntary  hospital  insurance  has  proved 
itself  successful.  It  helps  to  spread  the 
cost  of  hospitalization  by  the  prepayment 
method  to  cover  the  risk  of  hospital  ex- 
penses, thus  relieving  to  a considerable  de- 
gree the  burden  for  each  individual.  It 
does  not  cover  the  doctor’s  bill. 

“Voluntary  nonprofit  cash  indemnity  in- 
surance for  budgeting  the  doctor’s  bill  is 
the  latest  and  most  promising  suggestion, 
and  its  development  has  been  officially  ap- 
proved by  the  American  Medical  Associa- 
tion. This  is  by  no  means  so  simple  a mat- 
ter as  hospital  insurance,  which  has  fixed 
per  diem  costs,  but  it  holds  out  real  hope 
of  budgeting  for  catastrophic  illness,  the 
expenses  of  which  are  often  so  hard  to  bear. 
In  New  York  State  it  is  not  even  as  yet 
permitted  under  the  insurance  laws,  but 
the  New  York  State  Medical  Society  will 
seek  to  obtain  amendments  so  that  such 
plans  may  be  put  into  effect.  In  all  prob- 
ability these  will  come  up  in  the  next  legis- 
lature and  an  enabling  act  will  be  passed. 
Similar  plans  are  now  working  toward  ef- 
fective execution  in  many  places  through- 
out the  country.  It  now  remains  for  all  of 
us  to  work  out  systems  of  the  greatest  bene- 
fit to  all. 

“These  plans  leave  government  out  of 
their  structure.  They  call  for  the  organi- 
zation of  independent  nonprofit  associa- 
tions, in  the  American  tradition.  Payment 
is  made  directly  by  the  subscriber ; it  is  not 
deducted  from  his  pay  envelope  by  law, 
whether  he  consents  or  not,  as  is  the  case 
with  compulsory  health  insurance.  Under 
indemnity  insurance,  the  politician  keeps 
his  hands  off.  The  doctor  remains  a healer, 
with  no  temptation  to  become  a ‘heeler.’  ” 


PROGRRM  OF  THE  TENNESSEE  STRTE 
MEDICRL  RSSOCIRTION 
Jackson,  Tennessee,  Rpril  11,  12,  13,  1939 

The  Madison  County  Medical  Society  ap- 
pointed a committee  on  arrangements  soon 
after  the  state  meeting  last  year,  composed  of 
the  following  members: 


Dr.  J.  R.  Thompson,  Jr.,  Chairman 

Dr.  J.  W.  McClaran 

Dr.  J.  L.  Crook 

Dr.  G.  H.  Berryhill 

Dr.  John  Powers 

Dr.  Tate  B.  Collins 

Dr.  S.  M.  Herron 

Dr.  Jack  Douglass 

Dr.  Buford  O’Neal 

Dr.  Glenn  D.  Batten 

Dr.  Chas.  Webb 

This  committee  has  been  active.  Plans  for 
the  coming  meeting  have  been  completed. 

The  program  committee  has  been  active. 
The  committee  has  endeavored  to  arrange  a 
program  which  embraces  new  subjects  in 
medicine  of  wide  general  interest.  It  is  the 
purpose  of  the  committee  to  construct  a pro- 
gram of  the  greatest  possible  interest  to  that 
large  group  of  doctors  known  as  “general 
practitioners.’’ 

It  is  obvious  to  anyone  that  a program  con- 
sisting of  thirty  numbers  cannot  embrace  all 
the  subjects  that  are  of  interest  at  the  moment, 
nor  can  it  include  all  the  personalities  that  are 
capable  of  presenting  material  of  interest. 

It  must  be  admitted  that  no  one  can  keep 
up  with  the  progress  of  medicine  without  some 
understanding  of  the  subjects  included  in  this 
tentative  program. 

The  program  committee  has  followed  the 
policy  of  naming  two  discussers.  The  idea  is 
to  promote  discussion,  not  to  hinder  it.  If  a 
paper  deserves  criticism,  it  should  be  criti- 
cised. We  also  know  that  some  of  the  best 
contributions,  many  times,  are  presented  in 
extemporaneous  discussions  from  the  floor. 

This  year  the  program  committee  has  been 
compelled  to  decline  the  acceptance  of  papers 
perfectly  worthy  to  appear.  The  policy  of 
accepting  about  thirty  numbers  is  being  fol- 
lowed for  the  reason  that  thirty  papers  are  all 
that  can  be  read,  and  it  is  unfair  to  an  author 
to  prepare  a paper  and  then  not  be  able  to 
read  it.  It  is  also  not  fair  to  rush  through  a 
program  because  it  is  too  long. 

EXHIBITS 

An  essential  part  of  any  program  today  is 
the  exhibits,  both  commercial  and  scientific. 

Only  products  of  merit,  exhibited  by  stand- 
ard houses,  are  accepted. 

Scientific  exhibits  of  interest  and  value  will 
be  on  display. 


Tuesday,  Rpril  11,  1939 
9:30  R.M. 

1.  Brucellosis,  with  Report  of  Cases. 

DR.  W.  R.  BLUE,  Memphis. 

To  Discuss: 

DR.  WHITMAN  ROWLAND,  Memphis. 
DR.  Wm.  A.  DEMONBREUN,  Nashville. 
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2.  Epilepsy,  Diagnosis  and  Treatment. 

DR.  J.  P.  GILBERT,  Nashville. 

To  Discuss  : 

DR.  E.  W.  COCKE,  Memphis. 

DR.  FRANK  H.  LUTON,  Nashville. 

3.  The  Leukemias. 

DR.  RALPH  MONGER,  Knoxville. 

To  Discuss: 

DR.  W.  C.  COLBERT,  Memphis. 

DR.  DAVID  W.  HAILEY,  Nashville. 

4.  Pellagra  and  Its  Modern  Treatment  with 

Special  Emphasis  on  the  Borderline  States 
(a  special  address). 

DR.  JAMES  B.  McLESTER,  Birmingham,  Ala. 


Tuesday,  Aprilll,  1939 
2:00  P.M. 

5.  Endemic  Goiter. 

DR.  LEE  K.  GIBSON,  Johnson  City. 

To  Discuss: 

DR.  J.  A.  REYNOLDS,  Chattanooga. 

DR.  N.  S.  SHOFNER,  Nashville. 

6.  Some  Phases  of  the  Anaemias. 

DR.  R.  E.  CHING,  Memphis. 

To  Discuss: 

DR.  L.  C.  SANDERS,  Memphis. 

DR.  J.  O.  MANIER,  Nashville. 

7.  The  Differential  Diagnosis  and  Treatment  of 

the  Diarrheas. 

DR.  TIM  J.  MANSON,  Chattanooga. 

To  Discuss: 

DR.  K.  M.  BUCK,  Memphis. 

DR.  R.  B.  WOOD,  Knoxville. 

8.  Brain  Tumors  in  Children. 

DR.  COBB  PILCHER,  Nashville. 

To  Discuss: 

DR.  NICHOLAS  GOTTEN,  Memphis. 

DR.  FRAZIER  BINNS,  Nashville. 

9.  Metrazol  Treatment  of  Dementia  Praecox,  or 

More  Frequently  Now  Called  Schizophrenia. 

DR.  H.  B.  BRACKIN,  Nashville. 

To  Discuss: 

DR.  C.  C.  TURNER,  Memphis. 

DR.  JESSE  C.  HILL,  Knoxville. 

10.  Bronchoscopy,  Uses  in  Diagnosis  and  Treat- 

ment. 

DR.  W.  D.  STINSON,  Memphis. 

To  Discuss: 

DR.  REESE  PATTERSON,  Knoxville. 

DR.  D.  ISBELL,  Chattanooga. 


Tuesday,  April  11,  1939 
8:00  P.M. 

BALL  ROOM 

Dr.  John  Jackson,  Presiding 
1.  Presidential  Address. 

DR.  TOM  R.  BARRY,  Knoxville. 

President,  Tennessee  State  Medical  Association. 


2.  Medical  Problems  of  the  Day. 

DR.  ROCK  SLEYSTER,  Wauwatosa,  Wisconsin. 
President-elect,  American  Medical  Association. 


Wednesday,  April  12,  1939 
9:00  A.M. 

11.  Acute  Abdominal  Emergencies,  with  Reports 

of  a Few  Unusual  Cases. 

DR.  JOHN  B.  HASKINS,  Chattanooga. 

To  Discuss: 

DR.  G.  A.  COORS,  Memphis. 

DR.  L.  W.  EDWARDS,  Nashville. 

12.  Acute  Rheumatic  Fever. 

DR.  J.  J.  HOBSON,  Memphis. 

To  Discuss : 

DR.  F.  T.  MITCHELL,  Memphis. 

DR.  JAS.  L.  BIBB,  Chattanooga. 

13.  Carcinoma  of  the  Stomach:  An  Analytical 

Study. 

DR.  W.  E.  BRYAN,  Chattanooga. 

To  Discuss : 

DR.  R.  L.  SANDERS,  Memphis. 

DR.  E.  L.  RIPPY,  Nashville. 

14.  Auscultation  in  the  Diagnosis  of  Surgical  Dis- 

eases of  the  Abdomen. 

DR.  BARTON  McSWAIN,  Paris. 

To  Discuss : 

DR.  J.  L.  McGEHEE,  Memphis. 

DR.  W.  D.  HAGGARD,  Nashville. 

15.  Post  Menopausal  Bleeding. 

DR.  W.  C.  DIXON,  Nashville. 

To  Discuss: 

DR.  P.  C.  SCHREIER,  Memphis. 

DR.  E.  DUNBAR  NEWELL,  Chattanooga. 

16.  Combined  Abdomino  Perineal  Resection  of  the 

Rectum  (a  sound  movie  in  color). 

DR.  FRED  RANKIN,  Lexington,  Kentucky. 


Wednesday,  April  12,  1939 
2:00  P.M. 

17.  Feeding  Problems  in  Infancy. 

DR.  WILLIS  H.  THOMPSON,  Instructor  for  Post- 
graduate Course  in  Pediatrics. 

To  Discuss : 

DR.  JOHN  M.  LEE,  Nashville. 

DR.  OLIVER  HILL,  Knoxville. 

THIS  PORTION  OF  THE  PROGRAM  ARRANGED 
IN  COOPERATION  WITH  THE  SECTION 
ON  RAILWAY  SURGERY 

18.  The  Relationship  Which  Should  Exist  Between 

Industrial  Physicians  and  Surgeons  and 
Private  Practitioners. 

DR.  C.  F.  N.  SCHRAM,  Kingsport. 

To  Discuss: 

DR.  A.  R.  McMAHAN,  Memphis. 

DR.  H.  M.  TIGERT,  Nashville. 

19.  The  Management  of  Fractures  About  the  El- 

bow Joint. 

DR.  TROY  BAGWELL,  Knoxville. 
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To  Discuss: 

DR.  A.  H.  MEYER,  Memphis. 

DR.  JOHN  H.  TILLEY,  Lawrenceburg. 

20.  The  Restoration  of  Function  After  Injury,  with 

Special  Reference  to  Extremities. 

DR.  DUNCAN  EVE,  JR.,  Nashville. 

To  Discuss: 

DR.  HERSCHEL  PENN,  Knoxville. 

DR.  Wm.  J.  SHERIDAN,  Chattanooga. 

21.  The  Operative  Correction  of  Lower  Extremity 

Length  Inequality  (a  special  address). 

DR.  C.  H.  CREGO,  JR.,  St.  Louis,  Missouri. 

22.  Management  of  Common  Eye  Conditions  in  the 

Field  of  the  General  Practitioner. 

DR.  EDGAR  L.  GRUBB,  Knoxville. 

To  Discuss : 

DR.  S.  H.  LONG,  Chattanooga. 

DR.  ROBERT  E.  SULLIVAN,  Nashville. 


Thursday,  Rpril  13,  1939 
9:30  A.M. 

23.  Manifestations  of  Allergy,  Other  Than  Asthma. 

DR.  ALFRED  M.  GOLTMAN,  Memphis. 

To  Discuss : 

DR.  J.  P.  HENRY,  Memphis. 

DR.  C.  S.  THOMAS,  Nashville. 

24.  Raw  Diets. 

DR.  J.  W.  McELROY,  Memphis. 

To  Discuss  : 

DR.  H.  B.  GOTTEN,  Memphis. 

DR.  JOHN  B.  YOUMANS,  Nashville. 

25.  The  Small  Town  Clinic -Hospital — Its  Place  in 

the  Community. 

DR.  W.  G.  RHEA,  Paris. 

To  Discuss : 

DR.  J.  W.  OURSLER,  Humboldt. 

DR.  L.  W.  NABERS,  Morristown. 

26.  Breast  Cancer  (Technique  of  Examination  and 
Pre- operative  Radiation). 

DR.  LEON  J.  MENVILLE,  New  Orleans,  La. 

27.  Sulfanilamide  Pyridine  in  the  Treatment  of 

Pneumonia. 

DR.  ROBERT  WILLIAMS,  Nashville. 

To  Discuss : 

DR.  C.  H.  SANFORD,  Memphis. 

DR.  O.  N.  BRYAN,  Nashville. 


Thursday,  Rpril  13,  1939 
2:00  P.M. 

28.  The  Necessity  for  Medical  Military  Prepared- 

ness. 

G.  W.  REYER,  Lt.  Col.,  M.  C„  U.  S.  Army. 
Professor  of  Military  Science  and  Tactics, 
Vanderbilt  University,  Nashville. 

To  Discuss: 

DR.  HUGH  R.  RAINES,  Memphis. 

DR.  J.  B.  HIBBITTS,  JR.,  Nashville. 

29.  A Study  of  Infant  Mortality  in  Tennessee. 

DR.  JOHN  M.  SAUNDERS,  and  RUTH  R. 

PUFFER,  Tennessee  Department  of  Public 
Health,  Nashville. 


To  Discuss : 

DR.  A.  G.  QUINN,  Memphis. 

DR.  J.  C.  OVERALL,  Nashville. 

30.  Asthma  and  the  General  Practitioner. 

DR.  TOLBERT  C.  CROWELL,  Chattanooga. 

To  Discuss : 

DR.  W.  C.  CHANEY,  Memphis. 

DR.  GLENN  D.  GRUBB,  Knoxville. 

31.  Puerperal  Sepsis. 

DR.  Wm.  I.  HOWELL,  Lexington. 

To  Discuss : 

DR.  E.  R.  ZEMP,  Knoxville. 

DR.  P.  B.  RUSSELL,  Memphis. 


TENNESSEE  STATE  PEDIATRIC 
SOCIETY 

President,  Dr.  Wm.  Van  Order,  Chattanooga 
Vice-President,  Dr.  James  C.  Overall,  Nashville 
Secretary-Treasurer,  Dr.  Kinsey  M.  Buck,  Memphis 


NEW  SOUTHERN  HOTEL 

April  11,  1939 

9:00  A.M. 

President’s  Address. 

DR.  Wm.  E.  VAN  ORDER,  Chattanooga. 

9:30  A.M. 

Bronchial  Stenosis  from  Tubercular  Glands,  Case 
Report. 

DR.  JAMES  G.  HUGHES,  Memphis. 

9:50  A.M. 

Purpura  Hemorrhagica. 

DR.  JOE  M.  STRAYHORN,  Nashville. 

10:10  A.M. 

Progeria,  Case  Report. 

DR.  DAVID  GOLTMAN,  Memphis. 

10:30  A.M. 

Combined  Administration  of  Tetanus  Toxoid  and 
Diphtheria  Toxoid. 

DR.  O.  L.  VON  CANON,  Chattanooga. 

10:50  A.M. 

Clinical  Experience  with  Sulfapyridine. 

DR.  J.  CYRIL  PETERSON,  Nashville. 

11:15  A.M. 

Acute  Intussusception  in  Infants. 

DR.  PHILIP  C.  ELLIOTT,  Nashville. 

Intermission 

12:15  P.M. 

Luncheon — New  Southern  Hotel.  Round  table  discus- 
sion and  questions  about  morning  papers. 

1 :00  P.M. 

Business  Meeting. 

2:00  P.M. 

Society  will  adjourn  to  attend  the  scientific  session  of 
the  Tennessee  State  Medical  Association. 
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THE  TENNESSEE  ACADEMY  [OF  OPH- 
THALMOLOGY AND  OTOLARYN- 
GOLOGY 

COUNTRY  CLUB 
Tuesday,  April  11,  1939 
9:00  A.M. 

1.  What  Tennessee  Is  Doing  for  the  Prevention  of 

Blindness,  Conservation  of  Vision  and  Resto- 
ration of  Sight. 

DR.  HALE  E.  CULLOM,  Nashville. 

2.  Foundation  Lecture  in  Otolaryngology:  Points 

of  Practical  Interest  in  the  Diagnosis,  Time  of 
Operation  and  Treatment,  in  Acute  and 
Chronic  Ear  Conditions,  Including  Mastoid, 
Lateral  Sinus,  Labyrinth,  Meningeal,  and 
Petrous  Infection. 

DR.  HENRY  M.  GOODYEAR,  Cincinnati,  Ohio. 

3.  Round-Table  Discussion. 

4.  Presentation  of  Pathological  Specimens  and  New 

Instruments. 

PRESIDENT’S  LUNCHEON 

Guests  of  the  president.  Dr.  J.  B.  Stanford,  Memphis. 

5.  Use  of  Ingals’  Gold  Tube  in  Frontal  Sinus  Op- 

erations. 

DR.  D.  HARBERT  ANTHONY,  Memphis. 

6.  Foundation  Lecture  in  Ophthalmology:  Dis- 

turbances of  Motility  and  of  Visual  Fields. 

DR.  VIRGIL  G.  CASTEN,  Boston,  Massachusetts. 

7.  Round-Table  Discussion. 

8.  Executive  Session  with  Election  of  Officers. 

DINNER 

Guests  of  Jackson  Society  of  Ophthlamology  and 
Otolaryngology. 

1.  President’s  Message. 

2.  Installation  of  Officers. 


DEATHS 


Dr.  G.  G.  Mulherin 
Dr.  G.  G.  Mulherin,  Brownsville;  aged 
sixty-one;  died  January  9 following  an  ill- 
ness of  one  week. 


Dr.  W.  F.  Huntsman 
Dr.  W.  F.  Huntsman,  Lexington ; Univer- 
sity of  Tennessee,  College  of  Medicine, 
Memphis,  1900;  aged  seventy;  died  Decem- 
ber 22,  1938. 


Dr.  L.  D.  Allen 

Dr.  L.  D.  Allen,  Smithville;  University 
of  Nashville,  Medical  Department,  1898; 
aged  sixty-seven;  died  March  5. 


Dr.  C.  P.  Fox 

Dr.  C.  P.  Fox,  Greeneville;  New  York 
University,  Medical  College,  New  York, 
1888;  aged  seventy-three ; died  March  7. 


RESOLUTIONS 


Dr.  G.  P.  Hicks 

On  November  23,  1938,  the  Carroll  Coun- 
ty Medical  Society  lost  one  of  its  most 
eminent  members  in  the  death  of  Dr. 
Garvyn  Priestly  Hicks  of  Bruceton,  Ten- 
nessee. 

Dr.  Hicks  was  born  June  3,  1880,  at 
Westport,  Tennessee.  While  attending 
Southern  Normal  University,  1899-1900, 
Huntingdon,  Tennessee,  he  spent  his  sum- 
mers in  the  office  of  Dr.  Joe  McCall.  In 
June,  1905,  he  received  his  medical  degree 
from  the  University  of  Nashville,  Medical 
Department. 

In  November,  1905,  he  married  Miss 
Grace  Paschall,  of  Henry  County,  who  con- 
tributed much  to.  his  personal  happiness,  his 
private  life,  and  his  professional  success. 

After  graduation  he  located  in  Camden, 
Tennessee,  and  there  practiced  medicine  for 
nine  years.  For  four  years  of  this  period 
he  was  railroad  physician  and  county  health 
officer  of  Benton  County.  This  gave  him 
great  opportunity  which  he  faithfully  uti- 
lized for  serving  the  people  of  a whole 
county.  He  then  went  to  Paris,  Tennessee, 
and  there  and  in  Henry  County  practiced 
medicine  for  six  years.  The  last  thirteen 
years  he  spent  in  his  native  Carroll  County 
at  Bruceton,  where  he  had  a wide  practice 
in  town  and  country.  Here  he  served  the 
sick  and  the  suffering  until  on  July  24  he 
was  stricken  with  a heart  attack.  After 
resting  at  home  a few  weeks  he  went  to 
Florida,  hoping  entirely  to  recover  and 
again  resume  his  service  of  the  people.  But 
on  November  23,  in  Lake  Worth,  Florida, 
he  succumbed  to  a heart  attack.  As  was 
said  of  the  Master  so  of  him,  “He  saved 
others,  himself  he  could  not  save.” 

Dr.  Hicks  in  private  life  was  loved  and 
honored  by  all.  In  public  affairs  he  was 
alert  to  the  welfare  of  the  community  and 
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always  took  a leading  part  in  all  advance 
movements  for  better  health  conditions. 

Dr.  Hicks  was  a member  of  the  Carroll 
County  Medical  Society,  of  the  Tennessee 
State  Medical  Association,  and  of  the  South- 
ern Medical  Association. 

In  recognition  of  his  faithful  and  distin- 
guished services  in  the  practice  of  medicine, 
of  his  personal  worth  as  a man  and  a citi- 
zen, and  of  the  noble  services  he  rendered 
the  communities  where  he  lived  and  prac- 
ticed medicine,  the  Carroll  County  Medical 
Society  in  regular  monthly  meeting  assem- 
bled desires  to  offer  the  following  resolu- 
tions : 

“Be  It  Resolved , The  Carroll  County  Med- 
ical Society  deeply  deplores  the  early  and 
sudden  passing  of  our  member  just  as  he 
was  approaching  the  climax  of  a distin- 
guished career. 

“Be  It  Further  Resolved,  That  the  society 
extends  to  his  wife  and  daughters  and  other 
family  connections  our  sympathy  and  con- 
dolence; and 

“Be  It  Further  Resolved,  That  a copy  of 
this  resolution  be  sent  to  his  wife,  a copy 
be  sent  to  the  secretary  and  editor  of  the 
Tennessee  State  Medical  Journal,  and  a 
copy  be  spread  on  the  records  of  this  so- 
ciety. 

(Signed)  L.  E.  Trevathan,  M.D. 

Roy  A.  Douglas,  M.D. 

V.  E.  Massey,  M.D. 


NEWS  NOTES  AND  COMMENTS 


The  postgraduate  course  in  pediatrics, 
sponsored  by  the  Tennessee  State  Medical 
Association,  was  inaugurated  February  20 
most  auspiciously.  The  first  circuit  in- 
cluded courses  at  Covington,  Brownsville, 
Jackson,  Selmer,  and  Bolivar  with  a total 
enrollment  of  eighty-three  doctors  for  the 
circuit.  Dr.  Willis  H.  Thompson,  who  is 
conducting  this  work,  will  meet  with  the 
doctors  enrolled  at  each  of  the  above  cen- 
ters once  each  week  for  ten  weeks  and  will 
then  move  on  to  a new  circuit.  In  this  man- 
ner it  is  expected  to  offer  this  course  in  cir- 
cuits arranged  to  cover  the  state. 


The  number  enrolled  and  the  interest 
and  enthusiasm  shown  by  them  in  this 
course  is  most  encouraging,  and  it  appears 
that  the  medical  profession  of  the  state  is 
very  fortunate  to  secure  such  an  opportu- 
nity of  reviewing  the  subject  of  pediatrics 
with  so  able  a clinician  as  Dr.  Thompson. 
We  are  especially  fortunate  in  securing  Dr. 
Thompson’s  services  for  this  program.  In 
addition  to  a wide  clinical  experience  he 
has  devoted  much  time  to  teaching  both 
undergraduate  and  graduate  students  at  the 
University  of  Minnesota,  and  has  carried 
on  considerable  research  in  pediatric  prob- 
lems. 


During  the  spring  of  this  year  the  Fourth 
International  Congress  of  organizations 
and  scientists  interested  in  comparative 
pathology  will  be  held  in  Rome  under  the 
auspices  of  the  Royal  Italian  government. 
More  detailed  information  regarding  this 
congress,  including  its  program,  is  being 
formulated  for  distribution  and  I will  be 
glad  to  furnish  a copy  of  the  same  to  those 
who  are  interested. 

The  Italian  government  extends  an  in- 
vitation to  all  doctors  and  other  scientists 
interested  in  human,  veterinarian,  and  plant 
pathology  to  attend  this  congress. 

(Signed)  John  Galella, 
Royal  Consular  Agent  of  Italy. 

Sterick  Building,  Memphis,  Tennessee. 


United  States  Department  of  Labor,  Chil- 
dren’s Bureau,  Washington,  has  asked  that 
we  announce  the  Annual  Child  Health  Day 
which  will  be  observed  Monday,  May  1. 

Those  interested  in  obtaining  additional 
information  on  this  subject  may  write  to 
May  Day  Chairman,  State  Department  of 
Health. 


Announcement  of  Van  Meter  Prize 
Award 

The  American  Association  for  the  Study 
of  Goiter  again  offers  the  Van  Meter  Prize 
Award  of  $300  and  two  honorable  men- 
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tions  for  the  best  essays  submitted  concern- 
ing original  work  on  problems  related  to 
the  thyroid  gland.  The  award  will  be  made 
at  the  annual  meeting  of  the  association 
which  will  be  held  in  Cincinnati,  Ohio,  on 
May  22,  23,  and  24,  1939,  providing  essays 
of  sufficient  merit  are  presented  in  compe- 
tition. 

The  competing  essays  may  cover  either 
clinical  or  research  investigations;  should 
not  exceed  3,000  words  in  length;  must  be 
presented  in  English;  and  a typewritten 
double  spaced  copy  sent  to  the  correspond- 
ing secretary,  Dr.  W.  Blair  Mosser,  133 
Biddle  Street,  Kane,  Pennsylvania,  not  later 
than  April  15,  1939. 


The  American  Physicians’  Art  Associa- 
tion, composed  of  members  in  the  United 
States,  Canada,  and  Hawaii,  will  hold  its 
second  art  exhibit  in  the  City  Art  Museum 
of  St.  Louis,  May  14-20,  1939,  during  the 
annual  session  of  the  American  Medical  As- 
sociation. Art  pieces  will  be  accepted  for 
this  art  show  in  the  following  classifica- 
tions: (1)  oils  both  (a)  portrait  and  (b) 
landscape;  (2)  water  colors;  (3)  sculp- 
ture; (4)  photographic  art;  (5)  etchings; 
(6)  ceramics;  (7)  pastels;  (8)  charcoal 
drawings;  (9)  bookbinding;  (10)  wood 
carving;  (11)  metalwork  (jewelry).  Prac- 
tically all  pieces  sent  in  will  be  accepted. 
There  will  be  over  sixty  valuable  prize 
awards.  For  details  of  membership  in  this 
association  and  rules  of  the  exhibit,  kindly 
write  to  Max  Thorek,  M.D.,  Secretary,  850 
Irving  Park  Boulevard,  Chicago,  Illinois, 
or  F.  H.  Redewill,  M.D.,  President,  521-536 
Flood  Building,  San  Francisco,  California. 


The  American  Association  of  Obste- 
tricians, Gynecologists,  and  Abdominal  Sur- 
geons announces  that  the  annual  foundation 
prize  for  this  year  will  be  $100.  Those  eli- 
gible include  only  (1)  interns,  residents,  or 
graduate  students  in  obstetrics,  gynecology, 
and  abdominal  surgery  and  (2)  physicians 
(M.D.  degree)  who  are  actually  practicing 
or  teaching  obstetrics,  gynecology,  or  ab- 
dominal surgery. 

Competing  manuscripts  must  (1)  be  pre- 
sented in  triplicate  under  a nomdeplume  to 


the  secretary  of  the  association  before  June 
1,  (2)  be  limited  to  5,000  words  and  such 
illustrations  as  are  necessary  for  a clear 
exposition  of  the  thesis,  and  (3)  by  type- 
written (double  spaced)  on  one  side  of  the 
sheets  with  ample  margin. 

The  successful  thesis  must  be  presented 
at  the  next  annual  (September)  meeting  of 
the  association  without  expense  to  the  as- 
sociation and  in  conformity  with  its  regu- 
lations. 

For  further  details,  address  Dr.  James 
R.  Bloss,  Secretary,  418  Eleventh  Street, 
Huntington,  West  Virginia. 


WOMAN'S  AUXILIARY 


President Mrs.  H.  E.  Christenberry 

Knoxville 

President-Elect Mrs.  Matt.  Murfree 

Murfreesboro 

Press  and  Publicity Mrs.  Frank  Fessey 

Nashville 

Davidson  County 

On  February  3 the  twelfth  anniversary 
of  the  Woman’s  Auxiliary  to  the  Nashville 
Academy  of  Medicine  and  Davidson  County 
Medical  Society  was  celebrated  at  Centen- 
nial Club. 

Assisting  the  president,  Mrs.  Joseph 
Travenick,  Jr.,  in  receiving  the  seventy- 
five  guests  were  Mrs.  Hearn  Bradley,  Mrs. 

B.  F.  Byrd,  Mrs.  T.  G.  Pollard,  Mrs.  Lynch 
Bennett,  Mrs.  Elkin  Rippy,  and  Mrs.  George 
Holcomb.  Mrs.  Carl  McMurray  was  gen- 
eral chairman  of  the  affair  and  served  as 
toastmistress. 

Honor  guests  attending  were  Dr.  R.  W. 
Billington,  president  of  the  Nashville  Acad- 
emy of  Medicine,  and  Mrs.  Billington,  Dr. 
W.  W.  Wilkerson  and  Dr.  B.  F.  Byrd,  mem- 
bers of  the  Advisory  Council  to  the  Aux- 
iliary. 

Mrs.  T.  G.  Pollard  has  as  her  guest  Mrs. 

C.  S.  Red,  of  Houston,  Texas.  Mrs.  Red  is 
one  of  the  most  outstanding  women  in  the 
ranks  of  the  Woman’s  Auxiliary.  She  is 
the  founder  and  organizer  of  the  Woman’s 
Auxiliary  to  the  American  Medical  As- 
sociation and  served  as  its  national  presi- 
dent for  three  years.  She  also  served  as 
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both  state  and  county  president  of  the  Texas 
auxiliaries.  Mrs.  Red  is  also  the  author  of 
a book,  “Medical  Men  in  Texas,”  which  is 
used  as  a reference  book  in  many  of  our 
medical  college  libraries  as  well  as  in  some 
of  the  foreign  countries.  Mrs.  Red  was  the 
honor  guest  at  the  monthly  meeting  of  the 
Nashville  Academy  of  Medicine  and  the 
Davidson  County  Medical  Society.  Also 
present  to  share  honors  with  her  was  Mrs. 
H.  E.  Christenberry,  our  own  state  presi- 
dent, and  our  president-elect,  Mrs.  Matt 
Murfree,  of  Murfreesboro.  Many  charm- 
ing affairs  have  been  arranged  in  her  honor 
during  her  only  too  short  stay  in  Nashville, 
one  of  which  was  a dinner  in  her  honor  at 
Centennial  Club,  given  by  Mrs.  Rogers  N. 
Herbert,  our  own  past  national  president. 

The  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  will  hold  its 
twelfth  annual  convention  at  Jackson,  Ten- 
nessee, April  11  and  12,  1939.  If  you  have 
not  sent  in  your  report  please  do  so  before 
March  20. 


Lincoln  County 

We  are  indeed  happy  to  announce  the  or- 
ganization of  the  Lincoln  County  Woman’s 
Auxiliary.  Much  appreciation  is  due  Mrs. 
R.  T.  Odum  for  her  untiring  efforts  toward 
the  organization  of  this  new  auxiliary.  The 
following  officers  and  committees  were 
elected  and  appointed:  Mrs.  Robert  T. 
Odum,  president;  Mrs.  R.  E.  McCown,  vice- 
president;  Mrs.  W.  S.  Joplin,  secretary; 
Mrs.  Garland  Hayes,  treasurer.  Program: 
Mrs.  A.  L.  Griffith,  Mrs.  W.  T.  Cannon, 
Mrs.  J.  F.  Shelton.  Public  Relations, 
Health,  and  Hygiene  : Mrs.  W.  C.  Woodfin, 
Mrs.  K.  P.  Brown.  Legislation:  Mrs.  Lil- 
lian Goodwin  and  Mrs.  E.  K.  Blair.  Can- 
cer Control:  Mrs.  R.  E.  McCown.  Histo- 
rian: Mrs.  T.  A.  Patrick.  Lincoln  County 
medical  adviser:  Dr.  W.  S.  Joplin.  Pub- 
licity: Mrs.  C.  L.  Goodrich.  Meetings  will 
be  held  on  the  first  Wednesday  in  each 
month  and  the  March  meeting  will  be  with 
Mrs.  K.  P.  Brown.  The  guests  were  Mrs. 
M.  B.  Murfree,  of  Murfreesboro,  president- 
elect of  the  State  Auxiliary  and  chairman 
of  organization,  and  Mrs.  James  Scott,  also 
of  Murfreesboro,  Middle  Tennessee  chair- 


man of  organization,  and  the  wives  and 
widows  of  the  doctors  of  Lincoln  County. 


Rutherford  County 

At  the  monthly  meeting  of  the  Woman’s 
Auxiliary  to  the  Stones  River  Academy  of 
Medicine,  it  was  voted  to  cooperate  with  the 
movement  of  the  Tennessee  Medical  Society 
to  extend  the  requirements  of  tests  for 
syphilis  for  handlers  of  food  in  public  eat- 
ing establishments  to  domestic  servants.  It 
was  also  voted  to  aid  the  American  Legion 
in  its  efforts  to  secure  more  rigid  enforce- 
ment of  the  state  laws  regarding  social  dis- 
eases and  to  secure  the  passage  of  the  law 
requiring  tests  for  persons  applying  for 
marriage  licenses. 

Mrs.  M.  B.  McCrary,  of  Woodbury,  pres- 
ident, appointed  Mrs.  J.  F.  Adams,  of  Wood- 
bury, delegate  to  the  state  convention  of  the 
Medical  Auxiliary  which  will  meet  in  Jack- 
son,  April  11-13. 

Mrs.  McCrary  also  appointed  Mrs.  Adams 
as  chairman  of  the  Cancer  Control  Drive. 
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Davidson  County: 

February  7 — “Surgical  Treatment  of  Gall 
Bladder  Disease,”  by  Dr.  Gordon  Heyd, 
New  York  City. 

February  14 — “Consideration  of  Uterine 
Prolapse  and  Related  Conditions,”  by  Dr. 
James  C.  Mason,  Rochester,  Minnesota. 

February  21 — “Chronic  Arthritis,”  by 
Dr.  Albert  Weinstein.  Discussed  by  Dr. 
Eugene  M.  Regen. 

“Neuritis,”  by  Dr.  W.  DeGutierrez  Ma- 
honey. Discussed  by  Dr.  J.  P.  Gilbert. 

February  28 — “Osteomyelitis  of  the  Vault 
of  the  Skull,”  by  Dr.  T.  D.  McKinney.  Dis- 
cussed by  Dr.  Cobb  Pilcher. 

March  7 — “Appendicitis  in  the  Infant,” 
by  Dr.  Lynch  Bennett.  To  be  discussed  by 
Drs.  Lee  and  Overall. 

March  14  — “Intussusception  in  the 
Adult,”  by  Dr.  Cleo  Miller.  “Intussuscep- 
tion in  the  Infant,”  by  Dr.  P.  C.  Elliot. 
To  be  discussed  by  Dr.  Thomas  G.  Pollard. 

Papers  scheduled  to  be  read  are  as  fol- 
lows : 
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March  21 — “Results  of  Experience  with 
Actinomycotic  Infections  in  the  University 
of  Michigan  Hospital  for  the  Past  Ten 
Years  with  Special  Bearing  on  Its  Etiol- 
ogy,” by  Dr.  Jeff  Davis.  To  be  discussed 
by  Dr.  C.  M.  Hamilton. 

March  28 — “Extrophy  of  the  Bladder,” 
by  Dr.  Henry  Douglas.  To  be  discussed  by 
Dr.  J.  C.  Pennington. 

“Results  of  Fever  Therapy  at  Vanderbilt 
University  Hospital,”  by  Dr.  Robert  Wil- 
liams. To  be  discussed  by  Dr.  E.  M.  Regen. 

April  4 — “Post-partum  Infection,”  by 
Dr.  Sam  Cowan.  To  be  discussed  by  Dr.  W. 
B.  Anderson. 

April  11 — No  meeting  on  account  of  Ten- 
nessee State  Medical  Association  at  Jack- 
son,  Tennessee. 


Dyer,  Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  in  regular  monthly  ses- 
sion, March  1,  1939.  Scientific  program : 
“Henoch’s  Purpura,”  by  Dr.  E.  B. 
Smythe,  Tiptonville. 

“Medical  Management  of  Common  Dis- 
eases of  the  Colon,”  by  Dr.  H.  G.  Rudner, 
Memphis. 

“Surgical  Management  of  Common  Dis- 
eases of  the  Colon,”  by  Dr.  R.  L.  Sanders, 
Memphis. 

(Signed)  C.  L.  Denton,  Secretary. 


Greene  County : 

The  Greene  County  Medical  Society  met 
Tuesday,  February  7,  at  the  Andrew  John- 
son Clubhouse. 

Dr.  I.  E.  Phillips  read  a paper  on  “Brains 
and  Eggs.”  Dr.  W.  T.  Mathes  discussed  it. 

Dr.  H.  B.  Anderson  read  a paper  on 
“Anemia.”  Dr.  L.  E.  Dyer  discussed  it. 

The  following  members  were  present : 
Drs.  J.  T.  Campbell,  L.  E.  Coolidge,  W.  T. 
Mathes,  C.  B.  Laughlin,  R.  S.  Cowles,  H. 
W.  Fox,  M.  A.  Blanton,  R.  B.  Gibson,  Hal 
Henard,  I.  E.  Phillips,  L.  E.  Dyer,  and  H. 
B.  Anderson.  Visitor:  Dr.  A.  Hardison 
from  the  State  Health  Department. 
(Signed)  I.  E.  Phillips,  Secretary. 


Gh'eene  County: 

The  Greene  County  Medical  Society  met 
on  March  7. 

Dr.  L.  E.  Dyer  presented  a paper  on 
“Obstetrics  versus  Midwifery.” 

The  following  members  were  present: 
Drs.  M.  A.  Blanton,  R.  B.  Gibson,  R.  S. 
Cowles,  Hal  Henard,  L.  E.  Dyer,  N.  H. 
Crews,  and  I.  E.  Phillips. 

(Signed)  I.  E.  Phillips,  Secretary. 


Hardin,  Lawrence,  Lewis,  Perry,  and 

Wayne  Counties: 

A meeting  of  the  Five-County  Medical 
Society  was  held  in  Hohenwald  on  Feb- 
ruary 28  with  a good  attendance. 

Papers  read  were  “Present  Management 
of  Obstetrics,”  by  Dr.  Watt  Yeiser,  Co- 
lumbia. 

“Some  of  the  Less  Common  Manifesta- 
tions of  Coronary  Thrombosis,”  by  Dr.  Da- 
vid Strayhorn,  Nashville. 

The  next  meeting  will  be  held  in  Linden 
on  March  28. 


Knox  County: 

February  7 — “The  Treatment  of  Diabetes 
Mellitus,”  by  Dr.  Bruce  R.  Powers.  Dis- 
cussed by  Drs.  G.  G.  Henson,  Philip  Thom- 
as, and  R.  M.  Young. 

February  14 — “A  Moving  Picture  on  the 
Heart,”  presented  by  Dr.  Eugene  Aber- 
crombie. 

February  21 — “Anorectal  Fistulas  and 
Abscesses,”  by  Dr.  J.  M.  Stockman. 

February  28 — “The  Law  Relating  to  Doc- 
tor and  Patient,”  by  Karl  Ed.  Steinmetz, 
instructor  in  law  at  the  University  of  Ten- 
nessee. 

March  7 — “Prostatic  Resection  with  Art 
Sketches  of  Operation  Before,  at  Time,  and 
After  Operation,”  by  Dr.  J.  B.  Neil.  Dis- 
cussion led  by  Dr.  G.  A.  Williamson. 


Shelby  County: 

February  21 — “Case  Reports:  Dermoid 
Cyst  of  the  Abdominal  Wall,”  by  Dr.  J.  C. 
Mobley,  Jr.  “Status  Epilepticus,”  by  Dr. 
J.  C.  Ayres,  Jr. 

Papers:  “An  Appraisal  of  the  More  Re- 
cent Treatment  of  Diabetes  Mellitus,”  by 
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Dr.  H.  B.  Gotten.  Discussed  by  Drs.  C.  H. 
Sanford  and  W.  C.  Colbert. 

“The  Carotid  Sinus  Syndrome/’  by  Dr. 
Francis  Murphey.  Discussed  by  Drs.  L.  C. 
Sanders  and  H.  G.  Rudner. 

March  7 — “Case  Reports : Ocular  Tulare- 
mia,” by  Dr.  D.  H.  Anthony.  “Cancer  of 
Rectum,”  by  Dr.  M.  W.  Holehan. 

Papers:  “Accidents  of  Pregnancy,”  by 
Dr.  W.  A.  Ruch.  Discussed  by  Drs.  J.  P. 
Long  and  J.  R.  Reinberger. 

“Management  of  Tumors  of  the  Bladder,” 
by  Dr.  T.  D.  Moore.  Discussed  by  Drs.  H. 
K.  Turley  and  C.  H.  Heacock. 


Sullivan- Johnson  County: 

We  had  a very  interesting  Sullivan- John- 
son County  medical  meeting  last  night  with 
twenty-six  present.  Dr.  B.  R.  Howard  pre- 
sented a case  of  tumor  of  the  hilum  of  the 
left  lung  in  a man  twenty-three  years  of 
age.  The  man  said  he  had  been  perfectly 
well  up  until  one  week  ago  with  the  excep- 
tion that  he  had  noted  for  the  past  three 
months  that  he  was  uncomfortable  in  at- 
tempting to  sleep  on  his  left  side.  X-ray 
pictures  taken  in  April,  1937,  in  pre-employ- 
ment examinations  were  read  as  negative, 
but  on  seeing  films  taken  on  Monday  of  this 
week  it  was  evident  that  there  was  a be- 
ginning process  there  two  years  ago,  so 
faint  in  outline  in  the  X-ray,  however,  that 
the  element  of  time  was  necessary  to  give 
a positive  reading. 

Following  the  discussion  of  this,  a case 
from  the  Massachusetts  General  Hospital 
was  discussed  very  thoroughly.  Copies  of 
the  history  and  findings  had  been  sent  to 
every  member  a week  in  advance,  and  every 
one  had  had  a chance  to  study  it.  Before 
the  discussion  the  various  diagnoses  were 
placed  upon  the  blackboard. 

The  correspondence  regarding  the  post- 
graduate courses  at  Vanderbilt  University 
was  read  and  well  received. 

The  writer  was  elected  delegate  to  the 
state  meeting  in  Jackson,  with  Dr.  T.  B. 
Yancey  as  alternate. 

(Signed)  C.  F.  N.  Schram,  M.D., 

Secretary. 


Williamson  County  : 

At  the  regular  meeting  of  the  Williamson 
County  Medical  Society  on  Tuesday,  Feb- 
ruary 14,  Dr.  E.  F.  Harrison  presented  a 
paper,  “Tuberculosis,  the  Nature  of  the 
Disease.”  Dr.  W.  J.  Murphy,  of  Franklin, 
was  elected  to  membership  in  the  society. 

(Signed)  K.  S.  Howlett,  Secretary. 
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Papers  Presented  at  Vanderbilt  Medical 
Society,  January  6,  1939 

1.  Case  Report:  “Acute  Hemorrhagic 
Encephalitis  Due  to  Neoarsphena- 
mine,”  by  Dr.  H.  F.  Klinefelter. 

A twenty-four-year-old,  five  months  preg- 
nant, white  woman  was  admitted  to  hos- 
pital in  coma  four  and  one-half  days  after 
intravenous  injection  of  0.3  grams  neo- 
arsphenamine.  For  the  preceding  three 
days  she  suffered  general  malaise,  headache, 
nausea  and  vomiting  and  drowsiness;  two 
days  before  had  severe  chill;  twelve  hours 
before  admission  became  comatose  with 
generalized  convulsions.  On  admission  T. 
100.8,  P.  88,  R.  32.  She  responded  only  to 
painful  stimuli  and  respirations  were  la- 
bored, irregular.  She  was  quite  flaccid  un- 
til an  extremity  was  passively  moved,  when 
she  became  rigid  all  over  for  several  min- 
utes. There  was  no  paralysis.  Deep  re- 
flexes were  equal,  hyperactive ; Babinski 
and  Hoffman  signs  bilaterally  positive. 
There  was  a transient  left  internal  strabis- 
mus. There  was  a definite  leukocytosis; 
slight  anemia.  C.S.F.  was  xanthochromic, 
under  slightly  increased  pressure,  with  high 
protein ; 40  to  130  white  cells  were  present ; 
Wassermann  negative;  temperature  and 
pulse  rose  and  day  after  admission  she  had 
a generalized  convulsion.  She  developed 
bronchopneumonia,  but  seemed  to  improve 
for  a time,  although  she  never  regained 
consciousness.  She  died  suddenly  of  respir- 
atory failure  eight  days  after  the  injection. 
At  necropsy  there  were  numerous  small 
areas  of  hemorrhage  throughout  brain, 
most  marked  in  pons.  Lesion  consisted  of 
necrosis  of  vessel  wall,  with  thrombus  for- 
mation, and  with  perivascular  edema,  ne- 
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crosis,  and  hemorrhage.  There  was  no  evi- 
dence of  infection. 

This  paper  was  discussed  by  Drs.  R.  H. 
Kampmeier  and  Hugh  J.  Morgan. 

2.  “Studies  on  Experimental  Hyperten- 
sion in  the  Rat,”  by  Drs.  J.  T.  Diaz 
and  Sanford  E.  Levy. 

Hypertension  in  albino  rats  was  produced 
by  subtotal  nephrectomy.  The  weights  of 
the  ovaries  and  thyroids  of  these  hyperten- 
sive rats  were  smaller  than  the  correspond- 
ing weights  of  normal  rats.  The  weights 
of  the  pituitaries  were  not  changed.  The 
adrenals  increased  in  weight  by  a small  but 
significant  amount.  The  weights  of  the  kid- 
neys and  hearts  were  increased  markedly. 
Histological  sections  showed  nothing  defi- 
nite in  the  heart,  thyroids  or  pituitaries. 
The  ovaries  showed  slight  atrophy.  The 
adrenals  showed  some  hyperplasia  and  vac- 
uolization in  the  medulla.  The  kidney 
showed  lesions  similar  to  chronic  glomeru- 
lonephritis. Vaginal  smears  showed  dis- 
turbed ovarian  cycle. 

Hypertensive  albino  rats  were  adrenalec- 
tomized.  Blood  pressure  came  down  to 
about  normal  level  after  adrenalectomy.  No 
weight  changes  were  noticed  in  the  endo- 
crine glands  of  adrenalectomized  as  com- 
pared with  hypertensive  rats.  The  weights 
of  the  hearts  and  kidneys  were  reduced 
after  adrenalectomy.  Histological  sections 
of  endocrine  glands  of  adrenalectomized 
rats  showed  same  histological  picture  when 
compared  with  sections  of  hypertensive 
rats.  The  kidneys  showed  old  glomerulo- 
nephritis and  focal  tubular  damage. 

An  indirect  method  for  taking  repeated 
blood  pressure  determinations  in  rats,  by 
compressing  the  tail,  was  briefly  described. 

This  paper  was  presented  by  Dr.  Diaz 
and  was  discussed  by  Drs.  Alfred  Blalock 
and  John  C.  Burch. 

3.  “Observations  on  the  Histology  of  the 
Human  Endometrium,”  by  Dr.  Rucker 
Cleveland. 

The  normal  cyclic  changes  in  the  uterus 
were  described  and  the  histology  of  nuclear 
structure  during  the  various  phases  of  the 
cycle  discussed.  The  chromatin  was  either 
granular  or  solidly  homogeneous ; the  gran- 
ules were  either  aggregated  or  diffusely  dis- 


tributed. Correlation  of  the  nuclear  struc- 
ture in  normal  endometrium  and  in  endome- 
trium secured  from  patients  having  first 
and  second  degree  ovarian  failure  showed 
that  aggregated  granular  chromatin  in  the 
nuclei  of  second  degree  failure  tissues  pre- 
dominated over  the  intermediate  and  fine, 
and  that  first  degree  failure  tissues  con- 
tained more  of  the  coarse  chromatin  than 
the  normal  tissues,  but  not  as  much  as  the 
second  degree  tissues. 

This  paper  was  discussed  by  Dr.  John 
C.  Burch. 


Papers  Presented  at  Vanderbilt  Medical 
Society,  February  3,  1939 

1.  “A  Case  of  Lipoid  Pneumonia,”  by 
Dr.  Delmar  Gard. 

A five-months-old  infant  was  admitted 
to  the  hospital  because  she  failed  to  gain. 
She  had  been  offered  various  formuli,  took 
them  poorly,  and  vomited  frequently.  The 
mother  had  given  her  mineral  oil  for  con- 
stipation which  caused  her  to  strangle.  On 
admission  she  weighed  less  than  at  birth. 
From  history  and  clinical  course  we  sus- 
pected lipoid  pneumonia.  X-ray  showed  a 
diffuse  bilateral  pneumonia.  The  tubercu- 
lin test  was  negative.  In  an  oxygen  tent, 
and  with  supportive  treatment,  she  failed 
to  respond  and  expired  in  four  weeks.  The 
post-mortem  examination  revealed  a dif- 
fuse interstitial  pneumonia  with  a large 
amount  of  oil  present. 

The  case  was  discussed  by  Drs.  Herbert 
Francis  and  E.  H.  Tompkins. 

2.  “The  Blood  Volume  of  the  Fetal  and 
Maternal  Circulation  in  Sheep,”  by 
Dr.  J.  Allen  Kennedy. 

Blood  volumes  were  determined  with  a 
dye  injection  method  using  a blue  azo  dye, 
T-1824,  a photoelectric  cell  colorimeter  and 
an  appropriate  light  filter.  The  blood  vol- 
ume of  five  pregnant  sheep  was  measured 
at  intervals  throughout  pregnancy.  These 
animals  were  controlled  by  three  nonpreg- 
nant sheep  on  which  the  same  determina- 
tions were  made  over  the  same  period  of 
time.  The  blood  volume  of  the  fetal  circu- 
lation was  studied  by  a series  of  separate 
determinations  in  thirty-five  fetal  sheep  at 
various  ages  in  embryonic  life.  Data  from 
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these  studies  were  presented  and  briefly 
discussed. 

This  paper  was  discussed  by  Drs.  Newton 
Underwood,  Morton  Mason,  Eugene  Elli- 
son, and  Hugh  J.  Morgan. 

3.  “Influence  of  Estrogen  upon  Pituitary 
Grafts,”  by  Drs.  Doris  Phelps,  Eu- 
gene Ellison,  and  John  C.  Burch. 

The  influence  of  estrogen  upon  the  sur- 
vival, structure,  and  function  of  pituitary 
grafts  was  investigated.  In  forty-six  ex- 
periments, in  which  intact  pituitaries  from 
mature  male  or  female  rats  were  grafted 
into  the  thigh  muscles  of  totally  or  partial- 
ly hypophysectomized  mature  female  rats, 
it  was  found  that  estrogen  exerted  a de- 
cidedly favorable  influence  upon  the  sur- 
vival of  the  grafts.  Grafts  from  female 
donors  survived  better  than  did  those  from 
male  donors,  regardless  of  the  treatment  of 
the  hosts.  All  three  lobes  were  present  in 
surviving  grafts.  The  anterior  lobe  was 
observed  to  undergo  partial  degeneration 
followed  by  regeneration ; these  changes 
were  no.t  dependent  upon  the  presence  of 
injected  estrogen.  Grafts  from  injected 
hosts  showed  the  structural  features  which 
are  characteristic  of  the  pituitary  response 
to  estrogen.  The  ovaries  of  the  hypophy- 
sectomized rats  with  surviving  grafts 
showed  evidence  of  mild  stimulation,  but 
there  was  no  evidence  that  ovulation  oc- 
curred or  that  corpora  lutea  were  formed 
in  these  animals.  In  the  injected  rats  of 
this  group,  the  corpora  lutea  present  at 
time  of  operation  underwent  regression 
within  ten  days  after  the  implantation  of 
the  grafts.  There  was  evidence  of  mild 
follicle  growth  in  the  ovaries  of  the  rats 
(of  this  group)  injected  for  twelve  to  eight- 
een days.  The  length  of  time  during  which 
histologically  normal  corpora  lutea  were 
maintained  in  the  ovaries  of  partially 
hypophysectomized,  injected  rats  were 
roughly  proportional  to  the  amount  of 
pituitary  tissue  present  and  did  not  exceed 
twenty-five  days  in  any  case. 

This  paper  was  presented  by  Dr.  Phelps 
and  was  discussed  by  Drs.  Sam  Clark  and 
John  C.  Burch. 
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By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Choice  of  Anesthesia  for  Surgery  of  the  Upper  Abdo- 
men. L.  F.  Sise,  M.D.  The  American  Journal  of 

Surgery,  April,  1938. 

The  surgical  mortality  and  morbidity  following 
upper  abdominal  operations  are  comparatively 
high.  It  is,  therefore,  important  to  bear  this 
point  constantly  in  mind  in  considering  the  various 
kinds  of  anesthesia  which  may  be  used  in  this 
region.  In  each  case  the  agent  and  method  should 
be  selected  which  are  best  adapted  to  the  particular 
conditions.  In  most  instances  spinal  anesthesia 
with  pontocaine  or  nupercaine  is  most  satisfactory. 
It  is  absolutely  essential  that  an  anesthetist  well 
skilled  in  the  administration  and  management  of 
this  form  of  anesthesia  be  available. 

If  for  some  reasons  spinal  anesthesia  cannot  be 
given  one  of  the  various  combinations  of  anesthetic, 
usually  having  gas-ether,  given  by  the  intra- 
tracheal route,  as  its  principal  constituent,  is  very 
satisfactory.  Ether  is  a great  value  due  to  its  im- 
mediate safety  and  relaxation.  Regional  anesthe- 
sia is  usually  unsatisfactory  because  of  its  limited 
field,  but  may  be  the  best  possible  choice  for  pa- 
tients in  poor  conditions.  The  gases  used  alone  are 
too  weak  to  be  at  all  satisfactory.  Of  the  gases 
cyclopropane  is  much  the  best. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Uveoparotitis : A Sarcoid  Reaction.  Henry  E.  Michel- 
son,  M.D.,  with  the  collaboration  of  Frederic  T. 
Becker,  M.D.,  Duluth,  Minnesota.  Archives  of  Der- 
matology and  Syphilology,  February,  1939. 

The  first  case  of  typical  uveoparotitis  was  re- 
corded in  1899  by  Daireaux  and  Pechin.  This  oc- 
curred in  a man  twenty-two  years  old.  There  was 
bilateral  parotid  swelling  with  iritis,  and  later  pa- 
ralysis of  the  facial  nerve. 

To  the  present  time  about  seventy  cases  have 
been  reported.  It  consists  of  inflammation  of  the 
parotid  glands  and  iritis,  with  usually  a third 
complication.  The  onset  is  not  constant  and  there 
may  be  symptoms  of  the  grip.  The  swelling  begins 
in  the  preauricular  area,  with  marked  uneven  nod- 
ular induration.  There  is  little  discomfort  or  pain 
on  palpation.  The  inflammation  is  apparently  well 
confined  within  the  bland  capsule.  The  overlying 
skin  is  not  adherent  to  the  mass.  Mastication  is 
not  interfered  with  except  by  dryness  of  the  mouth. 
The  other  salivary  glands  are  often  involved. 
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The  cervical,  supraclavicular  nodes  and  even  the 
hular  lymph  nodes  are  occasionally  affected. 

The  ocular  symtoms  are  practically  always 
bilateral.  The  patient  may  complain  of  burning 
of  the  eyes,  slight  photophobia  and  misting  or 
blurred  vision.  Iridocyclitis  is  the  most  common 
ophthalmic  symptom. 

Paralysis  of  the  facial  nerve  is  the  most  com- 
mon neurologic  complication.  Cutaneous  eruptions 
do  sometimes  occur  and  resembles  erythema  nod- 
osum. No  definite  etiologic  factor  has  been  proven. 

The  assumption  of  a tuberculous  cause  is  rea- 
sonably based  upon  pathological  study  of  the 
gland ; however,  the  tuberculous  test  is  usually 
negative. 

The  authors  report  two  cases.  They  are  of  the 
opinion  that  uveoparotitis  and  sarcoidosis  have 
many  points  in  common.  One  of  their  patients  was 
treated  with  roentgen  rays  and  he  recovered  com- 
pletely, while  the  second  patient  was  given  gold 
sodium  thiosulphate  at  weekly  intervals  for  two 
months  and  experienced  rather  pronounced  diminu- 
tion in  the  swelling  of  the  parotid  glands. 

The  paper  was  discussed  by  Drs.  Osborne,  Wise, 
McCarthy,  Finnerud,  and  Weidman. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


A Critical  Analysis  of  Blood  Loss  Following  Delivery. 

A.  M.  Reich.  American  Journal  of  Obstetrics  and 

Gynecology,  Vol.  37,  224,  February,  1939. 

Excessive  blood  loss  during  and  after  the  third 
stage  of  labor  could  be  appropriately  termed,  be- 
cause of  its  serious  consequences,  “Obstetrics 
Enemy  Number  One,”  for  no  other  accident  or 
complication  has  such  potential  dangers  or  is  en- 
countered so  frequently.  The  following  statements 
were  made  by  the  author  following  a survey  of 
1,290  consecutive  cases  delivered  at  Bellevue  Hos- 
pital. 

Hemorrhages  from  lacerations  in  the  parturient 
canal  are  often  undiagnosed.  The  incidence  and 
the  amounts  lost  may  be  high.  Greater  considera- 
tion should  be  given  to  the  conduct  and  manage- 
ment of  the  third  stage.  Post-partum  hemorrhage 
from  the  normally  situated  placental  site  due  to 
imperfect  contraction  of  the  uterus  is  the  chief 
theoretical  indication  for  an  oxytocic.  Hemor- 
rhages of  this  origin  are  responsible  for  about  sev- 
enty per  cent  of  the  cases  of  excessive  blood  loss 
incidental  to  delivery.  In  a series  of  588  patients 
treated  by  the  administration  of  ergotrate  after 
the  delivery  of  the  placenta,  the  incidence  of  a 
blood  loss  of  500  cubic  centimeters  or  over  was 

7.1  per  cent  as  compared  with  an  incidence  of 

16.1  per  cent  in  548  cases  in  which  ergotamine  tar- 
trate was  given  instead.  When  only  the  blood  loss 
after  the  third  stage  is  considered,  the  incidence 


was  1.5  per  cent  in  the  ergotrate  series  and  11.3 
per  cent  in  the  control  series. 

Clinical  observations  indicate  that  a profound 
tetanic  contraction  of  the  uterus  with  immediate 
separation  of  the  placenta  if  it  is  still  within  the 
uterus  occurs  within  forty-five  seconds  of  the  in- 
travenous administration  of  ergotrate.  The  use 
of  the  drug  in  2,500  cases  has  been  accompanied  by 
no  systemic  reactions.  The  only  complication  that 
has  been  observed  is  the  occasional  retention  of 
the  placenta  within  a tightly  contracted  uterus 
when  the  drug  is  given  at  the  beginning  of  the 
third  stage.  Ergotrate  is  superior  to  other  oxy- 
tocics  in  the  speed,  completeness,  and  duration  of 
its  action  and  has  a definite  place  in  the  prophy- 
laxis and  control  of  hemorrhage  from  the  nor- 
mally situated  placental  site. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Changes  in  the  Fundus  Oculi  in  Diabetic  Patients.  E. 

Heinsius.  Archives  of  Ophthalmology,  February, 

1939. 

Heinsius  reports  on  the  examination  of  the 
fundus  of  221  diabetic  patients  in  an  exhaustive 
publication  containing  much  noteworthy  detail. 
Typical  retinitis  diabetica  was  found  in  forty-five 
of  the  patients.  For  102  exact  data  were  obtained 
and  recorded  regarding  the  duration  and  severity 
of  the  disease,  insulinization,  content  and  fluctua- 
tion of  the  blood  sugar,  hypoglycemic  conditions, 
and  blood  pressure.  Records  of  previous  ophthal- 
moscopic examinations  were  available  for  five  pa- 
tients. Of  these  102  patients  twenty- two  pre- 
sented diabetic  retinitis;  in  sixteen  it  was  compli- 
cated with  arteriosclerotic  changes  and  in  one 
patient  with  atrophy  of  the  optic  nerve.  The  blood 
sugar  rate  varied  between  150  and  350  milligrams 
per  hundred  cubic  centimeters,  and  hypoglycemic 
conditions  or  diatheses  seemed  to  have  no  bearing 
on  the  development  of  diabetic  retinitis.  The  blood 
pressure  was  slightly  increased  in  more  than  fifty 
per  cent  of  the  patients,  and  hypertonic  signs  were 
absent  in  the  fundus.  Arteriosclerosis  may  be  a 
contributory,  but  not  an  essential,  factor  in  bring- 
ing about  diabetic  changes  in  the  retina.  The  con- 
dition was  considered  hypertonic  only  in  those 
cases  in  which  there  were  present  Gunn’s  phe- 
nomenon, the  typical  appearance  of  the  retinal 
vessels  and  general  hypertonia. 

Several  illustrative  tables  are  included  in  the 
report.  Some  records  showed  that  diabetic  changes 
in  the  fundus  may  disappear  completely  so  that 
negative  findings  do  not  signify  that  previous 
changes  existed.  Women  showed  changes  of  the 
fundus  twice  as  often  as  men.  Diabetic  hemor- 
rhages in  the  retina  were  the  exception  in  patients 
less  than  fifty  years  of  age.  The  author  expressed 
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surprise  that  white  spots  without  hemorrhages 
were  found  in  the  retina  with  one  exception  only 
in  women  under  fifty  years  of  age  who  had  a blood 
pressure  of  less  than  140  millimeters  of  mercury. 
The  patients’  general  physical  condition  may  have 
been  the  cause  of  this.  In  the  pathogenesis  of 
diabetic  retinitis,  arteriosclerosis  and  hypoglycemic 
conditions  have  no  part;  it  is  most  likely  that  the 
constellation  of  several  factors  is  instrumental  in 
producing  this  condition. 


PEDIATRICS 

By  John  M.  Lees,  M.D. 
Doctors  Building,  Nashville 


Congenital  Tuberculosis.  Report  of  a Case.  Chas.  E. 

Conrad,  M.D.  Southern  Medical  Journal,  32:  169 

(February),  1939- 

Congenital . tuberculosis  may  be  acquired  by  ex- 
tension of  the  infection  through  the  umbilical  vein 
from  a tubercle  in  the  placenta.  Such  infection  is 
initiated  by  tearing  of  the  tubercle  during  separa- 
tion of  the  placenta.  Due  to  the  peculiarity  of  the 
fetal  circulation  the  liver  is  the  first  large  re- 
ceptor of  maternal  blood  and  becomes  the  site  of 
primary  lodgment  of  infection  in  these  cases. 
Where  infection  is  acquired  in  this  manner  the 
more  advanced  lesions  are  found  in  the  liver  and 
the  regional  lymph  nodes,  though  other  areas  may 
be  involved. 

Another  mode  of  acquiring  congenital  tubercu- 
losis is  ingestion  or  inhalation  of  tuberculosis  am- 
niotic  fluid  or  tuberculous  material  in  the  birth 
canal.  In  cases  so.  infected,  the  point  of  primary 
lodgment  would  be  in  the  lungs  or  intestinal  tract, 
and  these  organs  show  the  greater  and  the  more 
advanced  lesions. 

Formerly  it  was  believed  that  intra-uterine  in- 
fection with  the  tubercle  bacillus  occurred  only 
when  the  mother  had  the  disease  in  an  advanced 
stage.  Recent  studies  have  shown  that  such  in- 
fection may  occur  when  the  mother’s  disease  is  not 
far  advanced,  latent  or  even  quiescent.  However, 
it  would  appear  that  a tuberculous  bacillemia  is 
more  likely  to  occur  with  a heavy  infection  of 
the  lungs. 

Schmorl  and  Bireh-Hirschfeld  reported  the  first 
authentic  human  case  of  congenital  tuberculosis 
in  1891.  The  author’s  extensive  review  of  the  lit- 
erature reveals  that  many  undoubted  cases  have 
since  been  reported.  In  1935  Beitzke  reviewed  100 
cases  of  congenital  tuberculosis  which  had  been 
reported.  Of  these  he  passed  sixty-one  as  true 
congenital  tuberculosis  showing  lesions  in  the  or- 
gans. 

In  a study  by  Siegel  of  thirty-eight  reported 
cases  it  was  found  that  the  lungs  were  most  fre- 
quently involved  and  the  degree  of  pulmonary  in- 
volvement was  equal  to  or  greater  than  that  of 
the  liver.  In  cases  dying  in  the  latter  half  of  the 
first  month  of  life  the  lungs  and  regional  lymph 
nodes  were  usually  alone  involved.  Liver  involve- 


ment was  most  marked  in  cases  dying  in  the  first 
two  weeks  of  life.  No  undoubted  cases  of  in- 
testinal tuberculosis  was  reported  in  infants  dying 
before  thirty-nine  days  of  age. 

The  author  reports  a case  of  an  infant  dying 
forty-six  days  after  birth,  the  autopsy  showing 
miliary  tuberculosis  of  lungs,  liver,  and  spleen. 
The  grandmother  died  of  tuberculosis  and  the 
mother  had  tuberculosis  of  the  lungs  for  several 
years  and  this  had  become  activated  during  her 
pregnancy.  The  baby  had  been  removed  from  the 
mother  at  birth  and  had  no  subsequent  contact 
with  her. 


ROENTGENOLOGY 

By  Franki.in  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


The  Practical  and  Experimental  Aspects  of  the  Roentgen 

Treatment  of  Gas  Gangrene  and  Other  Gas-Forming 

Infections.  Kelley,  J.  F. ; Dowell,  D.  A. ; Russum, 

C. ; and  Colien,  F.  E.  Radiology,  Vol.  31,  No.  5,  p. 

608,  November,  1938. 

This  rather  exhaustive  and  very  thorough  arti- 
cle should  be  read  by  all  surgeons  and  general 
practitioners.  A few  outstanding  conclusions 
drawn  are  as  follows: 

Since  August,  1928,  the  authors  have  treated  or 
collected  data  on  143  cases  of  gas  gangrene  treated 
with  X-ray. 

If  treated  during  the  first  twenty-four  hours, 
100  per  cent  were  cured.  By  the  use  of  the  X-ray 
film,  very  early  diagnosis  is  possible.  The  authors 
advise  the  prophylactic  use  of  X-ray  in  suspected 
cases;  in  fact,  in  all  types  of  injuries  such  as 
commonly  develop  gas  gangrene  infections. 

Patients  complaining  of  an  unusual  amount  of 
pain,  following  hypodermic  injection,  should  be 
X-rayed  for  gas  bacillus  infection  since  several 
cases  of  gas  bacillus  infections  have  followed 
hypodermics. 

If  treatment  is  started  later  than  the  first 
twenty-four  hours  of  the  infection,  ten  to  fifteen 
per  cent  of  the  cases  will  likely  die.  Since  it  is 
the  toxin  that  kills,  and  the  toxins  are  formed  in 
all  infected  tissue,  it  is  essential  that  all  the  in- 
fected tissue  be  included  in  the  areas  treated  with 
X-ray. 

Severe  debridement  measures  are  no  longer  jus- 
tifiable. 

In  addition  to  saving  life,  many  limbs  are  saved 
by  X-ray  treatment. 

The  use  of  serum  is  not  absolutely  essential 
to  recovery,  and  its  use  should  be  conservative. 
Tetanus  serum  must  be  given. 

Some  filter  and  adequate  dosage  to  insure  pene- 
tration of  the  involved  tissue  is  essential. 

Dosage  varies  between  fifty  r and  100  r. 

Up  to  this  time,  no  patient  has  died  of  gas 
gangrene,  who  has  received  a treatment  in  the 
morning  and  a treatment  in  the  evening  for  three 
days  over  all  of  the  involved  tissue. 
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SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


Polypoid  Disease  of  the  Colon.  Raymond  F.  Hedin, 

M.D.  Surgery,  Vol.  5,  February,  1939. 

In  the  literature  varied  terms  are  used  to  desig- 
nate this  condition  and  Buie  has  clarified  the  no- 
menclature by  calling  any  condition  in  which  two 
or  more  polyps  are  present  in  the  colon  multiple 
polypoid  disease  of  whatever  segment  of  the  colon 
is  involved.  The  classification  of  such  growths  may 
be  made  according  to  etiology,  histology  or  whether 
they  are  of  the  acquired  or  congenital  type.  It 
is  generally  agreed  that  the  incidence  of  malig- 
nancy in  polypoid  disease  of  the  colon  is  exceeding- 
ly high,  ranging  from  11.4  per  cent  to  forty-three 
per  cent.  Regarding  etiology  it  is  thought  that 
the  acquired  type  is  a hyperplastic  response  to 
inflammation,  caused  by  ulcerative  colitis,  dysen- 
tery, and  other  infections.  The  congenital  polyp 
is  considered  largely  hereditary. 

Although  multiple  polypoid  disease  is  usually 
considered  a rarity  Buie  reports  that  one  out  of 
every  thirty-five  patients  who  complained  of  a 
disturbed  function  of  the  colon  presented  this  con- 
dition. It  is  seen  most  often  between  the  ages  of 
fifteen  and  thirty-five  years,  according  to  some 
writers,  but  others  hold  that  a majority  occur  after 
forty  years  of  age.  There  is  little  difference  between 
sexes  in  the  incidence.  Regarding  the  number  and 
distribution  of  polyps  in  a group  of  166  cases,  not 
the  author’s,  it  was  shown  that  single  polyps  are 
much  more  frequent  than  multiple  and  that  in  the 
several  segments  of  the  large  bowel  the  distribu- 
tion was  relatively  even  except  in  the  splenic  and 
hepatic  portions.  Their  frequency  of  appearance 
in  the  sigmoid  is  slightly  greater. 

The  symptoms  of  this  disease  vary  with  the 
location  and  extent  of  the  pathology.  Changes  in 
bowel  habit,  such  as  diarrhea,  the  presence  of  blood 
and  mucus,  anemia,  indefinite  abdominal  pain  which 
may  be  colicky,  and  tenesmus  are  listed  among  the 
symptoms.  The  diagnosis  is  made  from  a careful 
history  and  examination  of  the  rectum  and  stool 
examination.  Also  a thorough  inspection  is  made 
with  a proctoscope  and  if  polyps  are  found,  roent- 
genograms using  the  double  contrast  method  will 
often  reveal  lesions  higher  up  in  the  colon. 

Treatment  consists  of  low  residue  diets,  fulgera- 
tion  of  polyps  through  the  proctoscope  and  various 
surgical  procedures.  Divergence  of  the  fecal  cur- 
rent by  ileostomy  and  colostomy  may  be  followed 
by  a disappearance  of  the  tumors.  If  the  entire 


colon  is  involved  with  multiple  polypoid  disease, 
total  colectomy  is  the  only  hope  for  a cure.  The 
author’s  proposed  procedure  is  one  of  fulgeration 
of  the  polyps  with  a proctoscope  introduced  through 
a colostomy  opening,  which  may  be  done  in  one  or 
two  stages.  For  polyps  in  the  ascending  colon  a 
cecostomy  is  done  and  later  a proctoscope  is  passed 
through  the  opening,  using  fulgeration  to  destroy 
the  lesion,  similarly  a transverse  colostomy  or  one 
made  in  the  descending  colon  affords  access  to  the 
polyps  with  a proctoscope  for  fulgeration.  In  the 
one-stage  operation  the  bowel  is  packed  off,  incised, 
the  proctoscope  introduced  and  the  lesions  ful- 
gerated.  The  bowel  is  then  closed  and  replaced. 
While  the  danger  of  perforation  of  the  bowel  must 
be  considered,  the  above  procedures  obviate  the 
necessity  of  total  colectomy  which  in  itself  carries 
a grave  risk. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D 
Medical  Building.  Knoxville 


Precocious  Hypertrophy  of  Prostate  Following  Persist- 
ent Treatment  with  Gonadotropic  Hormone.  Tracy 
O.  Powell.  Journal  of  Urology,  February,  1939. 

The  treatment  of  undescended  testes  with  gona- 
dotropic hormone  (pregnancy  type)  has  been  wide- 
ly advocated  and  used  in  recent  years.  Experi- 
ments have  shown  that  this  hormone,  when  given 
to  laboratory  animals,  causes  enlargement  of  the 
prostate  and  vesicles  in  from  thirty  to  sixty  per 
cent.  There  has  been  no  previous  report  of  pros- 
tatic hypertrophy  occurring  in  a boy,  however, 
while  receiving  this  hormone. 

This  author  reports  a boy  of  seventeen  who 
had  received  injections  of  gonadotropin  over  a 
period  of  one  year  for  undescended  testicle  (the 
amount  given  was  not  known).  At  this  time  he 
developed  symptoms  of  prostatic  enlargement. 
Cystoscopic  examination  revealed  an  enlargement 
of  the  posterior  lobe  and  slight  enlargement  of 
the  left  lateral  lobe.  Rectal  examination  showed 
moderate  prostatic  hypertrophy.  The  residual 
urine  was  150  cubic  centimeters. 

A preparation  of  desiccated  bull’s  testes  was 
given  by  mouth,  and  prostatic  massage  instituted 
for  a period  of  eight  months,  at  which  time  the 
symptoms  subsided,  and  there  was  no  residual 
urine. 

From  the  data  in  this  report  one  would  infer 
that  caution  should  be  exercised  in  treating  a 
young  man  past  puberty  with  the  gonadotropic 
hormone. 
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THE  PROBLEM  OF  ARTHRITIS* 


Albert  Weinstein,  M.D.,  Nashville 


THE  PROBLEM  of  chronic  arthritis 
is  a serious  one  for  the  medical  pro- 
fession as  a unit  and  a particularly 
important  one  for  the  internist  and  the  or- 
thopedist. 

According  to  a survey  conducted  in  the 
State  of  Massachusetts,  one  of  each  ten  in- 
dividuals more  than  forty  years  of  age  suf- 
fers with  rheumatism.  The  incidence  was 
found  to  increase  rapidly  after  the  age  of 
forty  until  one  of  four  between  the  ages  of 
seventy  and  eighty  had  rheumatism.  The 
disease  is  twelve  times  as  prevalent  as  can- 
cer, but  only  one-fortieth  as  fatal.  When  a 
large  group  of  individuals  are  held  under 
constant  medical  surveyance  as  exists  under 
the  English  panel-system,  a fairly  reliable 
indication  of  the  incidence  of  an  organic 
disorder  can  be  had.  In  England  it  is 
known  that  rheumatism  produces  one-sixth 
of  the  total  industrial  invalidism.  In  1922 
more  than  two  million  pounds  in  sick  bene- 
fits were  paid,  and  in  1927  five  million 
pounds.  It  is  to  be  remembered,  of  course, 
that  the  incidence  of  rheumatic  fever  in 
England  is  far  greater  than  in  this  country. 
However,  on  investigating  the  surveys  made 
in  this  country,  it  is  seen  that  more  than 
two  hundred  million  dollars  are  lost  each 
year  because  of  disability  due  to  chronic 
arthritis.  In  1931  thirty-five  thousand  ex- 
service  men  received  over  ten  million  dol- 
lars in  disability  compensation  for  arthritis. 


*Read  before  the  Nashville  Academy  of  Medi- 
cine, February  21,  1939. 


There  were  more  cases  of  arthritis  than 
heart  disease,  tuberculosis,  and  cancer  com- 
bined. 

These  statistics  are  not  necessary  to  em- 
phasize the  magnitude  of  the  problem  be- 
fore a group  of  practitioners.  One’s  career 
in  practice  is  ordinarily  very  brief  before 
the  crippled  sufferer  comes  pleading  for  a 
cure,  hoping  that  by  the  younger  practi- 
tioner some  new  treatment  will  be  made 
available.  The  neophyte  with  enthusiasm 
tries  the  panaceas  found  in  the  best  jour- 
nals, then  those  from  ordinary  medical 
journals,  and  then  quietly  sanctions  the  use 
of  the  miraculous  cures  found  in  any  daily 
newspaper. 

We  are  faced  with  a disorder  which  is 
characterized  by  uncertainty  as  regards 
etiology  and  certainly  as  regards  disability. 
What  is  to  be  done? 

In  the  first  place,  we  must  speak  an  in- 
ternational language.  The  classifications  of 
arthritis  have  varied  so  much  that  it  has 
been  difficult  to  interpret  the  many  articles 
written  on  the  subject.  In  1924  an  Inter- 
national League  Against  Rheumatism  was 
organized  and  since  then  various  national 
societies  have  been  founded.  In  1928  the 
American  Committee  for  the  Control  of 
Rheumatism  was  established.  This  has  re- 
sulted, naturally,  in  more  concerted  action. 
Among  the  important  contributions  of  the 
committee  is  the  publication  of  a yearly 
Rheumatism  Review.1 

The  Committee  for  the  Control  of  Rheu- 
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matism  has  suggested  a standard  classifi- 
cation of  the  various  types  of  arthritis.  In 
general,  the  scheme  is  as  follows: 

1.  The  arthropathies  related  to  trauma. 

2.  Those  related  to  specific  infections  of 
known  type,  such  as  gonococcal  and 
tuberculous  arthritis. 

3.  Those  probably  related  to  specific  in- 
fections, for  example,  rheumatic  fever 
and  atrophic  arthritis. 

4.  Those  related  to  degenerative  changes 
in  the  tissue  (hypertrophic  arthritis) . 

5.  Those  related  to  certain  chemical, 
metabolic,  or  endocrine  disorders 
(gout,  hemophilia,  serum  disease,  and 
the  like) . 

6.  A miscellaneous  group  due  to  neo- 
plasms and  mixed  forms  of  the  dis- 
ease. 

Before  limiting  my  discussion  to  a par- 
ticular type  of  chronic  arthritis,  I wish  to 
encourage  the  careful  investigation  of  each 
patient  with  arthritis  to  the  end  that  the 
more  easily  controlled  types  can  be  selected 
and  adequately  handled.  I refer  to  the  pa- 
tient with  unrecognized  gout  who  has  had 
his  teeth  extracted,  tonsils  uprooted,  pros- 
tate massaged,  and  gall  bladder  eyed  specu- 
latively; also  to  the  patient  with  parathy- 
roid bone  disease,  and  to  the  others  with 
“curable”  forms  of  arthritis. 

In  general,  the  two  major  groups  of  the 
arthritides  are: 

1.  Atrophic,  rheumatoid,  proliferative, 
or  infectious  arthritis,  and 

2.  Hypertrophic,  osteoarthritis,  degener- 
ative, or  senescent  arthritis. 

The  differential  diagnosis  (table)  is  im- 
portant since  treatment  for  the  two  groups 
is  quite  different.  Since  hypertrophic  ar- 
thritis has  been  shown2  to  be  part  of  the 
ageing  process  its  treatment  certainly  should 
not  be  too  aggressive.  The  problem  is  usu- 
ally met  by  reassuring  the  sufferer  that  he 
is  not  headed  for  a life  of  invalidism  and 
by  correcting  factors  causing  trauma  to  the 
joints  such  as  poor  posture,  ill-fitted  shoes, 
and  obesity. 

Let  us  now  consider  the  problem  pre- 
sented by  atrophic  arthritis.  Its  specific 
cause,  long  sought  for,  has  not  been  found. 
In  considering  etiology  there  are  three  chief 


factors  to  be  borne  in  mind : infection,  con- 
stitution, and  environment.  Studies  of  en- 
vironmental factors  in  atrophic  arthritis 
reveal  a definitely  greater  incidence  of  the 
disease  among  individuals  handicapped  by 
poor  diets  and  inadequate  living  conditions. 
The  patient  who  must,  through  force  of  eco- 
nomic circumstances,  continue  at  work  dur- 
ing active  periods  of  the  disease  experiences 
a great  handicap  to  recover.  That  constitu- 
tion is  a factor  is  evident  when  one  con- 
siders the  great  frequency  of  atrophic  ar- 
thritis in  women,  the  strong  familial  tend- 
encies of  the  disease  and  the  thin,  asthenic 
body  types  so  prone  to  develop  it.  The 
factor  of  infection  is  present  in  atrophic 
arthritis  by  inference,  but  its  etiologic  im- 
portance is  not  as  yet  proved.  Certain 
manifestations  of  the  disease  suggest  a 
generalized  infection.  Fever,  malaise,  ano- 
rexia, anemia,  loss  of  weight,  leucocytosis, 
and  increased  sedimentation  rate  are  usu- 
ally present.  Moreover,  some  observers11 
have  grown  streptococci  from  the  blood 
stream  and  joint  effusions  of  patients  with 
active  arthritis.  In  addition,  when  one 
considers  the  fact  that  the  skin  of  these 
patients  is  sensitive  to  streptococci  or  their 
products;3  that  their  blood  serum  contains 
specific  agglutinins  for  streptococci,4  one 
can  support  with  considerable  evidence  the 
proposition  that  streptococci  cause  atrophic 
arthritis. 

Since  the  etiology  of  the  disorder  is  as  yet 
unknown,  it  is  not  surprising  that  the  cures 
which  have  been  proposed  are  multiple,  per- 
haps illogical,  and  often  ineffectual.  These 
we  can  now  consider. 

Management  of  Foci  of  Infection. — The 
eradication  of  foci  of  infection  is  of  pri- 
mary importance.  Remove  tonsils  when 
present,  the  teeth  only  when  apical  abscess 
can  be  demonstrated.  Active  treatment  of 
sinus  disease  should  be  limited  to  the  un- 
doubted infected  type.  The  prostate  and 
related  structures  may  occasionally  be  the 
source  of  the  causative  agent;  the  appendix 
and  gall  bladder  rarely.  Their  removal  for 
the  cure  of  the  disease  lays  the  physician 
open  to  deserved  criticism. 

Colloidal  Sulphur. — The  hypothesis5  has 
been  advanced  that  the  tissues  of  the  ar- 
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thritic  are  unable  to  use  sulphur  effectively 
as  a detoxifying  agent  and  this  may  be  of 
etiologic  importance  in  the  disease.  This 
idea  resulted  from  the  observation  of  a low- 
ered cystine  content  of  the  hair  and  nails 
of  some  patients  with  arthritis.  The  pop- 
ularity of  the  theory  was  not  enhanced  when 
similar  observations  were  made  on  patients 
with  pellagra  and  malnutrition. 

This  form  of  treatment  rests,  therefore, 
on  an  elusive  theoretical  premise.  More- 
over, a critical  analysis  of  the  clinical  data 
results  in  grave  skepticism  regarding  the 
effectiveness  of  the  remedy.  Nevertheless, 
the  drug  houses  market  sulphur  so  attrac- 
tively that  much  of  it  continues  to  be  poured 
into  the  mouths  and  injected  into  the  veins 
of  patients  with  arthritis.  Sullivan,6  the 
originator  of  this  form  of  treatment,  has 
recently  modified  his  point  of  view  regard- 
ing the  place  of  sulphur  in  the  treatment 
of  arthritis.  He  is  much  less  enthusiastic. 

Massive  Doses  of  Vitamins.— In  1933 
Dreyer  and  Reed  reported  results  in  the 
treatment  of  hay  fever  with  large  doses  of 
Vitamin  D.  Two  of  their  patients  also 
suffered  from  atrophic  arthritis.  Improve- 
ment in  the  joint  condition  occurred.  On 
the  basis  of  this  unimpressive  observation, 
a few  hundred  patients  were  treated  with 
large  doses  of  Vitamin  D,  and  a report  was 
published.7  It  was  not  too  convincing,  but 
it  created  considerable  interest.  This  was 
to  the  liking  of  commercial  houses  produc- 
ing “alphabetical”  vitamin  capsules.  Their 
brochures  make  the  treatment  of  joint  dis- 
ease sound  very  simple.  Experience  has 
shown  that  massive  doses  of  Vitamin  D are 
of  no  great  value.  An  abundance  of  vita- 
mins in  the  diet  is  important  in  arthritis, 
but  the  daily  administration  of  200,000  in- 
ternational units  of  Vitamin  D,  as  advised, 
is  not  justifiable.  It  may  be  pointed  out 
that  200,000  units  of  Vitamin  D is  the 
equivalent  of  1,177  drops  of  Viosterol. 

Gold  Salts.— This  form  of  treatment8  has 
been  popularized  in  England.  As  in  the 
case  of  Vitamin  D,  a chance  observation  led 
to  its  use  in  arthritis.  Patients  with  tuber- 
culosis were  being  treated  with  gold  salts. 
A few  also  had  arthritis.  Their  joints  im- 
proved under  treatment  with  gold  salts. 


This  treatment  was  therefore  applied  ex- 
tensively to  joint  disease.  Any  good  effect 
of  the  drug  on  arthritis  is  far  from  estab- 
lished. Its  toxic  effects  render  it  danger- 
ous. Approximately  forty-five  per  cent  of 
the  patients  who  were  treated  suffered  toxic 
effects  including  fever,  skin  rashes,  diar- 
rhea, albuminuria,  agranulocytosis,  and 
purpura.  Several  deaths  have  been  attrib- 
uted to  its  use. 

Fever  Therapy. — The  elevation  of  the 
body  temperature  by  means  of  typhoid  vac- 
cine intravenously,  diathermy,  or  fever  ma- 
chines results  in  a temporary  increase  in 
the  blood  supply  to  the  joints  and  tempo- 
rary relief  from  joint  pains.  However,  no 
permanent  improvement  follows  pyreo- 
therapy,  and  it  is  generally  agreed  that  this 
form  of  treatment  is  of  but  little  value. 
The  use  of  hot  wet  packs  locally,  or  of  heat 
from  infrared  lamps,  accomplishes  as  much 
and  with  less  danger  and  expense. 

Diet.— Fadists  have  advocated  low  car- 
bohydrates, low  fat,  and  low  caloric  diets. 
None  of  these  possess  real  value.  On  the 
contrary,  it  is  important  that  all  patients 
secure  a diet  abundant  in  calories,  minerals, 
and  vitamins. 

Colonic  Irrigations. — These,  fortunately, 
are  rarely  encouraged  by  physicians,  al- 
though members  of  various  therapeutic 
cults  irrigate  to  their  own  financial  benefit. 

Physiotherapy . — Space  does  not  permit 
the  deserved  praise  for  the  judicious  use 
of  this  supportive  measure.  The  aid  af- 
forded by  hydrotherapy,  judicious  massage, 
paraffin  baths,  and  so  forth,  to  the  mainte- 
nance of  muscle  tone,  the  encouragement 
of  local  vascularity,  and  the  preservation 
of  the  function  of  joints  is  of  greatest  im- 
portance. 

Orthopedic  Measures. — I regret  to  say 
the  average  internist  fails  to  enlist  the 
orthopedist  frequently  enough  to  assist  in 
the  prevention  of  contractures,  dislocations, 
and  disabling  deformities.  The  orthopedist 
has  much  to  offer  in  this  field  and  is  often 
essential  to  the  proper  management  of  the 
case. 

Histamine. — This  form  of  treatment  has 
been  popular  in  Germany.  Since  it  causes 
arteriolar  dilatation,  it  should  be  of  value 
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theoretically  in  the  treatment  of  arthritis 
associated  with  vasospastic  phenomena. 
Actually,  the  results  are  disappointing. 

Bilatei'al  Lumbar  Sympathectomy. — This 
formidable  operation  is  designed  to  im- 
prove the  circulation  in  the  affected  joints. 
However,  its  originators  do  not  urge  it, 
since  the  percentage  of  patients  who  are 
relieved  is  small. 

Bee  Venom. — The  ancients  noted  relief 
from  joint  pain  following  the  sting  of  a 
bee.  Recently  the  therapeutic  use  of  this 
material  has  been  popularized.  I have  had 
no  experience  with  the  administration  of 
bee  venom.  The  published  reports  on  its 
use  are  not  encouraging. 

Bile  Salts. — In  1938  Hench9  noted  marked 
improvement  in  the  arthritis  of  patients 
who  developed  jaundice.  As  an  outgrowth 
of  this  observation,  bilirubin  has  been  ad- 
ministered to  patients  with  arthritis.  The 
liver  can  handle  such  an  excess  of  bilirubin 
that  the  appearance  of  jaundice  during  its 
administration  indicates  extensive  damage 
to  that  organ.  When  this  degree  of  liver 
damage  occurs,  there  follow  many  chemical 
changes  other  than  a simple  increase  in  the 
serum  content  of  bilirubin.  Other  methods 
for  producing  jaundice  have  been  attempt- 
ed, but  none  of  these  have  proved  practi- 
cable. 

O-Iodoxy benzoic  Acid. — This  compound 
was  suggested  for  the  treatment  of  certain 
types  of  arthritis  by  Young  and  Youmans.10 
The  results  have  been  so  poor  that  it  now 
has  but  few  proponents.  Its  most  enthusi- 
astic advocates  concluded  that  it  was  of 
value  especially  in  the  treatment  of  gono- 
coccal arthritis.  With  the  recent  advent  of 
the  Kettering  hypertherm  and  of  sulfanila- 
mide, this  last  indication  for  o-iodoxyben- 
zoic  acid  seems  to  have  been  destroyed. 
Sulfanilamide  has  no  value,  of  course,  in 
the  treatment  of  rheumatoid  arthritis. 

Chalmougra  Oil. — This  substance  has  had 
enthusiastic  supporters,  although  they  have 
not  been  numerous.  I have  had  no  actual 
experience  with  this  form  of  treatment. 
Conversations  with  those  who  have  used  it 
have  not  encouraged  me  to  employ  it  in 
atrophic  arthritis. 

Climate. — Arizona  and  certain  Spas  have 


the  advantage  of  getting  the  patient  away 
from  the  daily  routine  of  life  and  into  a 
more  favorable  climate.  No  more  impor- 
tance can  be  attached  to  this  type  of  treat- 
ment. However,  with  certain  patients, 
these  factors  may  prove  to  be  of  great  prac- 
tical importance. 

Vaccines.— -This  form  of  treatment  has 
varied  a great  deal  from  year  to  year  in 
its  details.  It  has  always  been  popular 
since  the  preponderance  of  evidence  favors 
infection  as  the  cause  of  the  disease.  As 
indicated  above,  the  clinical  picture  of 
atrophic  arthritis  simulates  closely  that  of 
a chronic,  generalized  infection. 

In  1929  Cecil11  and  his  workers  published 
an  account  of  their  investigation  by  special 
culture  methods  of  the  blood  and  joint  fluids 
of  patients  with  atrophic  arthritis.  They 
obtained  positive  cultures  in  more  than  two- 
thirds  of  the  cases  studied.  A hemolytic 
streptococcus,  which  they  considered  spe- 
cific, was  isolated.  When  this  organism  was 
injected  into  rabbits,  it  produced  an  ex- 
perimental counterpart  of  atrophic  arthritis 
in  man.  As  is  well  known  now,  this  work 
has  not  been  confirmed.  Nevertheless, 
Cecil's  observations  restimulated  interest 
in  the  infectious  theory  of  the  cause  of  this 
disease.  The  clinical  use  of  many  different 
types  of  vaccines  followed. 

Clawson  and  his  co-workers,  Wain- 
wright,3  and  others  have  used  vaccines  pre- 
pared from  various  strains  of  hemolytic 
streptococci  to  which  the  patient’s  skin  is 
sensitive.  The  theory  upon  which  this  form 
of  treatment  rests  is  that  an  individual 
with  atrophic  arthritis  either  has  or  has 
had  an  infection  with  a hemolytic  strep- 
tococcus. The  infection  renders  the  patient 
allergic  to  the  streptococcus  and  general- 
ized allergy  and  localized  allergy  (joint 
tissues)  results.  According  to  this  theory, 
desensitization  of  the  individual  should 
remove  this  property  of  altered  reactivity 
(allergy)  and  allow  the  joints  to  recover. 
By  testing  the  skin  to  several  strains  of 
streptococci  an  appropriate  one  (causing 
a “positive”  reaction)  can  be  selected  for 
use.  Good  results  are  reported  in  seventy- 
five  to  eighty  per  cent  of  the  patients 
treated.  This  method  involves  the  test- 
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in g of  individuals  to  many  strains  of  strep- 
tococci. The  test  dose  is  only  one  mil- 
lion organisms.  The  strain  of  strepto- 
coccus to  which  the  patient’s  skin  reacts 
to  the  greatest  degree  is  used  for  the 
preparation  of  a vaccine  and  administered 
intravenously.  The  initial  dose  is  usually 
five  million  organisms  and  it  is  increased 
in  increments  of  five  million  at  five-day 
intervals.  This  form  of  treatment  is  not 


designed  to  cause  reactions  and  the  patient 
experiences  little  more  than  generalized 
muscle  aches  a few  hours  after  the  injec- 
tion. There  are  no  chills.  Fever  does  not 
develop.  This  form  of  treatment  has  been 
employed  by  me  during  the  past  four  years 
in  a special  clinic  of  the  Out-Patient 
Department  of  the  Vanderbilt  University 
Hospital.  A report  of  the  results  will  be 
published  later.  The  original  strains  em- 


DIFFERENTIAL  DIAGNOSIS  OF  RHEUMATOID  AND  OSTEOARTHRITIS  * 


Rheumatoid  Arthritis 

Osteoarthritis 

Atrophic  arthritis 

Hypertrophic  arthritis 

Proliferative  arthritis 

Degenerative  arthritis 

Chronic  infectious  arthritis 

Menopausal  arthritis 
Senile  arthritis 

Clinical  Differentiation 


Geographic  distribu- 
tion 

Most  common  in  temperate  climates;  rare  in 
tropics. 

Climate  not  much  of  a factor. 

Family  history 

Usually  a history  of  rheumatic  fever  or  rheu- 
matoid arthritis  in  an  immediate  member 
of  family. 

Frequently  a history  of  a similar  form  of 
arthritis  in  one  or  both  parents. 

Past  history. 

Occasionally  a history  of  rheumatic  fever; 
frequently  of  tonsillitis  or  sinusitis. 

Not  characteristic;  sometimes  a history  of 
trauma  or  faulty  body  mechanics. 

Age  at  onset. 

Any  age;  over  80%  between  twenty  and  fifty. 

Rare  before  40.  In  women  most  common  at 
menopause  (menopausal  arthritis). 

Mode  of  onset. 

Rarely  acute;  usually  sub-acute  or  insidious; 
often  accompanied  by  migratory  pains. 

Insidious;  not  accompanied  by  migratory 
pain. 

Patient’s  general  con- 
dition. 

Usually  undernourished,  anemic,  and  “chron- 
ically ill.”  Frequently  slight  fever  (99) 
and  slight  leucocytosis. 

Well  nourished,  frequently  obese,  no  anemia. 
No  fever.  No  leucocytosis. 

Joint  involvement. 

Symmetrical  and  generalized;  proximal  inter- 
phalangeal  joints  especially  involved. 

Usually  weight-bearing  joints,  spine,  hips, 
knees.  Exception:  Distal  joints  of  fingers, 
Heberden’s  nodes. 

Appearance  of  joints. 

Early:  Periarticular  swelling,  fusiform  fin- 

gers. Late:  Ankylosis,  extreme  deformity, 
ulnar  deflection. 

Early:  Slight  articular  enlargement.  Late: 
More  pronounced  articular  enlargement; 
ankylosis  slight  and  never  complete, 
Heberden’s  nodes. 

Muscular  atrophy. 

Often  marked,  particularly  in  later  stages. 

Not  characteristic. 

Cutaneous  changes. 

1.  Extremities  frequently  cold  and  clammy; 
skin  atrophic  and  glossy;  redness  of  the- 
nar and  hypothenar  eminences. 

2.  Psoriasis  often  present. 

No  characteristic  feature. 

Subcutaneous  nodules. 

Present  in  15  to  20  per  cent  of  cases. 

Not  present. 

Laboratory  Differentiation 


Agglutination  reaction 
with  hemolytic 
streptococci. 

Positive  in  50  per  cent  of  typical  cases. 

Never  definitely  positive. 

Sedimentation  rate. 

Usually  greatly  increased;  tends  to  return  to 
normal  as  patient  improves. 

Normal  or  only  slightly  increased. 

Roentgenologic 

findings. 

Early:  Osteoporosis,  periarticular  swelling 

and  joint  effusion.  Late:  Narrowing  of 

joint  space,  bone  destruction,  ankylosis, 
and  deformities. 

Early:  No  osteoporosis; 

joint  margins.  Late: 
osteophytes. 

slight  lipping  at 
Marked  lipping, 

* Boots,  R.  H. — Journal  of  Laboratory  and  Clinical  Medicine — 22:  14,  1936. 
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ployed,  which  include  Cecil’s  “specific” 
streptococcus  (AB-13),  were  obtained  from 
Dr.  C.  W.  Wainwright  of  Baltimore. 

It  is  recognized  by  all  who  use  the  meth- 
od that  skin  sensitivity  to  an  organism  does 
not  necessarily  indicate  the  presence  of  gen- 
eralized allergy.  In  spite  of  the  various 
criticisms  of  this  form  of  treatment,  it  can 
be  said  that  it  is  the  only  treatment  of  ar- 
thritis which  is  directed  toward  relieving 
a condition  probably  present  (allergy)  and 
presumably  due  to  a specific  infectious 
state.  Much  additional  proof  is  needed  be- 
fore these  presumptions  can  be  declared 
established  facts.  In  the  meantime  thera- 
peutics, while  attending  upon  science,  must 
not  fail  to  explore  those  promising  possibili- 
ties which  are  not  in  themselves  dangerous 
and  which  appear  rational  in  the  light  of 
current  knowledge. 

The  vaccine  of  Crowe  deserves  discus- 
sion. In  1924  this  English  observer  re- 
ported the  recovery  of  a staphylococcus 
(“micrococcus  deformans”)  from  the  stools 
of  patients  with  atrophic  arthritis  and  a 
streptococcus  from  the  patients  with  hyper- 
trophic arthritis.  I have  used  this  vaccine, 
intermittently,  during  the  past  ten  years. 
I have  read  Crowe’s  treatises,12  I have 
studied  his  methods,  and  have  followed 
them  carefully.  My  personal  experiences 
with  this  vaccine  lead  me  to  share  the  dis- 
appointment expressed  by  the  American 
Committee  for  the  Control  of  Rheumatism. 

Summary  and  Conclusions 

The  analysis  of  results  obtained  from  any 
form  of  treatment  of  atrophic  arthritis 
should  be  tempered  with  criticism.  Almost 
any  treatment  will  help  slightly  more  than 
half  of  the  patients.  We  should  continue 
the  search  for  the  cause  of  the  disease,  but 
we  should  not  forget  that  the  joint  disor- 
ders are  associated  with  generalized  dis- 
ease manifestations.  This  necessitates 
treatment  of  the  individual  as  a whole. 

Comprehensive  therapy  includes: 

1.  Complete  rest,  as  in  the  presence  of 
any  form  of  generalized  infection, 
during  the  active  stages  of  the  dis- 
ease. 

2.  The  maintenance  of  a state  of  good 


nutrition  with  adequate  representa- 
tion of  the  various  vitamins  and  min- 
eral elements. 

3.  The  relief  of  pain  by  the  use  of  sim- 
ple anodynes.  The  salicylates  are 
preferable. 

4.  Teaching  the  patient  reasonable  re- 
straint from  the  panicky  use  of  any 
and  every  nostrum. 

5.  The  prevention  of  deformities. 

6.  Desensitization  with  vaccines  pre- 
pared from  hemolytic  streptococci 
when  skin  tests  indicate  the  possible 
existence  of  bacterial  allergy. 

REFERENCES 

1.  “The  Present  Status  of  the  Problem  of  ‘Rheu- 
matism’: A Review  of  Recent  American  and  Eng- 
lish Literature  on  Rheumatism  and  Arthritis.” 
Hench,  P.  S.;  Bauer,  W.;  Fletcher,  A.  A;  Ghrist, 
D;  Hall,  F.;  and  White,  T.  P.  Annals  of  Internal 
Medicine,  8:  1315-74;  1495-55;  1673-79;  1934-35. 

“The  Present  Status  of  the  Problem  of  Rheuma- 
tism and  Arthritis:  Review  of  American  and  Eng- 
lish Literature  for  1934.”  Hench,  P.  S.;  Bauer, 
W.;  Fletcher,  A.  A.;  Ghrist,  D.;  Hall,  F.;  and 
White,  T.  P.  Idem,  9:  883-982  (1936). 

“The  Problem  of  Rheumatism  and  Arthritis: 
Review  of  American  and  English  Literature  for 
1935.”  Hench,  P.  S.;  Bauer,  W. ; Fletcher,  A.  A.; 
Ghrist,  D.;  Hall,  F.;  and  White,  T.  P.  Idem,  10: 
754-909  (1937). 

“The  Present  Status  of  Rheumatism  and  Ar- 
thritis: Review  of  American  and  English  Litera- 
ture for  1936.”  Hench,  P.  S.;  Bauer,  W.;  Ghrist, 
D.;  Hall,  F.;  Holbrook;  Key,  J.  A.;  and  Slocumb, 
C.  H.  Idem,  11:  1089  (1938). 

2.  “Experimental  and  Pathological  Studies  in 
the  Degenerative  Type  of  Arthritis.”  Bower,  W., 
and  Bennett,  G.  A.  Jo.  of  Bone  and  Joint  Surg., 
18:  1 (1936) 

3.  “An  Experimental  Basis  for  Intravenous  Vac- 
cine Therapy  in  Chronic  Arthritis  with  a Sum- 
mary of  Results  Obtained  in  Patients.”  Clawson, 
B.  J.,  and  Wetherby,  M.  Annals  of  Int.  Med.,  5: 
1447-61  (1932). 

“The  Treatment  of  Chronic  Rheumatoid  Arthri- 
tis with  Streptococcus  Vaccine.”  Wainwright,  C. 
W.  J.  A.  M.  A.,  103:  1357-61  (1934). 

4.  “Agglutination  Reactions  in  Rheumatoid  Ar- 
thritis.” Dawson,  M.  H.;  Olmstead,  M.;  and  Boots, 
R.  H.  Jo.  Immunal,  23:  187-204  (1932). 

5.  The  Cystine  Content  of  the  Fingernails  in 
Arthritis.”  Sullivan,  M.  X.,  and  Hess,  W.  C. 
Jo.  Bone  and  Joint  Surg.,  16:  185  (1934). 

6.  The  Significance  of  the  Cystine  Content  of 
Fingernails  in  Arthritis.”  Sullivan,  M.  X.  Am. 
Jo.  Surg.,  43:  620  (1939). 


April,  1939 


THE  PROBLEM  OF  ARTHRITIS— Weinstein 


119 


7.  “The  Treatment  of  Arthritis  with  Massive 
Doses  of  Vitamin  D.”  Dreyer,  I,  and  Reed,  C.  I. 
Arch,  of  Phys.  Therapy,  X-ray  and  Radium,  16: 
537  (1935). 

8.  “Gold  Treatment  of  Rheumatoid  Arthritis.” 
Hartfall,  S.  J.,  and  Garland,  H.  G.  Lancet,  2:  8 
(1935). 

9.  “Effect  of  Jaundice  on  Chronic  Infectious 
(atrophic)  Arthritis  and  on  Primary  Fibrositis.” 
Hench,  P.  S.  Arch.  Int.  Med.,  61:  451-80  (1938). 

10.  “Use  of  O-Iodoxybenzoic  Acid  in  Treatment 


of  Infectious  Arthritis.”  Youmans,  J.  B.,  and 
Young,  A.  G.  J.  A.  M.  A.,  87:  746-52  (1926). 

11.  “The  Bacteriology  of  the  Blood  and  Joints 
in  Chronic  Infectious  Arthritis.”  Cecil,  R.  L. ; 
Nicholls,  E.  E.;  and  Stainsby,  W.  J.  Arch.  Int. 
Med.,  43:  571  (1929). 

12.  “Treatment  of  Chronic  Arthritis  and  Rheu- 
matism.” Crowe,  H.  W.  Oxford  University  Press 
(1926). 

“Bacteriology  and  Surgery  of  Chronic  Arthritis 
and  Rheumatism.”  Idem  (1927). 


120 


April,  1939 


EXTRAUTERINE  PREGNANCY* 


Cecil  E.  Newell,  M.D.,  M.S.,  in  Surgery,  F.A.C.S.,  Chattanooga 


THE  TERM  “extrauterine”  pregnancy 
means  a pregnancy  which  has  taken 
place  outside  of  the  uterus.  Although 
it  is  frequently  used  synonymously,  “ectop- 
ic” pregnancy  means  conception  not  at  the 
usual  site.  Therefore,  intra-uterine  preg- 
nancies other  than  the  ordinary  fundic 
type,  technically  fall  under  this  heading. 
Tubal  pregnancy  defines  gestation  as  occur- 
ring within  the  Fallopian  tube.  When  it 
involves  that  portion  of  the  tube  that  passes 
through  the  wall  of  the  uterus,  it  is  spoken 
of  as  an  “interstitial”  pregnancy.  If  gesta- 
tion develops  at  the  frimbriated  end  of  the 
tube,  it  is  usually  referred  to  as  a “tubo- 
ovarian”  pregnancy.  It  is  within  the  realm 
of  possibility  to  have  a primary  pregnancy 
in  the  ovary.19  This  naturally  is  called 
“ovarian”  pregnancy.  In  the  abdomen,  it 
is  also  thought  possible  to  have  a primary 
ectopic  pregnancy.1  The  ovum  has  been 
found  implanted  on  the  peritoneum  of  al- 
most all  of  the  abdominal  viscera.  Natural- 
ly, this  is  known  as  “abdominal,”  sometimes 
“wandering”  pregnancy. 

Incidence 

Statistics  are  consistently  in  agreement 
that  the  incidence  of  extrauterine  preg- 
nancy occurs  approximately  once  in  every 
300  to  400  pregnancies.  Hall  found  it  to 
be  1 :325,  Schumann  1 :303.  Wynne  found 
a higher  incidence  in  22,688  gynecological 
patients.  His  figure  was  1.3  per  cent.  But, 
of  course,  this  is  larger  than  it  would  be 
for  the  same  number  of  pregnancies. 

True,  or  primary,  ovarian  pregnancy  is 
the  rarest  type  of  all,  if  it  does  occur;  in- 
terstitial pregnancy  is  the  next  rarest,  5>  12 
while  tubal  pregnancy  is  the  most  frequent 
type. 

Etiology 

It  is  self-evident  that  something  that  im- 
pedes the  descent  of  the  fertilized  ovum  to 


*Read  at  the  regular  meeting  of  the  Chattanooga 
and  Hamilton  County  Medical  Society,  March  2, 
1939,  Chattanooga,  Tennessee. 


the  uterine  cavity  is  the  cause  of  extra- 
uterine pregnancy.  There  are  numerous 
theories  as  to  this  cause.  Inflammation 
within  the  tube  by  Neisserian  infection  is 
the  most  popular ; by  other  agents,  less  pop- 
ular; still  rarer  is  inflammation  from  with- 
out such  as  appendicitis,  diverticulitis,  and 
peritonitis.  One  unique  theory  holds  that 
this  impediment  in  descent  is  due  to  the 
presence  of  tubal  diverticuli31  in  which  the 
fertilized  ovum  gets  caught.  Destruction 
of  the  cilia  on  the  mucous  membrane  of  the 
tube  has  also  been  held  responsible.26  Out- 
side factors  are  those  which  occlude  or  kink 
the  tube.  Cosgrove  has  another  unique  ex- 
planation. He  assumes  the  presence  of  an 
extrauterine  endometrial  transplant  in 
which  the  fertilized  ovum  comes  to  rest  and 
then  develops  in  this  ectopic  endometrial 
tissue. 

Pathology 

The  fertilized  ovum  becomes  implanted 
in  the  tube  most  frequently  in  the  distal 
half.  Increase  in  vascularity  commences 
soon  after  implantation.  Decidual  cells  are 
then  formed,  probably  from  stroma  cells  in 
the  tube.  Trophoblastic  wandering  cells  are 
supposed  to  collect  and  form  villi.  These 
penetrate  into  the  tubal  musculature  which 
often  becomes  hypertrophied.  This  muscu- 
lar thickening,  however,  cannot  keep  pace, 
in  some  cases,  with  the  increased  size  of  the 
products  of  conception,  and  rupture  of  the 
tube  is  the  result.  If  the  rupture  is  into 
the  abdominal  cavity  massive  hemorrhage, 
shock,  and  the  signs  of  peritoneal  irritation 
make  up  the  clinical  picture.  Occasionally, 
however,  the  rent  in  the  tube  occurs  into 
the  broad  ligament  and  the  products  of  con- 
ception lodge  between  the  peritoneal  layers 
within  the  ligament.28 

It  is  becoming  more  evident  that  in  most 
tubal  pregnancies,  muscular  hypertrophy 
increases  in  proportion  with  the  ovum  and 
sooner  or  later  aided  by  voluntary  strain- 
ing, such  as  lifting  or  defecation,  the  ovum 
is  aborted  from  the  tube  by  pressure.  If 
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the  fetus  be  extruded  through  the  proximal 
end  into  the  uterus  (which  is  rare)  the 
pathologic  site  of  the  pregnancy  is  usually 
unrecognized. 

If  the  sac  is  ruptured  and  the  ovum 
squeezed  out  into  the  tube  itself,  a gradual 
bleeding  within  the  tube  occurs  and  a 
hematosalpinx  frequently  results.8 

Extrusion,  however,  from  the  frimbriated 
end  is  the  most  frequent  type  of  tubal  abor- 
tion. If  the  fetus  is  dead  it  will  be  absorbed 
provided  it  is  moderately  young.  If  it  is 
older  and  hard  bones  have  already  formed, 
mummification,3  calcification,2  skeletoniza- 
tion,14 or  the  slow  transition  into  adipocere18 
may  occur.  At  least  partial  hyalinization 
and  calcification  usually  takes  place  and  the 
resultant  mass  is  usually  spoken  of  as  a 
lithopedion. 

If  the  membranes  are  still  intact  and  the 
fetus  living,  the  placenta  occasionally  at- 
taches itself  to  the  peritoneum  from  which 
it  derives  further  nourishment,  and  a sec- 
ondary ectopic  gestation  may  become  es- 
tablished. If  its  nourishment  is  sufficient, 
as  it  occasionally  is,  the  fetus  develops  nor- 
mally, but  can  be  delivered  alive  only  by 
abdominal  section.  Frequently,  however, 
serious  abnormalities  of  development  are 
present,  and  the  fetus  is  not  as  liable  to 
reach  advanced  maturity  as  in  a primary 
abdominal  pregnancy. 

Subsequent  nourishment,  however,  is 
usually  inadequate,  the  fetus  dies  and  the 
woman  finally  decides  she  must  not  have 
been  pregnant  after  all.  Occasionally,  years 
pass  before  the  true  condition  is  discovered. 
McCormick’s  patient  carried  hers  fifty-one 
years.  Occasionally,  the  fetus  becomes  in- 
fected and  forms  an  abscess  or  perforates 
into,  a viscus.10 

Coincident  with  the  development  of  the 
ovum  in  its  ectopic  site,  the  endometrium 
undergoes  a decidual  transformation.  The 
degeneration  of  this  endometrium  is  thought 
by  most  observers  to  be  the  cause  of  the 
slight  spotting  of  blood  seen  in  these  cases.22 

Signs  and  Symptoms 

Because  of  the  multiple  pathological  va- 
rieties and  the  numerous  courses  of  ectopic 
pregnancy  the  symptoms  are  extremely  va- 


riable and  frequently  baffling.  The  three 
most  important  and  constant  findings,  how- 
ever, are  (1)  pain,29  which  may  be  mild  and 
diffuse  if  there  is  no  bleeding  or  only  slight 
oozing,  or  sharp  and  agonizing  if  there  has 
been  a rupture  with  profuse  hemorrhage; 
(2)  vaginal  bleeding,  usually  dark  with  no 
tendency  of  the  blood  to  clot;  and  (3) 
shock,  due  to  intra-abdominal  hemorrhage 
or  to  visceral  trauma  from  rupture. 

Other  frequent  symptoms  include  missed 
period  with  subsequent  spotting,  fainting, 
dizziness,  or  weakness  following  straining. 

The  physical  examination  sometimes  re- 
veals the  genital  signs  of  early  pregnancy. 
Occasionally,  the  mass  of  an  unruptured  ec- 
topic pregnancy  is  also  left.  After  rup- 
ture, besides  the  tender  mass  lateral  to  the 
uterus,  the  pelvic  hematocele  in  the  cul-de- 
sac  feels  like  a doughy  mass.  The  bluish- 
black  discoloration  about  the  umbilicus 
called  Cullen’s  sign  is  inconstant. 

Diagnosis 

Ricci  and  Di  Palma  wrote : “In  the  diag- 
nosis of  ectopic  gestation,  accuracy  does  not 
prevail.”  This  is  certainly  true  before  rup- 
ture. 

The  diagnosis  is  occasionally  correctly 
made  in  a thin  woman  who  has  missed  a 
period,  has  been  spotting,  and  is  having 
pain  in  one  side  of  her  pelvis,  particularly 
where  a tender  mass  can  be  definitely  pal- 
pated in  that  tube.  A positive  Friedman  or 
Ascheim-Zondek  test  may  be  of  aid  in  un- 
ruptured cases. 

The  late  diagnosis  of  extrauterine  preg- 
nancy is  sometimes  made  when  the  gesta- 
tion has  passed  nine  months  and  no  labor 
set  in,  especially  when  the  uterus  is  palpa- 
ble and  found  to  be  of  normal  size  or  only 
slightly  enlarged. 

Kirklin,  Simon,14-  13>  4-  7 and  others  have 
diagnosed  extrauterine  pregnancies  by 
X-rays.  Of  course,  all  of  these  were  in  an 
advanced  stage  of  development  when  bones 
could  be  seen  outside  the  uterus.  The  most 
frequent  conditions  to  be  differentiated 
from  this  condition  by  the  X-ray  are  calci- 
fied fibroids  and  dermoid  cysts  of  the  ovary. 

Siddall  and  Jarvis  have  examined  numer- 
ous curettage  specimens  in  suspected  ec- 
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topic  pregnancy  and  made  correct  positive 
diagnoses  by  finding  intact  decidua  without 
chorionic  villi. 

Aside  from  these  exceptions  extrauterine 
pregnancy  is  seldom  diagnosed  unless  some 
intra-abdominal  accident  such  as  rupture 
has  taken  place. 

The  diagnosis  of  the  dramatic  type  of 
ruptured  tubal  pregnancy  is  usually  not  a 
difficult  procedure,30  and  it  is  surprising  to 
see  the  percentage  of  mistaken  diagnosis  in 
some  of  the  large  series  of  cases.  It  should 
be  unnecessary  to  have  to  do  a cul-de-sac 
puncture  to  confirm  the  diagnosis  in  spite 
of  advocates  for  it. 

Treatment 

The  treatment  of  ectopic  gestation  is  dis- 
tinctly surgical.  It  becomes  imperative 
when  accompanied  by  severe  internal  hem- 
orrhage. It  is  well  to  say  treat  the  shock, 
and  then  operate.17  But  do  not  treat  the 
shock  too  long.  By  far  the  best  method  in 
this  emergency  is  to  treat  the  shock  while 
the  operating  room  is  being  prepared,  and 
during  the  operation.  If  bleeding  has  ceased 
from  lowered  blood  pressure  or  clot  forma- 
tion, raising  the  pressure  by  continued  in- 
travenous therapy  is  apt  to  start  the  hemor- 
rhage again.  If  the  bleeding  has  not 
stopped,  then,  the  more  fluids  poured  into 
the  veins  the  more  blood  is  going  to  pour 
out  of  the  rupture,  and  nothing  can  stop  it 
but  surgery. 

Johonnes  Thies,  of  Leipzig,  is  accredited 
as  being  the  first  to  utilize  the  free  intra- 
abdominal blood  for  infusion  purposes  in 
these  cases.  This  was  no  further  back  than 
1914.  I have  never  found  occasion  to  use 
auto-transfusion,  though  I can  see  how  in 
the  absence  of  facilities  for  a regular  trans- 
fusion a catastrophe  might  be  averted  by 
its  use.21 

Prognosis 

The  prognosis  is  good15  and  the  results 
are  dramatic  if  rapid,  rational,  pre-opera- 
tive, and  operative  measures  are  carried 
out.  Due  to  the  nature  of  the  emergency,  a 
fast  operator  and  good  teamwork  is  essen- 
tial for  good  results. 

It  is  interesting  to  note  that  Smith  fol- 
lowed up  144  postoperative  cases  in  which 


conception  was  possible.  In  this  series 
there  were  eighty  pregnancies,  of  which 
twenty-three  were  repeated  tubal  preg- 
nancies. We  recently  operated  the  second 
time  on  the  same  patient  for  ruptured  tubal 
pregnancy.  In  spite  of  opposition  to  this,15 
it  wise  to  remove  the  other  tube  where  time 
permits,  if  the  mother  has  living  children. 

Case  Reports 

Three  widely  differing  cases  have  been 
selected  to  illustrate  the  complexity  of  the 
diagnosis,  course,  and  management  of  extra- 
uterine pregnancy. 

Case  1,  No..  39059,  Mrs.  R.  F.,  white,  age 
twenty-three,  mother  of  one  normal  child, 
was  admitted  in  extremis,  July  7,  1935, 
complaining  of  abdominal  cramps.  There 
had  been  nothing  abnormal  in  her  menstrual 
history  until  her  last  period  began  on  reg- 
ular time  thirty-four  days  previously. 
Bleeding  after  that  was  continuous.  Four 
days  previous  to  admission  she  went  to  an- 
other hospital  where  she  was  admitted  and 
a diagnosis  of  right  tubal  pregnancy  was 
made.  After  four  days  she  became  dissat- 
isfied and  left.  She  rode  the  six  miles  to 
her  home  in  an  auto.  That  night  while 
sitting  at  the  table,  seven  hours  previous  to 
admission,  she  had  a sharp  pain  in  the  right 
abdomen,  followed  by  low  abdominal  cramps 
which  progressively  increased. 

Examination  revealed  a small  well-devel- 
oped, acutely  ill  patient  in  extreme  shock, 
ashen,  clammy,  and  nearly  pulseless.  Tem- 
perature ninety-eight  degrees,  pulse  140, 
blood  pressure  70/40.  Abdomen  was  slight- 
ly distended.  Vaginal  examination  revealed 
the  cervix  to  be  enlarged  and  there  was 
dark  unclotted  blood  in  the  vagina.  On  bi- 
manual examination  there  was  a soft,  tense, 
doughy  mass  in  the  right  adnexal  region 
with  exquisite  tenderness.  The  red  blood 
cell  count  was  3,090,000.  Hemoglobin  sev- 
enty per  cent.  Leukocyte  count  14,000. 
There  were  fifteen  per  cent  small  lymph- 
ocytes and  eighty-five  per  cent  neutrophils. 

A diagnosis  of  ruptured  right  tubal  preg- 
nancy was  made  and  under  nitros  oxide- 
oxygen  anesthesia  hypertonic  glucose  in 
normal  saline  was  administered  intraven- 
ously, while  the  abdomen  was  opened  in  the 
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midline.  Both  tubes  were  removed,  the 
blood  clots  scooped  out,  and  the  abdomen 
closed  in  layers.  Time  of  operation,  includ- 
ing opening  and  closure,  was  twenty-two. 
minutes. 

The  right  tube  measured  five  by  two  by 
two  centimeters.  There  was  a rupture  in 
the  middle  from  which  was  extruding  rem- 
nants of  a pregnancy.  Left  tube,  no  pa- 
thology. 

Immediately  following  operation  this  pa- 
tient was  given  a 300  cubic  centimeter  blood 
transfusion  by  the  indirect  method.  Intra- 
venous glucose  was  continued  for  three 
days.  Recovery  was  uneventful  and  she 
was  discharged  from  the  hospital  on  the 
thirteenth  day. 

Case  2,  No.  37052,  Mrs.  R.  M.  R.,  white, 
age  forty-five,  was  admitted  October  25, 
1938,  with  acute  appendicitis.  During  rou- 
tine exploration  after  the  appendectomy  a 
large  hard  ball  of  omentum  was  found 
rather  firmly  attached  to  the  mesentery  of 
the  ileum.  When  the  omentum  was  un- 
rapped a solidly  calcified  lithopedion  (Fig. 
1)  which  measured  three  centimeters  in 
diameter  was  removed.  No  abdominal 
menstrual  history  could  ever  be  elicited 


Fig.  1.  Photo  of  small  completely  calcified  litho- 
pedion. Case  2. 


from  this  patient.  The  lithopedion  was 
purely  an  incidental  finding. 

Case  3,  No,  42874,  Mrs.  E.  K.  S.,  white, 
age  thirty-four,  was  admitted  for  acute  in- 
testinal obstruction  May  26,  1938. 

This  patient,  the  mother  of  four  living 
children,  had  married  the  second  time  three 
years  before  admission.  Fifteen  years  pre- 
viously she  had  her  appendix  and  portions 
of  both  ovaries  removed.  Two  years  before 
admission  her  left  ovary  was  removed  be- 
cause of  a large  ovarian  cyst.  She  stated 
that  she  had  never  been  well  since  this  op- 
eration, and  that  her  periods  which  had  al- 
ways been  normal  had  been  irregular  since. 
For  five  months  she  had  had  a bloody  dis- 
charge. Then  for  three  months  she  had 
several  attacks  of  severe  abdominal  pain, 
distention,  obstipation,  vomiting  with  rap- 
idly progressing  weakness,  and  weight  loss. 

Examination  revealed  a very  pale,  weak, 
sick  woman  with  marked  abdominal  disten- 
tion, tenderness,  and  rigidity.  She  was  too 
tender  and  distended  to  obtain  any  informa- 
tion from  the  vaginal  examination.  Her 
temperature  was  99  4/5  degrees,  pulse  128, 
blood  pressure  108/60.  Urinalysis  and 
Wassermann  tests  were  negative.  Her 
leukocyte  count  was  18,000,  P.  M.  N.’s  nine- 
ty-two. per  cent,  lymphocytes  eight  per  cent, 
red  blood  cells  1,285,000,  hemoglobin  forty 
per  cent,  blood  group  3.  She  was  pre- 
pared for  operation  by  the  administration 
of  intravenous  glucose,  a blood  trans- 
fusion, hot  turpentine  stupes  were  applied 
to  her  abdomen,  and  one  ampoule  of  pitres- 
sin  given  simultaneously  with  an  enema. 
Her  obstruction  opened  up  under  this  medi- 
cation so  operation  was  deferred. 

When  the  distention  subsided  two  distinct 
masses  could  be  felt,  one  in  the  pelvis  and 
one  in  the  abdomen  to  the  left  of  the  um- 
bilicus. They  were  both  about  five  inches 
in  diameter  and  the  abdominal  one  was 
quite  fixed.  The  pelvic  tumor  was  consid- 
ered to  be  a fibroid  and  the  abdominal  one 
probably  a carcinoma  of  the  sigmoid. 

While  preparing  her  for  surgery  with 
transfusions,  iron,  and  liver,  she  developed 
a very  severe  myocarditis,  began  to  fibrillate 
and  went  into  congestive  heart  failure.  She 
recovered  from  this  only  to  develop  a right 
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pleurisy  with  effusion.  Because  of  these 
complications  she  was  sent  home  to  recup- 
erate before  operation. 

July  12,  1938,  she  returned  in  another 
milder  obstructive  attack.  This  was  re- 
lieved again  as  before.  She  was  given  an- 
other transfusion  even  though  her  red  blood 
cell  count  was  4,000,000.  Two  days  later, 
under  combined  local  and  gas-ether  anesthe- 
sia, her  abdomen  was  opened  in  the  midline. 
Instead  of  the  expected  fibroid,  the  pelvic 
tumor  was  a mass  of  placental  tissue  about 


femoral  thrombophlebitis,  this  patient  made 
a splendid  recovery  and  left  the  hospital  on 
the  fifteenth  post-operative  day.  She  was 
in  excellent  health  and  spirits  when  last 
seen  Christmas  day. 

Summary 

1.  Some  of  the  more  recent  literature  on 
extrauterine  pregnancy  is  reviewed  and 
the  subject  discussed  from  personal  expe- 
rience. 

2.  Extrauterine  pregnancy  is  a frequent 
and  serious  type  of  gestation. 


Fig.  2.  Photo  of  mummifying  early  lithopedion.  The  fetus  “A”  was  quite  separate  from  the  placenta 


“B,”  tube  “C,”  and  ovarian  remnant  “D.”  Case  3. 

five  inches  in  diameter  embedded  in  dense 
adhesions  to  the  right  pelvic  wall,  and  the 
uterus,  encompassing  the  base  of  the  right 
tube.  The  entire  mass  was  removed  with 
the  tube  and  remnant  of  ovary.  (Fig.  2.) 
The  abdominal  tumor,  after  separating  the 
adhesions,  and  dissecting  it  loose  from  the 
mesentery  of  the  sigmoid  and  from  numer- 
ous loops  of  intestine  and  omentum,  proved 
to  be  a mummifying  fetus  with  beginning 
calcium  deposits — a lithopedion. 

With  the  exception  of  a rather  severe  left 


3.  The  diagnosis  is  often  a difficult  pro- 
cedure. 

4.  The  different  courses  of  the  pregnancy 
are  more  numerous  than  its  many  varieties. 

5.  Treatment  is  always  surgical.  Rapid 
efficient  pre-operative  preparation  and  team- 
work in  the  operation  is  most  important. 

6.  The  prognosis  is  excellent  when  treat- 
ment is  proper. 

7.  Three  widely  differing  types  of  cases 
are  reported  as  illustrative  examples. 
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MANIFESTATIONS  OF  GALL-BLADDER  DISEASE  WITH  ANALYSIS 
OF  841  OPERATIVE  CASES 
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THE  CLINICAL  symptoms  of  gall- 
bladder disease  and  gallstone  colic 
have  been  understood  and  appreciated 
for  years.  Well  known  are  the  character- 
istics of  biliary  colic,  which  is  often  sudden 
in  onset,  with  severe  pain,  which  may  be 
agonizing.  It  is  referred  to  the  right  scap- 
ular region,  probably  due  to  spasm  of  the 
diaphragm  and  attended  with  a sensation 
of  pressure,  nausea,  usually  vomiting  and 
eructation.  They  may  come  on  at  night  and 
be  relieved  by  morning.  The  pain  is  often 
so  severe  that  hypodermics  are  required. 
The  patient  indicates  the  location  of  the 
pain  by  the  characteristic  gesture  of  put- 
ting his  left  hand  in  front  of  the  gall  blad- 
der and  his  right  thumb  over  the  lower 
thorax  posteriorly.  A number  of  fairly  well 
identified  syndromes  of  gall-bladder  disease 
have  been  gradually  recognized,  many  of 
them  masquerading  as  gastric  symptoms. 
Balfour  describes  a series  of  less  well- 
marked,  but  severe  types  sometimes  so  sug- 
gestive as  to  be  almost  pathognomonic. 

There  are  mild  spells  of  rather  sudden 
epigastric  distress,  spoken  of  by  the  patient 
as  gas.  They  are  associated  with  upward 
pressure,  often  with  belching  and  regurgi- 
tation and  sometimes  relieved  by  soda.  The 
patient  may  notice  that  these  attacks  follow 
certain  foods.  They  can  be  identified  by 
their  irregularity  as  manifestations  of  chol- 
ecystitis. 

Then  there  are  more  prolonged  periods 
of  dull  pain  in  the  pit  of  the  stomach,  or 
in  the  right  upper  abdomen,  or  perhaps 
throughout  the  liver  area,  that  are  aggra- 
vated by  eating,  by  deep  inspiration,  by  ex- 
ercise, by  acute  respiratory  infections,  and 
even  sometimes  by  menstruation. 

Another  type  of  cholecystitis  mimics  gas- 
tric or  duodenal  ulcer,  especially  if  it  is 
complicated  by  adhesions  or  pancreatitis. 
If  these  symptoms  have  been  preceded  by 
characteristic  gallstone  colic  it  will  help  in 


the  recognition  of  the  more  chronic  type. 
A negative  history  of  jaundice  or  severe 
colic  in  such  cases  is  more  suggestive  of 
peptic  ulcer  than  chronic  cholecystitis. 
Eusterman  says  the  cases  without  stone  are 
more  prone  to  imitate  ulcer  than  cases  of 
cholecystitis  with  stone.  They  have  the 
hunger  pain  of  ulcer  and  discomfort  two  or 
three  hours  after  food  and  are  relieved  by 
vomiting  food  or  taking  alkalies.  These  are 
the  cases  requiring  the  Graham  dye  and 
X-ray  studies  of  the  stomach  and  duodenum 
also. 

The  classical  syndrome  of  stone  in  the 
common  duct  is  a sudden  colic  followed  by 
chill,  very  high  fever,  and  in  twenty-four 
to  forty-eight  hours  by  jaundice.  Most  at- 
tacks, however,  are  atypical  and  two-fifths 
of  the  common  duct  stones  are  not  associ- 
ated with  jaundice.  The  gall  bladder  is  not 
distended  in  84.6  per  cent.  (Courvoisier.) 

In  roughly  eighty  per  cent  of  the  patients 
giving  a typical  history  of  recurrent  attacks 
of  gall-bladder  disease,  very  definite  gross 
and  microscopial  pathological  changes  are 
present.  In  cases  of  nonfunctioning  gall 
bladder  by  X-ray,  about  ninety  per  cent 
show  pathological  changes.  By  withhold- 
ing operation  on  those  patients  in  whom  the 
history  is  atypical  and  the  X-ray  findings 
not  definite,  we  obtain  even  a higher  per 
cent  of  satisfactory  cures.  We  know  that 
sensitivity  to  certain  foods  and  emotional 
upsets  can  both  simulate  typical  gallstone 
colic  and  we  not  infrequently  encounter  a 
patient  giving  a typical  history  of  repeated 
attacks  and  then  find  a normally  function- 
ing gall  bladder  by  X-ray.  In  such  cases, 
every  possible  factor  must  be  excluded  be- 
fore removing  that  gall  bladder,  otherwise 
we  have  added  a needless  operation  and  scar 
to  a patient  who  will  continue  with  her  same 
attacks.  Follow-up  studies  on  series  of 
cholecystectomies  show  that  from  fifteen  to 
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thirty  per  cent  of  the  patients  are  not  im- 
proved by  operation. 

Medical  measures  have  little  or  nothing 
to  offer  in  cases  of  severe  gall-bladder  dis- 
ease. Alvarez,  of  the  Mayo  Clinic,  states 
in  a recent  paper  that  the  benefits  of  duo- 
denal drainage  in  his  experience  did  not 
justify  the  discomfort  and  expense  to  the 
patient.  Various  dietary  measures  have 
been  advanced,  but  no  significant  results  ob- 
tained. 

In  1921  Rous  and  MacMaster  observed 
that  the  normal  gall  bladder  was  able  to 
concentrate  its  bile  to  one-seventh  of  its 
natural  bulk.  Graham  and  Cole  utilized 
this  fact  in  working  out  the  present-day 
methods  of  cholecystography,  which  tells  us 
whether  the  gall  bladder  is  normal  or  ab- 
normal in  this  function.  We  have  learned 
that  it  is  not  satisfactory  to  remove  a gall 
bladder  simply  because  it  is  slow  in  empty- 
ing or  because  the  radiologist  says  there 
may  be  “adhesions”  about  it  when  the  gall 
bladder  does  concentrate  the  dye. 

Andrews  et  al.,  at  the  University  of  Chi- 
cago, have  shown  recently  that  most  strains 
of  bacteria  even  when  injected  into  the  gall 
bladder  in  overwhelming  numbers  do  not 
cause  cholecystitis.  They  found  that  the 
injection  of  bile  salts  into  the  gall  bladder 
did  produce  gross  and  microscopic  changes, 
which  closely  resembled  acute  cholecystitis 
in  man.  As  a result,  they  offer  the  sugges- 
tion that  a temporary  increase  in  bile  salt 
concentration  in  the  gall  bladder  causes 
clinical  cholecystitis. 

Martensson  {Arch,  of  Surg.,  April  1937) 
found  in  Stockholm  that  twenty-five  per 
cent  of  the  patients  had  clinical  symptoms, 
i.  e.,  4.9  per  cent  of  those  coming  to  nec- 
ropsy, computed  on  the  population  of 
Stockholm.  He  estimated  that  10.5  per  cent 
of  the  population  had  gallstones.  Necropsies 
in  this  country  by  Mitchell  showed  of  1,600 
dying  from  violence  or  disease  and  not  in 
hospitals  that  the  percentage  of  calculi 
found  was  3.1  per  cent.  The  incidence  of 
gallstones  in  the  whites  was  found  to  be 
ten  times  as  great  as  among  the  negroes  in 
the  South.  (Boland.) 

While  the  mixed  composition  of  stone  is 
the  most  frequent,  the  pure  cholestrol  stone 


is  probably  the  next  more  frequent  group. 
The  formation  is  apparently  a precipitation 
of  the  inflammatory  exudate  and  the  bile. 
The  former,  the  bile,  being  electronegative, 
a colloid  solution,  and  the  electropositive  is 
the  inflammatory  exudate  of  mucopus.  De- 
pending upon  the  amount  of  bile,  the  stone 
may  either  be  light  in  color  or  darkly  pig- 
mented. Like  stones  in  the  urinary  blad- 
der, they  may  be  mixed  chemically,  but  they 
all  seem  to  contain  both  colloids  and  crys- 
talloids. We  see  so  many  facetted  stones 
of  the  same  pattern,  evidencing  one  or  more 
successive  crops,  all  originating  at  the  same 
time. 

Axchoff  believes  that  it  is  essential  to 
have  a permanent  or  temporary  stoppage  of 
the  cystic  duct  with  inflammatory  edema  or 
stone.  It  will  be  filled  with  mucopus  and 
causes  so-called  hydrops  because  no  bile  can 
get  in.  When  the  obstruction  of  the  cystic 
duct  gives  way  from  inflammatory  edema 
and  bile  enters,  then  when  it  comes  in  con- 
tact with  the  mucopus,  precipitation  occurs. 
This  may  be  repeated  at  intervals  and  we 
thus  see  the  stone  forming  in  laminae.  If 
infection  predominates,  acute  empyema  of 
the  gall  bladder  ensues. 

Hodges  and  Lamp  {Am.  J.  of  Roent., 
February,  1937)  summarize  their  very  large 
experience  at  Ann  Arbor  by  saying  that 
impaired  concentrating  power  of  the  gall 
bladder  is  frequently  associated  with  chole- 
lithiasis. In  their  series  the  coincidence  is 
87.6  per  cent  and  that  cholelithiasis  is  al- 
ways attended  by  some  deviation  from  nor- 
mal cystographic  findings.  On  the  other 
hand,  normal  response  to  the  cholecysto- 
graphic  test  of  gall-bladder  function  may  be 
considered  eighty-four  per  cent  accurate  in 
excluding  major  inflammatory  diseases  and 
complete  nonvisualization  of  the  gall  blad- 
der is  associated  with  major  inflammatory 
involvement  of  the  wall  in  eighty  per  cent 
of  all  cases  so  reported. 

Most  of  the  papers  relating  to  surgery  of 
the  gall  bladder  in  the  past  few  years  have 
dealt  with  the  question  of  early,  immediate 
removal  of  the  gall  bladder  in  acute  chol- 
ecystitis. Heuer,  in  a series  of  153  cases  of 
immediate  operation,  reported  a mortality 
of  3.2  per  cent  which  is  unusually  low.  In 
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other  series,  however,  immediate  operation 
on  all  cases  has  carried  a mortality  of  ten 
per  cent.  (Dixon.)  Bergh,  of  the  Univer- 
sity of  Minnesota,  after  studying  their  cases 
of  acute  cholecystitis,  says:  “During  the 
past  few  years  a number  of  surgeons  have 
advocated  early  operation  in  cases  of  acute 
cholecystitis.  Many  others,  however,  have 
condemned  such  a procedure  as  being  more 
dangerous  than  the  conservative  policy  of 
allowing  the  acute  process  to  subside  before 
operative  interference  is  undertaken.  The 
problem  cannot  be  settled  at  this  time.”  His 
report  indicated  that  definite  benefit  re- 
sulted by  delaying  operation  until  fever  sub- 
sided and  the  patient’s  general  condition 
could  be  improved  by  fluids,  etc.,  except 
where  early  perforation  had  occurred.  In 
our  experience  early  “acute”  perforation 
into  the  free  peritoneal  cavity  has  been  very 
rare  (two  cases) , though  walled-off  ab- 
scesses around  the  gall  bladder  are  more 
common  and  without  question  are  best 
treated  conservatively.  In  a recent  study 
of  500  cases  of  operations  on  the  gall  blad- 
der at  Vanderbilt  Hospital  there  was  not  a 
single  case  of  death  from  peritonitis  follow- 
ing acute  perforation  of  the  gall  bladder. 
(Brooks.)  Heuer  believes  his  lowered  mor- 
tality in  early  operation  was  due  to  the 
prevention  of  gangrene  and  perforation  of 
the  gall  bladder,  which  may  occur  while  one 
is  waiting  for  the  inflammatory  process  to 
subside. 

It  is  probably  true  that,  if  mild,  a case 
could  be  operated  on  in  the  very  beginning 
before  serious  pathological  changes  oc- 
curred, and  it  would  be  much  safer.  Unfor- 
tunately, for  various  reasons,  operation  may 
not  be  advised  by  the  first  physician  who 
sees  the  patient,  the  hospitalization  is  not 
obtained  early,  and  the  surgeon  does  not  see 
the  patient  in  the  first  few  hours.  Brigham 
Hospital  had  a mortality  of  20.5  per  cent 
from  immediate  operation.  Branch  and 
Zollinger  report  after  an  average  of  4.7 
days  preoperative  treatment,  the  mortality 
was  8.7‘per  cent  in  the  same  hospital. 

The  majority  of  patients  with  acute  chol- 
ecystitis are  seen  by  the  internist  and  he 
rarely  sends  these  patients  to  the  hospital 
with  the  same  promptitude  that  he  does 


acute  appendicitis  cases  so  that,  as  a matter 
of  fact,  they  probably  would  come  on  an 
average  on  the  fourth  day.  If  both  lesions 
could  be  operated  upon  in  the  early  hours  of 
the  disease  there  would  be  a very  low  mor- 
tality. After  either,  however,  has  advanced 
a number  of  days  they  had  best  be  prepared 
without  operative  intervention  at  the  mo- 
ment. This  is  truer  of  the  gall  bladder  than 
it  is  of  the  appendix  because  of  the  prone- 
ness of  perforation  in  the  appendix  and  the 
ability  of  the  gall  bladder  to  localize  its 
infection  and  the  rarety  of  perforation.  If 
the  patient  improves  upon  intelligent  man- 
agement the  attitude  of  the  surgeon  would 
be  to,  allow  him  to  keep  on  improving  until 
he  is  free  of  fever  and  has  had  adequate 
preparatory  regime  to  withstand  the  dan- 
gers of  renal,  cardiac,  and  hepatic  complica- 
tions. For  the  latter,  the  daily  administra- 
tion of  considerable  quantities  of  orange 
juice  with  sugar  is  excellent  in  the  protec- 
tion of  the  liver  glycogen.  Safety  is  thus 
assured  and  the  pleasing  absence  of  vomit- 
ing follows  this  preparation. 

Technique 

Moynihan  says,  “If  I might  presume  to 
offer  any  advice  to  the  surgeon  who  has  not 
had  great  and  continued  opportunities  for 
practical  work,  I would  suggest  to  him  . . . 
to  leave  the  surgery  of  the  gall  bladder 
alone.”  (Boyce,  S.  G.  and  0.,  July,  1936.) 
The  great  English  sovereign  of  surgery  had 
in  mind  the  extremely  difficult  and  surpris- 
ing technical  hazards  that  may  confront  the 
operating  surgeon  in  comparatively  simple 
cases  of  surgery  upon  the  biliary  tract  and 
as  well  the  entirely  unexpected  complica- 
tions after  operation.  On  account  of  the 
great  possibility  of  damage  to  the  liver  and 
secondarily  to  the  kidney  in  diseases  of  the 
gall  bladder  and  ducts,  which  almost  in- 
variably happen  in  some  degree,  this  type 
of  patient  must  be  regarded  as  a more  or 
less  bad  risk.  In  any  case,  manifesting 
only  minor  dyspeptic  complaint  or  occa- 
sional mild  or  severe  biliary  colic  there 
lurks  the  likelihood  of  severe  infection  en- 
suing or  partially  complete  biliary  obstruc- 
tion. There  may  be,  too,  acute  cholecys- 
titis complicated  by  peritonitis  with  per- 
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foration  and  also  suppurative  cholangitis 
due  to  stone,  suppurative  pylephlebitis,  and 
jaundice  so  severe  that  it  causes  hemor- 
rhage from  obstruction  and  cholemia. 

In  any  operation  upon  the  gall  bladder  it 
is  possible  to  have  peritonitis,  injuries  to 
the  extrahepatic  ducts,  pneumonia  as  a 
complication,  heart  failure,  embolism,  and, 
as  in  all  other  abdominal  cases,  occasional 
rupture  of  the  incision.  Uremia  is  a lurk- 
ing assassin  as  well  as  the  more  insidious 
liver  and  renal  deaths.  The  likelihood  of 
anomalies  in  the  arrangement  of  the  ducts 
and  vessels  should  be  constantly  kept  in 
mind  so  that  no  injury  is  done  and  the  he- 
mostasis can  be  accurate.  This  can  only  be 
accomplished  by  isolation  of  the  duct  from 
the  tip  of  the  gall  bladder  down  to  and  with 
exposure  of  the  common  duct  by  gentle  dry 
dissection.  If,  by  any  chance,  an  aberrant 
hepatic  duct  should  be  injured  it  is  better 
repaired  then  than  it  ever  can  be  again. 

Cholecystectomy  may  be  a relatively  sim- 
ple procedure  and  it  can  become  one  of  the 
most  complicated  and  difficult  of  any  ab- 
dominal operation.  In  addition  to  forbid- 
ding pathological  conditions  the  patient  in 
poor  condition  must  cause  more  morbidity 
and  a larger  mortality. 

The  essential  of  any  technique,  no  matter 
how  meticulous  or  how  varied,  depends 
upon,  first,  an  ample  incision  going  some- 
what below  the  level  of  the  umbilicus  and, 
second,  a device  like  Masson’s  gauze  pack 
above  the  liver  to  displace  it  downward,  or, 
simpler  still,  placing  the  hand  between  the 
liver  and  the  diaphragm  to  let  the  atmos- 
pheric pressure  do  the  same  thing.  Third, 
adequate  packing  to  carry  the  transverse 
colon,  omentum  and  duodenum  far  over  to 
the  left,  putting  the  gastrohepatic  omentum 
on  the  stretch,  so  that  the  peritoneum  over 
the  common  duct  can  be  incised  and  its  con- 
dition inspected  in  case  of  need  for  its  open- 
ing and  exploration.  Fourth,  manufacture 
of  peritoneal  flaps  from  the  liver  to  the 
gall  bladder  by  dividing  the  peritoneum  be- 
tween the  liver  and  the  gall  bladder  for 
closure  of  the  fossa.  Fifth,  adequate  ex- 
posure by  blunt  gauze  dissection  on  forceps 
of  the  cystic  duct  and  its  junction  with  the 
common  and  the  hepatic  and  visualization 


of  the  common  duct  so  that  injury  to  these 
structures  is  reduced  to  the  minimum. 
Sixth,  where  the  gall  bladder  is  acute  and 
edematous  it  is  better  removed  from  above 
downward.  Where  it  is  difficult  to  create 
peritoneal  flaps,  the  oozing  from  the  liver 
can  be  controlled  by  hot  gauze  pack  in  the 
fossa,  upon  which  pressure  is  made  by  a 
Deaver  retractor.  Seventh,  ligation  of  the 
cystic  duct  by  small  chromic  catgut,  sup- 
plemented by  a second  ligature  of  braided 
silk  to  insure  tight  closure.  Drainage, 
therefore,  is  not  required  in  the  majority  of 
cases.  Drainage  is  required,  however, 
where  contamination  has  occurred,  where 
bleeding  has  been  difficult  to  control  and  in 
cases  where  the  common  duct  has  been 
opened  and  leakage  may  occur.  Care  should 
always  be  used  to  see  that  the  drain  is  in 
Morrison’s  pouch  and  kept  away  from  the 
ligature  and  suture  line  over  the  duct.  If 
this  is  not  done,  biliary  drainage  will  occur 
in  a large  per  cent  of  cases  from  the  pres- 
ence of  the  drain  inexpertly  introduced.  In 
septic  cases  stab  wound  drainage  through 
the  loin  is  very  desirable,  not  only  for  pur- 
poses of  downhill  drainage,  but  for  more 
aseptic  closure  of  the  anterior  incision  and 
the  prevention  of  infection. 

Partial  or  Subtotal  Cholecystectomy 

In  1930  I described  under  the  subhead  of 
“Chemical  Cholecystectomy”  (referring  to 
the  destruction  of  the  mucosa  by  carbolic 
acid)  a method  for  partial  excision  of  gan- 
grenous, greatly  thickened,  edematous  gall 
bladders.  ( Wisconsin  Med.  Jour.,  Decem- 

ber, 1930.) 

Figures  I,  II,  III 

It  consisted,  briefly,  in  splitting  down  the 
middle  of  the  gall  bladder  from  the  fundus 
to  the  cystic  duct  with  adequate  peritoneal 
protection  and  removal  of  the  contents  by 
aspiration.  The  stones  in  the  gall  bladder 
were  then  removed.  Secondary,  the  excess 
of  the  gangrenous  gall  bladder  wall  was  ex- 
cised down  to  the  attachment  of  the  pos- 
terior wall  of  the  gall  bladder  to  the  liver 
fossa.  Thirdly,  destroying  the  mucosa  of 
the  gall  bladder  with  carbolic  acid  followed 
by  alcohol  or  the  red  loop  of  the  electro- 
cautery superficially  applied  to  the  left-in 
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wall  of  the  gall  bladder.  Fourthly,  the  in- 
sertion of  a catheter  into  the  cystic  duct. 
And,  fifthly,  the  sewing  over  after  hemos- 
tasis by  ligature  of  the  cut  ends  of  the  gall- 
bladder walls  by  a suture. 

As  a rule,  this  does  away  with,  first,  the 
necessity  of  placing  objectionable  drains  in 
the  peritoneum.  Second,  it  avoids  the  dan- 
ger of  injury  to  the  deeper  ducts.  Third, 
the  removal  of  practically  all  of  the  gross 
disease  of  the  gall  bladder  and  the  retention 
of  that  part  of  the  gall  bladder,  usually  the 
healthiest,  covering  the  fossa  of  the  liver. 
To  remove  this  often  leaves  a red,  raw, 
bleeding  surface  that  is  difficult  to  suture 
and  often  requires  extensive  packing  and  a 
drainage. 

In  the  greatly  edematous,  gangrenous  gall 
bladder  or  even  the  small  contracted  gall 
bladder,  which  is  very  difficult  to  remove 
on  account  of  the  waterlogging  of  the  first 
two  conditions,  a safe  procedure  is  to  split 
open  the  gall  bladder  down  to  the  cystic 
duct  and  to  remove  the  excess  of  the  gall- 
bladder wall,  all  except  that  part  which  is 
adherent  to  the  fossa  of  the  liver.  This  is 
notoriously  difficult  to  remove  and  often 
leaves  a raw  bleeding  surface.  Hemostasis 
cannot  be  adequately  obtained.  There  is 
considerable  danger  of  doing  damage  to  the 
deeper  ducts.  Whereas,  in  partial  cholecys- 
tectomy (or  subtotal)  the  ducts  need  not  be 
interfered  with.  A tube  can  be  placed  in 
the  cystic  duct  for  drainage  and  the  remain- 
ing portion,  which  is  usually  the  healthiest 
portion  of  the  gall  bladder,  can  be  accurate- 
ly sewn  over  the  catheter  after  the  mucous 
membrane  of  the  gall  bladder  is  destroyed 
either  by  iodine,  the  red  loos  of  the  electro- 
cautery, or  by  carbolic  and  alcohol.  This 
is  a very  safe  procedure  in  a most  desperate 
condition. 

Ritchie  reports  fifteen  recoveries  out  of 
sixteen  partial  cholecystectomies  by  what 
he  calls  the  wing  operation,  by  excision  of 
most  of  both  sides  of  the  gall  bladder,  sav- 
ing only  that  part  which  is  embedded  in  the 
liver,  leaving  enough  for  suturing  the  gall 
bladder  over  a catheter  in  the  cystic  duct 
after  having  removed  the  mucosa  of  the  gall 
bladder. 

In  a study  of  841  cases  of  cholecystec- 


tomy in  our  clinic,  we  find  that  during  the 
past  two  years  that  we  have  employed  par- 
tial cholecystectomy  in  one  out  of  every 
eleven  cases  with  no  deaths. 

Common  Duct 

There  were  eighty-five  of  our  cases  in 
which  the  common  duct  was  dilated  and 
harboring  one  or  more  stones,  necessitating 
choledochotomy  in  addition  to  either  drain- 
age or  removal  of  the  gall  bladder.  A num- 
ber of  these  cases  were  jaundiced  and  had 
cholangitis  with  chills  and  fever,  yet  there 
were  only  eight  deaths,  which  is  a mortality 
of  9.4  per  cent,  three  per  cent  lower  than 
the  same  number  of  patients  in  which  drain- 
age of  the  gall  bladder  alone  was  carried 
out.  This  figure  compares  very  favorably 
with  other  reports  of  operations  on  the 
common  duct.  There  were  nine  cases  in 
which  palliative  operations  for  cancer  of 
the  gall  bladder  or  head  of  the  pancreas 
were  performed  with  the  usual  disappoint- 
ing results  that  accompany  most  palliative 
procedures  for  cancer.  In  three  instances 
choledochoduodenostomy  was  done  for 
stricture  of  the  common  duct. 

It  has  been  our  practice  to  carefully  ex- 
amine the  common  bile  duct  in  all  cases  be- 
fore removing  the  gall  bladder  and  to  ex- 
plore it  wherever  it  is  dilated,  except  in  the 
presence  of  definite  cancer  of  the  head  of 
the  pancreas,  in  which  case  a cholecysto- 
gastrostomy  is  done. 

It  is  hardly  necessary  to  mention  that 
the  gall  bladder  should  not  be  removed  in 
the  presence  of  cancer  of  the  pancreas  or 
obstruction  of  the  common  duct  until  this 
obstruction  is  relieved.  The  gall  bladder 
may  be  later  utilized  for  temporary  or  per- 
manent relief  of  jaundice  due  to  tumor  or 
obstruction. 

In  the  colics  which  sometimes  follow 
cholecystectomy  or  choledochotomy  making 
one  fear  stone  in  the  duct,  clinical  experi- 
ence as  well  as  experimental  observations 
on  man  and  animals  have  shown  that  thera- 
peutic doses  of  morphine,  pantopon,  di- 
laudid,  and  even  codeine  will  frequently  pro- 
duce spasm  of  the  sphincter  of  Oddi,  which 
in  turn  increases  the  pressure  within  the 
duct  and  causes  more  pain.  As  would  be 
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anticipated,  the  antispasmodics,  like  amyl 
nitrite  and  nitroglycerin,  relax  this  sphinc- 
ter spasm  and  relieve  the  pain. 

Walters  has  reported  a case  of  stone  in 
the  common  duct  after  operation  which  was 
finally  fragmented  by  injecting  a few  cubic 
centimeters  of  ether  into  the  T tube  daily 
and  then  dilating  the  sphincter  of  Oddi  with 
amyl  nitrite,  allowing  the  stone  fragments 
to  pass  into  the  duodenum.  This  of  course 
was  checked  by  repeated  X-rays  taken  with 
brominol  injected  as  an  opaque  medium. 

Best  suggests  in  cases  of  overlooked  com- 
mon duct  stones  that  the  intraductal  pres- 
sure be  increased,  giving  dehydrocholeic 
acid  and  at  the  same  time  injecting  warm 
olive  oil  through  the  T tube  to  relax  the 
sphincter. 

The  mortality  from  removal  of  stones  in 
the  common  duct  is  at  least  twice  as  high 
as  where  the  stones  are  in  the  gall  bladder, 
although  the  simple  exploration  of  the  com- 
mon duct,  where  no  stone  is  found,  is  at- 
tended with  a very  slightly  higher  mortality 
than  if  not  explored. 

One  cannot  depend  upon  jaundice,  as  it 
was  absent  in  Lahey’s  cases  both  in  the  his- 
tory and  at  the  time  of  operation  in  thirty- 
nine  per  cent. 

Exploration  of  the  common  duct  should, 
of  course,  be  done  in  all  jaundiced  patients 
and  those  who  have  been  recently  jaundiced. 
Also  where  the  gall  bladder  is  contracted 
and  thickened,  showing  that  the  process  has 
been  of  long  standing,  and  particularly 
when  the  duct  itself  is  dilated  or  thickened. 
If  in  palpating  the  common  duct  through 
the  foramen  of  Winslow  a lump  is  found, 
even  though  it  is  not  absolutely  determined 
to  be  a stone,  especially  if  the  pancreas  is 
thickened,  the  duct  should  be  opened  to  see 
whether  or  not  it  is  a stone.  Then,  too,  if 
the  bile  when  aspirated  from  the  duct,  in- 
stead of  being  a clear,  golden  yellow,  is 
thicker  and  darker,  it  is  suspicious.  At 
that,  one  will  probably  find  that  in  nearly 
half  the  cases  no  stone  is  found,  but  rela- 
tively little  harm  will  be  done  by  explora- 
tion. Certainly  not  as  much  as  would  be 
done  by  overlooking  stones  in  the  other  half 
of  the  cases  or  even  a portion  of  that  half 


and  a secondary  operation  having  to  be  im- 
posed. 

In  Walton’s  series  of  843  operations,  he 
found  gallstones  in  the  common  duct  in  each 
eight  cases  of  the  129  cases  of  jaundice. 
When  the  back  pressure  from  an  impacted 
stone  is  very  considerable,  the  liver  ceases 
to  function  for  the  time  being  and  enlarges. 
This  gives  rise  to  the  so-called  white  bile 
in  the  greatly  distended  ducts  and  of  course 
where  the  obstruction  is  more  complete 
from  pressure  from  carcinoma  of  the  duct 
or  at  the  head  of  the  pancreas,  white  bile  is 
more  common  because  the  obstruction  is 
more  continued  and  complete.  The  stones 
which  occasionally  pass  through  the  com- 
mon duct  or  more  rarely  ulcerate  into  the 
duodenum,  which  is  the  largest  part  of  the 
small  intestine,  are  prone  to  cause  intestinal 
obstruction  at  the  lower  end  of  the  ileum. 
In  common  with  many  surgeons,  I have 
operated  upon  such  obstructions.  They 
give  a very  high  mortality — something  like 
fifty  per  cent  on  account  of  the  necessity 
of  opening  the  intestinal  tube,  the  contents 
of  which  are  highly  infected. 

In  jaundiced  cases  it  is  difficult  to  dis- 
criminate between  stones  in  the  common 
duct  and  cancer  at  the  head  of  the  pan- 
creas. If  there  is  a long  history  of  gallstone 
dyspepsia  with  many  attacks  of  colic,  which 
have  been  attended  with  jaundice,  especially 
if  the  jaundice  closely  follows  the  colic  and 
if  the  jaundice  is  variable,  even  though 
sometimes  persistent,  with  enlargement  of 
the  liver  and  the  absence  of  enlarged  gall 
bladder,  we  think  of  it  in  terms  of  gall- 
stones. On  the  other  hand,  if  the  jaundice 
is  a gray  green,  unchangeable,  sometimes 
almost  a mahogany,  with  a dilated  gall  blad- 
der from  pressure  at  the  head  of  the  pan- 
creas, great  pain  in  the  back,  emaciation, 
and  without  colics,  in  an  elderly  person,  it 
has  all  the  earmarks  of  carcinoma  at  the 
head  of  the  pancreas.  Occasionally,  a 
chronic  pancreatitis  may  act  like  carcinoma 
with  a long  history  of  dyspepsia  perhaps 
due  to  gallstones,  although  the  colic  may  be 
absent.  These  cases  may  have  distended 
gall  bladder,  but  it  may  be  dilated  with 
stones  and  lying  so  high  under  an  enlarged 
liver  that  it  is  difficult  of  detection.  Such 
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cases  upon  exploration  are  found  to  have 
stones  and  the  enlargement  is  looked  upon 
as  malignant,  but  with  drainage  those  cases 
clear  up  and  we  realize  with  great  joy  that 
they  were  chroni  cpancreatitis  after  all. 

In  the  small  contracted  gall  bladder  full 
of  stones,  they  should  be  removed  and  the 
cystic  duct  split  open,  if  possible,  into  the 
common  duct  which,  in  all  probability,  con- 
tains a stone  which  should  be  removed  and 
the  duct  drained  after  making  certain  that 
the  entire  duct  is  patulous  and  open  through 
into  the  duodenum. 

Conclusions 

This  study  was  based  on  the  case  histo- 
ries, examinations,  and  operative  findings 
of  841  patients  with  gall-bladder  disease 
(January,  1938).  Cholecystectomy  alone 
was  performed  in  658  cases  with  a mortal- 
ity of  5.9  per  cent.  This  includes  some 
gangrenous  and  perforated  gall  bladders. 
In  this  group  of  cholecystectomies,  68.7  per 
cent  had  gallstones. 

Fig.  IV 

Cases  Mortality 


Cholecystectomies 662  5.8% 

Cholecystostomies 87  12.6% 

Operations  on  gall  bladder  alone — 749  6.6% 

Operations  on  common  duct 86  10.4% 

All  operations  on  biliary  system- _841  7.3% 


In  last  two  years  one  out  of  every  eleven  opera- 
tive cases  has  had  partial  cholecystectomy  with  no 
deaths. 

Cholecystostomy  was  done  in  eighty- 
seven  cases  with  a mortality  of  12.6  per 
cent.  The  majority  of  these  patients  were 
in  the  advanced  age  group  and  very  poor 
risks.  The  relatively  low  mortality  for  re- 
moval of  common  duct  stones  has  been  men- 
tioned. 

Permanently  good  results  were  obtained 
in  a series  of  426  cases  reported  by  Weir 
and  Snell  from  the  Mayo  Clinic  in  from 


eighty  to  ninety-five  per  cent  of  cases. 
Where  symptoms  persisted  and  new  ones 
developed,  they  were  usually  found  to  be 
due  to  errors  in  diagnosis  or  to  poor  selec- 
tion of  cases,  to  residues  of  cholecystic  dis- 
ease, formation  of  strictures,  and  colic  fol- 
lowing cholecystectomy,  that  may  be  due  to 
organic  causes  and  to  visceromotor  disturb- 
ances. Moreover,  there  may  be  changes  in 
the  bile  duct  or  liver  or  pancreas  from  the 
former  cholecystitis  with  stone.  Inasmuch 
as  about  twenty  per  cent  of  cases  had  some 
of  these  conditions,  some  of  them  were  suf- 
ficient to  cause  symptoms  even  after  the  gall 
bladder  was  removed.  If  there  is  the  mis- 
fortune of  stones  overlooked  in  the  com- 
mon duct  or  forming  secondarily  they  cause 
prolonged  drainage  of  bile  or  give  immedi- 
ate or  even  late  colic  with  fever,  chills,  or 
jaundice,  and  if  it  does  not  clear  up  after 
prolonged  observation  exploratory  opera- 
tion may  be  needed  even  though  there  is  no 
jaundice.  It  is  a mortifying  experience  to 
have  to  reoperate  upon  a patient.  For  that 
reason,  we  make  it  a practice  in  cases  where 
the  common  duct  is  enlarged  to  explore  it 
wherever  possible.  As  bad  as  it  is  to  re- 
operate upon  them,  it  is  preferable  to  hav- 
ing a residual  pancreatitis,  cholangitis, 
hepatitis,  or  cirrhosis  of  the  liver,  giving 
rise  to  colic.  The  former  is  curable.  The 
latter  is  not. 

It  is  desirable  to  remove  the  gall  bladder 
wherever  it  is  surgically  feasible  because 
when  it  is  not  removed  and  patients  do  have 
secondary  operations,  they  are  five  times  as 
often  after  the  gall  bladder  has  simply  been 
drained  as  when  it  has  been  removed.  In 
most  of  them,  gallstones  have  formed.  The 
longer  the  patient  goes,  when  trouble  sets 
in,  with  a left-in  gall  bladder  the  more 
prone  the  patient  is  to  have  reformed  gall- 
stones. 
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THE  EARLY  MANAGEMENT  OF  TRAUMATIC  INJURIES,  WITH 
SPECIAL  REFERENCE  TO  HIGHWAY  ACCIDENTS* 


Battle  Malone  II,  M.D.,  Memphis 


THE  ever-increasing  number  of  auto- 
mobile accidents,  with  the  resulting 
injuries,  has  brought  to  our  attention 
the  importance  of  this  subject.  We  are 
amazed  when  we  see  statistics  on  the  deaths 
and  injuries  caused  by  automobiles.  In  the 
World  War  the  number  of  Americans  killed 
was  50,510.  In  an  eighteen-month  period 
ending  December  31,  1931,  53,650  were 
killed  by  automobiles.  The  annual  economic 
loss  from  automobile  accidents  is  $2,500,- 
000,000,  more  than  the  entire  annual  cost  of 
public-school  education.  Statistics  of  this 
nature,  however,  do  not  get  us  into  the  sub- 
ject at  hand;  and  since  our  time  is  limited, 
we  will  discuss  only  the  commoner  trau- 
matic injuries  which  are  so  often  seen. 

First,  let  us  consider  the  treatment  of 
traumatic  wounds  in  general.  Every  wound 
not  made  with  surgical  intent  is  a poten- 
tially infected  wound  when  the  physician 
first  sees  it.  The  chief  objects  should  be  to 
stop  hemorrhage,  prevent  infection,  and  ob- 
tain the  smallest  possible  amount  of  visible 
scar. 

Since  the  advent  of  nonshatterable  glass, 
cleanly  incised  wounds  have  become  less 
frequent.  Usually  there  is  a varying  de- 
gree of  contusion  present  also,  which  re- 
quires a debridement  removing  all  non- 
viable  tissue.  The  usual  procedure  in  the 
treatment  of  such  a wound  is,  first,  to  con- 
trol hemorrhage  with  hemostats  placed  on 
the  bleeding  vessels  or  by  the  use  of  a tour- 
niquet when  necessary  in  wounds  of  the 
extremities.  A piece  of  sterile  gauze  is 
placed  over  the  wound,  and  an  area  an  inch 
or  more  wide  around  it  is  thoroughly 
cleansed  with  soap  and  water,  using  ben- 
zine when  necessary  to  remove  grease.  This 
region  is  then  painted  with  a suitable  anti- 
septic. The  choice  of  an  antiseptic  is  of 
little  importance,  since  the  mechanical 
cleansing,  if  properly  done,  produces  a com- 
paratively aseptic  field  around  the  wound. 


*Read  before  the  Five-County  Medical  Society, 
Hohenwald,  July  27,  1937. 


Next,  this  region  is  anesthetized,  using 
one  per  cent  novocain,  injected  with  a 
small,  sharp  needle.  Some  degree  of  anes- 
thesia may  be  obtained  in  the  wound  itself 
by  placing  in  it  a piece  of  gauze  saturated 
with  the  novocain  solution.  When  the  de- 
sired anesthesia  is  obtained,  the  wound  is 
thoroughly  examined,  and  all  dirt  and  for- 
eign material  are  removed  along  with  all 
nonviable  tissue.  Closure  without  removal 
of  all  devitalized  tissue  only  delays  healing 
and  invites  infection.  This  is  particularly 
important  when  there  is  a deep  lacerated 
and  contused  wound  in  which  there  is  in- 
jury to  the  muscle.  All  muscle  that  appears 
discolored,  fails  to  bleed,  or  has  lost  its 
power  of  contractility  must  be  removed, 
leaving  only  healthy,  viable  muscle.  It  is 
in  this  type  of  wound  in  which  we  see  the 
dreaded  complication,  gas  gangrene,  and 
the  best  insurance  against  this  complication 
is  a thorough  debridement.  If  there  is  a 
great  deal  of  tissue  destruction  and  the 
wound  is  deep,  it  is  often  wiser  to  place 
Dakin  tubes  in  the  wound  and  leave  it  open, 
irrigating  the  tubes  with  Dakin’s  solution 
for  forty-eight  to  seventy-two  hours. 

This  brings  up  the  question  of  drainage. 
In  comparatively  clean  wounds  where  there 
is  little  tissue  destruction,  drainage  is  usu- 
ally unnecessary  and  inadvisable,  particu- 
larly in  lacerations  of  the  face  where  the 
amount  of  scar  formation  is  of  great  im- 
portance. These  should  be  closed  with  in- 
terrupted fine  silk  sutures  or  horsehair,  ap- 
proximating the  skin  edge  with  greatest  of 
care.  In  the  deeper  wounds  where  it  has 
been  necessary  to  remove  tissue,  it  is  usu- 
ally best  to  insert  a strip  of  rubber  tissue  at 
one  end  of  the  wound  to  take  care  of  serum 
formation  and  to  provide  an  exit  for  pus, 
should  there  be  infection  present.  Inter- 
rupted silk  sutures  are  preferred  to  metal 
clips  in  practically  all  traumatic  wounds, 
because  the  skin  is  often  difficult  to  approxi- 
mate, and  sutures  will  hold  the  edges  more 
firmly  together. 

Elaborate  equipment  is  not  necessary  for 
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such  surgical  procedures.  Sterile  linen 
drapes  may  be  used  when  available,  but  a 
sterilized  five-yard  roll  of  gauze  which  may 
be  purchased  at  any  drugstore,  cut  in  the 
desired  lengths,  may  be  used  around  the 
wound  to  provide  a sterile  field.  A strip  of 
an  old  rubber  glove  sterilized  serves  as  an 
adequate  drain,  and  ordinary  silk  sewing 
thread  is  all  that  is  necessary  in  most  cases. 
A supply  of  one  per  cent  novocain  should 
always  be  kept  available. 

A.  T.  S.  should  be  given  in  all  cases  which 
have  come  in  contact  with  the  highway  or 
ground.  Time  does  not  permit  a discus- 
sion of  the  use  of  A.  T.  S.  mixed  with  gas 
bacillus  antitoxin,  but  we  have  seen  gas 
gangrene  frequently  develop  after  a prophy- 
lactic dose  of  the  serum. 

Dressings  should  not  be  changed  more 
frequently  than  is  necessary,  as  this  process 
serves  only  to  disturb  the  healing  process. 
When  a drain  is  left  in  the  wound,  this 
should  be  removed  at  the  end  of  twenty-four 
or  forty-eight  hours;  and  unless  there  is 
infection  present,  no  further  dressings 
should  be  required  until  the  removal  of 
stitches. 

Next,  let  us  consider  the  early  treatment 
of  fractures.  The  chief  object  in  the  treat- 
ment is  to  relieve  pain  and  shock  and  avoid 
added  displacement  and  trauma.  For  frac- 
tures of  the  extremities  a Thomas  splint 
is  best  for  temporary  use  or  for  transpor- 
tation. Reduction  should  be  made  before 
edema  and  swelling  occur,  and  the  traction 
afforded  by  the  Thomas  splint  will  prevent 
further  displacement  of  the  fracture  and 
the  added  trauma  brought  about  at  the  site 
of  fracture  when  the  patient  is  moved.  If 
such  a splint  is  not  available,  the  extremity 
may  be  placed  on  a well-padded  board  reach- 
ing from  the  foot  to  the  hip  joint  and  an- 
other padded  board  placed  at  the  outer  side 
extending  from  the  foot  to  the  axilla.  A 
third  board  may  be  applied  along  the  inner 
side  of  the  thigh  and  leg.  With  the  more 
severe  fractures,  there  are  varying  degrees 
of  shock  present.  When  the  injury  occurs 
in  a place  some  distance  from  a hospital, 
transportation  should  not  be  attempted  un- 
til the  primary  shock  has  been  overcome. 

Early  treatment  of  compound  fractures 
consists  of  splinting  the  limb  with  a Thomas 


splint  if  available,  the  application  of  ster- 
ile gauze  dressings  to  the  wound,  and  the 
usual  treatment  for  shock.  If  there  is  ex- 
cessive bleeding,  a tourniquet  is  placed 
above  the  wound.  The  patient  is  then  trans- 
ported to  the  hospital,  where  a debridement 
is  done  and  reduction  and  immobilization 
carried  out  with  skeletal  traction  or  the 
application  of  a cast. 

Injuries  to  the  Spine. — Any  patient  with 
an  injury  to  the  spine  should,  if  possible,  be 
examined  at  the  site  of  the  accident  before 
he  is  moved  to  see  if  there  is  injury  to  the 
spinal  cord.  Extreme  care  should  be  exer- 
cised in  moving  such  a patient,  and  he 
should  be  placed  on  his  abdomen  with  a 
pillow  under  his  chest  to  keep  the  spine  in 
extension,  since  flexion  might  produce  an 
injury  to  the  cord  if  one  is  not  already  pres- 
ent. After  arriving  at  the  hospital,  shock, 
if  present,  should  be  treated  before  X-ray 
pictures  are  made. 

Cases  of  fractured  pelvis  should  be  trans- 
ported with  great  care.  A frequent  com- 
plication of  this  injury  is  a torn  urethra  or 
ruptured  bladder.  A soft  rubber  catheter 
should  be  passed  into  the  bladder  if  possi- 
ble and  allowed  to  remain  there  if  blood  is 
found  in  the  urine,  since  this  indicates  an 
injury  to  the  bladder  or  urethra. 

One  of  the  most  frequent  injuries  seen 
today  in  highway  accidents  is  the  head  in- 
jury. The  presence  or  absence  of  a skull 
fracture  is  relatively  unimportant  as  com- 
pared with  the  cerebral  injury.  The  type 
of  injury  may  vary  with  the  type  of  force 
producing  it — i.e.,  a force  of  great  mass 
and  moderate  velocity  may  produce  general- 
ized scattered  areas  of  contusion;  while  a 
force  of  small  mass  and  great  velocity,  such 
as  a golf  ball,  may  produce  a circumscribed 
depressed  fracture  with  a single  underlying 
area  of  contusion.  The  symptoms  produced 
by  any  head  injury  vary  with  the  effect 
produced  on  the  brain.  Where  there  is  suf- 
ficient force  to  jar  the  brain,  producing  a 
short  period  of  unconsciousness  with  spon- 
taneous recovery,  the  condition  is  desig- 
nated by  the  term  concussion.  Here  there 
is  no  microscopic  or  gross  evidence  of 
changes  in  the  brain.  The  unconsciousness 
is  thought  to  be  due  to  a molecular  disturb- 
ance in  the  cells.  As  a result  of  a harder 
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blow,  there  may  be  a contusion  of  the  brain, 
and  the  period  of  unconsciousness  is  more 
prolonged;  abnormal  reflexes  are  common, 
and  there  may  be  disorientation  and  mild 
confusion.  The  intracranial  pressure  is  el- 
evated, and  cerebral  edema  is  present.  A 
period  of  surgical  shock  is  often  present 
immediately  following  the  injury. 

In  the  more  severe  injuries  there  is  a 
laceration  of  the  brain,  resulting  in  deep 
coma  with  general  muscular  flaccidity  in- 
cluding the  sphincters.  The  respiration  is 
irregular,  pulse  slow,  blood  pressure  ele- 
vated, due  to  a stimulation  of  the  medullary 
centers,  and  the  cerebrospinal  fluid  at  first 
is  red  with  blood,  changing  later  to  a yel- 
lowish color. 

In  minor  head  injuries  dehydration  and 
rest  comprise  the  necessary  treatment. 
Where  there  is  a laceration  of  the  scalp 
with  no  skull  fracture,  thorough  mechanical 
cleansing,  after  clipping  the  hair,  should  be 
carried  out,  followed  by  debridement  and 
closure  of  the  wound  with  interrupted  silk 
sutures  usually  without  drainage.  If  a de- 
pressed fracture  is  found  on  examination, 
a sterile  gauze  compress  should  be  applied 
and  the  patient  carried  to  an  institution 
where  the  necessary  equipment  can  be  had 
to  treat  the  condition. 

There  is  some  dispute  among  authorities 
in  regard  to  the  treatment  of  the  more  se- 
vere brain  injuries  not  associated  with  a 
depressed  fracture.  All  agree,  however, 
that  X-ray  pictures  and  extensive  neurolog- 
ical examinations  should  not  be  made  until 
the  patient  has  recovered  from  the  primary 
shock,  which  is  treated  by  rest,  external 
heat,  and  the  use  of  coramine  or  metrazol. 
The  use  of  fifty  per  cent  glucose  intrave- 
nously, according  to  some  authorities,  should 
be  withheld  until  the  primary  shock  has 
been  overcome,  but  it  is  our  belief  that  this 
is  an  aid  in  overcoming  the  shock,  and  it 
certainly  reduces  the  brain  volume  through 
dehydration.  This  may  be  repeated  every 
six  hours  if  necessary.  One  ounce  of  mag- 
nesium sulphate  by  mouth  or  two  to  four 
ounces  by  rectum  further  aid  in  the  dehy- 
dration. The  use  of  lumbar  puncture  has 
caused  a considerable  amount  of  dispute  in 
the  treatment  of  head  injuries.  It  certainly 
should  not  be  done  while  the  patient  is  in 
primary  shock.  Sachs  considers  it  a dan- 


gerous and  unnecessary  procedure,  while 
Munro,  of  Boston,  uses  it  freely  and  re- 
peatedly and  believes  it  is  the  most  effective 
method  of  reducing  his  mortality  figure  in 
head  injuries.  Restlessness  should  be  con- 
trolled by  the  use  of  chloral  hydrate  and 
bromides  given  by  rectum  or  sodium  lumi- 
nal hypodermically.  Morphine  should  never 
be  given  to  cases  of  head  injury,  since  it 
depresses  the  respiration. 

Hemorrhage  from  a ruptured  middle 
meningeal  artery  of  course  requires  early 
operation  in  competent  hands.  This  condi- 
tion manifests  itself  some  time  following 
an  injury  and  begins  as  a unilateral  facial 
paralysis  progressively  involving  that  side 
of  the  body. 

Summary 

1.  The  treatment  of  traumatic  wounds 
should  be  carried  out  with  the  purpose  of 
checking  hemorrhage,  preventing  infection, 
and  obtaining  a minimal  scar  formation. 
Mechanical  cleansing  and  debridement  are 
the  two  most  important  procedures.  Elabo- 
rate equipment  is  unnecessary. 

2.  The  early  treatment  of  all  fractures 
should  be  directed  toward  minimizing  shock 
and  preventing  further  displacement  by  the 
proper  use  of  splints.  Cases  of  fractured 
spine  should  never  be  placed  in  a flexed 
position. 

3.  Injuries  to  the  head  are  best  treated 
by  dehydration  and  judiciously  used  lumbar 
punctures.  Morphine  should  never  be 
given.  Progressive  hemorrhage  following 
trauma  requires  surgical  interference. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


Concerning  the  Licensing  of  Physicians 
Who  Are  Not  Citizens  of  the 
United  States 

The  following  appeared  in  a special  bul- 
letin issued  by  the  Legislative  Bureau  of 
the  Medical  Society  of  the  State  of  New 
York  under  date  of  February  20,  1939. 

We  believe  this  information  is  of  great 
interest  to  our  readers. 

SPECIAL  BULLETIN 

In  Bulletin  No.  5 of  February  13  we  an- 
nounced that  there  had  been  introduced  in 
the  assembly  a bill,  Int.  801,  by  Mr.  L.  A. 
Lawrence,  requiring  full  citizenship  of  ap- 
plicants for  licensure  to  practice  medicine, 
dentistry,  pharmacy,  engineering,  as  an  ar- 
chitect, certified  public  accountant,  and  pub- 
lic shorthand  reporter. 

Our  particular  interest  in  this  lies  in  the 
first  section,  which  will  require  full  citi- 
zenship of  those  who  apply  for  licensure  to 
practice  medicine.  The  bill  also  requires 
that  those  who  have  taken  out  their  first 


papers  must  complete  them  within  seven 
years  or  have  their  licenses  rescinded. 

The  need  for  legislation  of  this  character 
as  a protection  for  the  young  people  of  our 
state  who  desire  to  enter  medicine  is  ap- 
parent from  the  following  figures : In  1938, 
419  graduates  of  our  nine  medical  schools 
were  licensed  to  practice  in  this  state.  In 
that  same  year,  431  were  licensed  to  prac- 
tice who  were  graduates  of  schools  in  other 
states,  and  556  who  were  graduates  of  for- 
eign schools.  In  other  words,  more  than 
twice  as  many  graduates  of  schools*  outside 
of  the  state  were  licensed  to  practice  in  this 
state  as  were  licensed  from  our  own  medi- 
cal schools.  This  unfavorable  situation  has 
been  developing  for  a number  of  years,  but 
what  makes  it  of  immediate  importance  is 
that  it  is  growing  worse  with  no  immediate 
relief  apparent.  The  Department  of  Edu- 
cation informs  us  that  the  number  of  appli- 
cants for  the  next  examination  surpasses 
any  of  the  previous  examinations. 

A statement  of  the  persons  licensed  in  the 
years  1930  to  1938,  inclusive,  follows: 


Year 

Graduates 

Graduates 

Graduates 

Ending 

of  New  York 

of  Schools  in 

of  Foreign 

June  30 

Schools 

Other  States 

Schools 

1930  . 

. _ 519 

370 

250 

1931  . 

596 

371 

172 

1932  . 

411 

342 

168 

1933  . 

424 

337 

156 

1934  . 

483 

370 

233 

1935  _ 

. _ 532 

364 

323 

1936  . 

476 

326 

408 

1937  . 

489 

339 

641 

1938  . 

419 

431 

556 

Total 

— 4349 

3250 

2907 

Many 

other  states 

have  laws 

on  their 

statute  books  or  regulations  which  require 
full  citizenship  already.  As  a matter  of 
fact,  only  four  other  states  are  as  liberal  as 
New  York.  Ten  states  require  absolute  cit- 
izenship before  licenses  will  be  granted. 
The  other  thirty-three  states  require  for- 
eign applicants  to  take  some  special  prep- 
aration, as,  for  instance,  additional  educa- 
tion or  one  year  internship,  etc.,  before  they 
are  admitted  to  examinations. 

According  to  information  compiled  by 
the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association 
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in  1933,  only  five  European  countries  would 
accept  American  licenses  for  endorsement 
without  examination.  Ten  other  countries 
would  recognize  titles  and  licenses  secured 
in  America  provided  the  applicant  took  cer- 
tain examinations.  In  four  of  these  coun- 
tries it  would  be  necessary  for  him  to  repeat 
a part  or  all  of  his  medical  course  and  take 
the  regular  University  examinations.  In 
nine  others  absolute  citizenship  was  re- 
quired before  examination  for  licensure 
could  be  taken ; and  in  the  country,  namely, 
Poland,  “physicians  of  foreign  nationality, 
even  though  holding  Polish  diplomas,  are 
not  allowed  to  practice  medicine  in  Poland.” 
A recent  study  of  the  number  and  distri- 
bution of  physicians  in  New  York  State 
shows  that  there  is  a very  high  concentra- 
tion of  physicians  in  this  state  already ; and 
with  our  nine  medical  schools  filled  with 
students,  there  would  seem  to  be  no  reason 
why  the  state  should  encourage  graduates 
of  institutions  in  other  states  and  countries 
to  locate  and  practice  here.  Our  special 
concern  should  be  to  provide  suitable  con- 
ditions for  our  recent  graduates  to  enter 
the  profession. 

We  hope  this  bill  will  be  enacted  into  law. 
James  H.  Borrell, 

B.  Wallace  Hamilton, 
John  L.  Bauer, 

Committee  on  Legislation. 


The  Wagner  Bill 

Senate  Bill  1620  was  introduced  by  Sen- 
ator Wagner,  of  New  York,  on  February 
28,  1939.  It  is  referred  to  as  the  “National 
Health  Act  of  1939.”  In  reality,  this  bill 
is  an  amendment  to  the  Social  Security  Act. 
Its  caption  reads  as  follows:  “To  provide 
for  the  general  welfare  by  enabling  the  sev- 
eral states  to  make  more  adequate  provision 
for  public  health,  prevention,  and  control 
of  disease,  maternal  and  child  health  serv- 
ices, construction  and  maintenance  of 
needed  hospitals  and  health  centers,  care  of 
the  sick,  disability  insurance,  and  training 
of  personnel;  to  amend  the  Social  Security 
Act;  and  for  other  purposes.” 

This  bill  covers  more  than  forty-seven 
pages  of  printed  matter. 

It  is  obviously  impossible  to  make  a com- 


plete analysis  of  its  provisions  in  a brief 
editorial. 

Part  I of  the  bill  relates  to  Maternal  and 
Child  Health  Services. 

An  appropriation  of  $8,000,000  is  made 
for  the  fiscal  year  ending  June  30,  1940; 
$20,000,000  for  the  fiscal  year  ending  June 
30,  1941 ; $35,000,000  for  the  fiscal  year 
ending  June  30,  1942. 

The  following  significant  paragraph  oc- 
curs under  Section  501 : “The  sums  author- 
ized under  this  section  shall  be  used  for 
making  payments  to  states  which  have  sub- 
mitted, and  had  approved  by  the  chief 
of  the  Children’s  Bureau,  state  plans  for  ex- 
tending and  improving  such  services.” 

The  following  is  another  significant  para- 
graph: “The  amounts  of  the  allotments  to 
the  states  shall  be  determined  in  accordance 
with  rules  and  regulations  prescribed  by 
the  chief  of  the  Children’s  Bureau  with  the 
approval  of  the  Secretary  of  Labor.” 

The  following  statement  also  occurs  in 
Section  505 : “Whenever  the  chief  of  the 
Children’s  Bureau  finds,  after  reasonable 
notice  and  opportunity  for  hearing  to  the 
state  agency  administering  or  supervising 
the  administration  of  a plan  approved  un- 
der Part  I of  this  title,  that  in  the  adminis- 
tration of  such  plan  there  is  failure  to  com- 
ply substantially  with  any  requirement  of 
subsection  503  (a),  he  shall  notify  such 
state  agency  that  further  payments  will  not 
be  made  to  the  state  until  he  is  satisfied 
that  there  is  no  longer  any  such  failure  to 
comply.  Until  he  is  so  satisfied  he  shall 
make  no  further  certification  to  the  Secre- 
tary of  the  Treasury  with  respect  to  such 
state.” 

Another  significant  paragraph  under  Sec- 
tion 507 : “The  chief  of  the  Children’s  Bu- 
reau, with  the  approval  of  the  Secretary  of 
Labor,  shall  make  and  publish  such  rules 
and  regulations  not  inconsistent  with  this 
part  of  this  title  as  may  be  necessary  to 
the  efficient  administration  of  this  part  of 
this  title.” 

Part  2 relates  to  Medical  Services  for 
Children  and  Services  for  Crippled  and 
Other  Physically  Handicapped  Children. 

The  sum  of  $13,000,000  is  appropriated 
for  the  fiscal  year  ending  June  30,  1940,  and 
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increased  to  $35,000,000  for  the  fiscal  year 
ending  June  30,  1942. 

These  allotments  to  states  are  governed 
by  the  Children’s  Bureau  under  the  same 
powers  as  are  conferred  by  paragraphs  pre- 
viously quoted. 

Title  VI  relates  to  Public  Health  Work 
and  Investigations.  Under  this  title  the 
sum  of  $15,000,000  is  appropriated  for  the 
fiscal  year  ending  June  30,  1940.  It  is  in- 
creased to  $60,000,000  for  the  fiscal  year 
ending  June  30,  1942. 

The  following  paragraph  is  significant: 
“Section  602  (a) — The  surgeon  general  of 
the  Public  Health  Service  shall  allot  to  the 
states  prior  to  the  beginning  of  each  fiscal 
year,  and  at  such  time  or  times  thereafter 
as  may  be  necessary,  the  sums  appropriated 
pursuant  to  Section  601  for  such  year,  and 
the  sums  available  for  allotment  under  sub- 
section (b)  of  this  section.  The  amounts 
of  the  allotments  to  the  states  shall  be  de- 
termined in  accordance  with  rules  and  reg- 
ulations prescribed  by  the  surgeon  general 
of  the  Public  Health  Service  with  the  ap- 
proval of  the  Secretary  of  the  Treasury.” 
Title  XII  relates  to  Grants  to  States  for 
Hospitals  and  Health  Centers. 

The  sum  of  $8,000,000  is  appropriated  for 
the  fiscal  year  ending  June  30,  1940.  It 
is  increased  to  $50,000,000  for  the  fiscal 
year  ending  June  30,  1941. 

The  following  paragraph  is  significant: 
“The  sums  authorized  under  this  section 
shall  be  used  for  making  payments  to  states 
which  have  submitted,  and  had  approved  by 
the  surgeon  general  of  the  Public  Health 
Service,  state  plans  for  constructing  and 
improving  needed  hospitals.” 

Title  XIII  concerns  Grants  to  States  for 
Medical  Care.  All  the  administration  of 
this  portion  of  the  act  is  placed  under  the 
Social  Security  Board.  It  authorizes  an 
appropriation  of  $35,000,000  for  the  fiscal 
year  ending  June  30,  1940.  The  following 
paragraph  is  significant: 

“The  sums  authorized  under  this  section 
shall  be  used  for  making  payments  to  states 
which  have  submitted,  and  had  approved  by 
the  Social  Security  Board  (hereinafter 
called  the  ‘Board’),  state  plans  for  extend- 
ing and  improving  medical  care.” 


The  quotations  above  cited  indicate  some- 
thing of  the  powers  vested  in  federal  agen- 
cies situated  in  Washington. 

If  there  ever  was  any  doubt  in  the  minds 
of  any  one  as  to  the  desire  on  the  part  of  a 
number  of  agents  in  Washington  for  almost 
limitless  powers  over  states  and  individu- 
als, the  provisions  of  this  act  should  be  suffi- 
cient to  remove  the  doubt. 

Those  who  desire  to  establish  communism 
in  America,  of  course,  can  boldly  propose  a 
bill  providing  for  just  that  end.  Another 
way  would  be  to  establish  a political  organi- 
zation under  the  complete  domination  of 
some  central  agency  or  agencies  and  then 
accomplish  the  communization  by  degrees. 

It  is  worth  remembering  that  a famous 
Russian  leader  in  the  communistic  move- 
ment in  Russia  suggested  that  communism 
be  established  in  the  United  States  by  de- 
grees. 

It  is  necessary  to  look  at  this  legislation 
from  another  point  of  view.  This  is  in  re- 
gard to  the  possible  pressure  which  might 
be  exerted  on  state  legislatures  to  adopt  a 
measure  prescribed  by  the  agency  in  Wash- 
ington. 

A bill  has  already  been  introduced  in  the 
New  York  legislature  by  Mr.  Aaron  Gold- 
stein which  in  effect  provides  for  the  estab- 
lishment of  a communistic  form  of  medical 
practice  in  the  state  of  New  York. 

It  has  also  been  suggested  that  the  state 
of  New  York  would  appropriate  one  dollar 
for  each  two  dollars  obtained  from  the  fed- 
eral government.  By  such  means  the  state 
legislatures  and  the  citizens  are  persuaded 
to  believe  that  they  are  getting  something 
for  nothing. 


Acts  of  the  Legislature  of  Interest  to 
the  Medical  Profession 

Several  bills  were  introduced  in  the  last 
legislature  of  interest  to  the  medical  pro- 
fession— much  of  which  it  was  necessary  to 
oppose.  Some  of  it  was  sponsored  by  the 
medical  profession. 

One  of  the  acts  sponsored  by  the  med- 
ical profession  relates  to  the  administration 
of  funds  intended  for  medical  care. 

As  we  have  attempted  to  point  out  from 
time  to  time,  a public  health  function  is 
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one  thing  and  individual  health  function  is 
another  thing.  Medical  care  and  public 
health  are  two  different  subjects. 

It  is  unfair  to  the  public  health  depart- 
ments to  expect  them  to  be  efficient  in  the 
administration  of  public  health  measures 
and  at  the  same  time  administer  funds  for 
medical  care. 

The  personnel  of  public  health  depart- 
ments are  supposed  to  be  specialists  in  their 
field.  In  our  opinion,  most  of  them  are  not 
anxious  to  have  charge  of  the  administra- 
tion of  money  designed  for  medical  care. 
Undoubtedly,  some  of  them  are  anxious  for 
such  power  because  of  the  tremendous 
amount  of  patronage  that  would  attach  to 
the  department. 

A bill  was  introduced  and  passed  provid- 
ing for  the  creation  of  a medical  care  di- 
vision under  the  State  Board  of  Health  and 
the  Commissioner  of  Health  for  the  admin- 
istration of  all  funds  designed  for  medical 
care. 

As  a result  of  this  act,  an  administrator 
who  is  acquainted  with  the  problems  of 
medical  care  may  be  appointed  by  the  gov- 
ernor. 

We  naturally  are  opposed  to  the  intro- 
duction of  a communistic  form  of  medical 
practice  introduced  in  the  United  States 
through  the  door  of  public  health  depart- 
ments. We  are  not  opposed  to  the  use  of 
tax  money  for  medical  care  when  admin- 
istered on  the  proper  basis. 


DEATHS 


Dr.  John  Frey  Binkley 
Dr.  John  Frey  Binkley,  West  Palm  Beach, 
Florida,  died  on  March  22.  Dr.  Binkley 
took  his  internship  in  St.  Thomas  Hospital, 
Nashville,  before  the  World  War,  and  was 
located  at  the  Protestant  Hospital  later. 
He  practiced  in  Nashville  for  sometime  and 
then  located  in  Florida. 


Dr.  Luther  Edwards 
Dr.  Luther  Edwards,  Finley;  Memphis 
Hospital  Medical  College,  1906 ; aged  fifty- 
nine;  died  March  31,  1939. 


RESOLUTIONS 


IN  MEMORIAM 
Dr.  Claude  P.  Fox 

The  medical  profession  of  Greene  Coun- 
ty and  the  members  of  the  Tennessee  Med- 
ical Association  deeply  deplore  the  death  of 
one  of  our  most  loyal  members,  Dr.  Claude 
Porterfield  Fox. 

This,  our  friend,  has  passed  beyond  our 
vision,  but  he  will  continue  to  live  in  our 
memory. 

“Time,  like  an  ever-rolling  stream, 

Bears  all  its  sons  away; 

They  fly  forgotten,  as  a dream 
Dies  at  the  opening  day. 

Our  God  our  help  in  ages  past, 

Our  hope  for  years  to  come, 

Be  thou  our  guard  while  life  shall  last, 
And  our  eternal  home.” 

Whereas,  this  society  has  lost  one  of  its 
best  friends,  whose  passing  is  deemed  a 
great  loss.  He  was  an  active  member  of 
this  society  from  the  date  of  its  charter. 
He  exemplified  a tenacity  of  purpose  that 
never  wavered.  He  was  ethical  and  fair  to 
the  medical  profession.  He  upheld  its  eth- 
ics and  obligations  of  memberships,  being 
an  accomplished  gentleman,  a scholar,  an 
able  physician,  a ready  consultant  and  an 
eminent  surgeon. 

Therefore  Be  It  Resolved,  That  while  in 
death  of  Dr.  Fox  his  family  has  sustained 
an  irreparable  loss,  being  loyal  and  true  to 
his  domestic  obligations,  yet  they  have  the 
happy  reflections  of  the  many  kind  deeds 
which  was  his  nature. 

Be  It  Further  Resolved,  That  these  reso- 
lutions be  entered  upon  the  minutes  of  the 
Greene  County  Medical  Society,  and  a copy 
be  sent  to  his  bereaved  family  with  the 
deepest  sympathy  from  this  society,  also  a 
copy  to  the  JOURNAL  OF  THE  TENNESSEE 
State  Medical  Association. 

Dr.  L.  E.  Dyer, 

Dr.  M.  A.  Blanton, 

Dr.  W.  T.  Mathes, 

Committee. 
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Be  It  Resolved,  That  the  Dyer,  Lake,  and 
Crockett  Counties  Medical  Society  in  reg- 
ular session  April  5,  1939,  deeply  regrets 
the  death  of  a charter  member,  Dr.  Luther 
Edwards,  Finley,  Tennessee,  on  March  31, 
1939,  of  a malignancy  at  the  age  of  fifty- 
nine. 

Be  It  Further  Resolved,  That  the  society 
extends  to  his  wife  and  other  family  con- 
nections our  sympathy  and  condolence;  and 

Be  It  Further  Resolved,  That  a copy  of 
this  resolution  be  sent  to  his  wife,  the  local 
press,  secretary  and  editor  of  The  Ten- 
nessee State  Medical  Association,  and 
spread  on  the  records  of  this  society. 

(Signed)  Dr.  J.  Paul  Baird, 

Dr.  W.  P.  Watson, 

Dr.  C.  L.  Denton. 


NEWS  NOTES  AND  COMMENTS 


Changes  of  Address 

Dr.  E.  H.  Magee,  Chattanooga  to  Union- 
ville,  Missouri. 

Dr.  John  B.  Nucholls,  Jackson,  to  563 
Capitol,  Atlanta,  Georgia. 

Dr.  J.  M.  Parris,  Jr.,  Covington,  to  5514 
Blackstone  Avenue,  Chicago.,  Illinois. 

Dr.  F.  L.  Votaw,  Kingsport,  to  Apartment 
104,  3520  Hanover  Avenue,  Richmond,  Vir- 
ginia. 

Dr.  B.  H.  Warren,  Nashville,  to  Gallatin. 


The  postgraduate  course  in  pediatrics  in 
the  centers  of  Bolivar,  Brownsville,  Jack- 
son,  Covington,  and  Selmer  is  receiving 
warm  praise  from  the  doctors  taking  the 
course  because  of  the  practical  points  in- 
cluded by  the  instructor,  Dr.  Thompson. 
One  of  these  writes,  “We  are  well  pleased 
with  him — he  is  doing  an  excellent  job  for 
the  general  practitioner  . . . please  under- 
stand that  I am  giving  you,  not  only  my 
reaction,  but  that  of  several  with  whom  I 
have  talked.” 

The  second  circuit  is  now  being  organized 
with  centers  proposed  for  Columbia,  Law- 
renceburg,  Fayetteville,  Pulaski,  and  Frank- 
lin. Each  center  will  be  visited  once  each 
week  for  ten  weeks  and  Dr.  Thompson  will 


present  didactic  material  supplemented  by 
lantern  slides,  motion  pictures,  and  clinical 
demonstrations.  An  enrollment  fee  of 
$10.00  covers  the  cost  of  the  course  and  at 
the  last  lecture  each  doctor  enrolled  will 
receive  a neatly  printed  and  bound  manual 
of  the  lectures  presented  without  cost. 


On  December  20,  1938,  Dr.  W.  L.  Wil- 
liamson was  appointed  professor  of  gyne- 
cology and  head  of  the  department  in  the 
University  of  Tennessee,  College  of  Medi- 
cine, at  Memphis  following  the  death  of  Dr. 
W.  T.  Black.  Dr.  Williamson  had  been  con- 
nected with  the  department  in  the  capacity 
of  associate  professor  for  some  years. 

He  has  been  quite  active  in  the  ranks  of 
organized  medicine  ever  since  he  began 
practice,  and  has  many  friends  not  only  in 
Memphis,  but  over  the  entire  state  as  well. 
He  served  six  years  as  trustee  of  the  State 
Association  and  in  1936  was  elected  presi- 
dent of  that  body.  No  president  has  been 
more  active  in  performing  the  duties  of  that 
office  than  Dr.  Williamson.  He  has  been  a 
guiding  hand  in  the  affairs  of  the  Memphis 
and  Shelby  County  Medical  Society  for 
years,  and  served  as  its  president  in  1934. 
His  tenure  of  office  was  marked  by  the  en- 
ergy, diligence,  and  application  to  all  mat- 
ters that  came  to  his  hands  so  characteristic 
of  the  man.  He  is  general  chairman  of  the 
Committee  on  Arrangements  for  entertain- 
ing the  Southern  Medical  Association  in 
Memphis  next  November. 

That  he  brings  this  same  assiduousness 
to  his  new  position  is  accepted  by  all  who 
know  him.  He  is  well  qualified  for  the  place 
in  every  way  as  one  competent  in  his  work, 
as  an  executive,  and  as  a teacher. 

We  congratulate  Dr.  Williamson  upon  the 
bestowal  of  this  deserved  honor  on  him,  and 
we  congratulate  the  university  upon  the 
wisdom  of  the  selection  they  have  made  in 
choosing  him  for  this  important  post. 


Dr.  Albert  Szent-Gyorgyi  Lectures  at 
Vanderbilt 

Dr.  Albert  Szent-Gyorgyi,  director  of  the 
Institute  for  Medical  Chemistry  and  pro- 
fessor of  medical  chemistry  at  the  Royal 
Hungarian  Franz  Joseph  University  at 


April,  1939 


WOMAN’S  AUXILIARY 


141 


Szeged,  Hungary,  and  winner  of  the  1937 
Nobel  prize  in  physiology  and  medicine,  is 
the  Abraham  Flexner  lecturer  at  the  Van- 
derbilt Medical  School  this  year,  having  ar- 
rived at  the  school  March  4 for  a two-month 
period. 

Dr.  Szent-Gyorgyi  has  visited  the  United 
States  twice,  first  about  1930  as  a guest  of 
the  Mayo  Clinic,  and  in  1935  he  returned  as 
a visiting  lecturer  at  Harvard  University 
Medical  School. 

He  has  been  an  active  contributor  to  sci- 
entific literature  for  about  twenty  years. 
In  his  earlier  studies  he  was  interested  in 
physicochemical  problems  in  biology,  such 
as  the  phenomena  of  agglutination,  catapho- 
resis,  and  the  effect  of  electrolytes  on  albu- 
min, and  such  biochemical  problems  as  the 
estimation  of  free  fatty  acids  in  blood. 

In  1932  he  was  able  to  identify  vitamin 
C,  the  antiscorbutic  acid  responsible  for  the 
elimination  and  prevention  of  the  condition 
known  as  “scurvy,”  by  the  use  of  hexuronic 
acid  (ascorbic  acid)  derived  from  adrenal 
cortex  and  from  cabbage.  In  1933  he  pre- 
pared large  quantities  of  ascorbic  acid  from 
paprika,  and  obtained  a crystalline  mono- 
acetone derivative.  He  has  also  been  inter- 
ested in  the  widespread  subclinical  vitamin 
C deficiency  in  man. 

Dr.  Szent-Gyorgyi  delivered  the  follow- 
ing lectures  during  March : “General  Prin- 
ciples of  Biological  Oxidation,”  “Respira- 
tion of  Muscle,”  “Fermentation  and  Some 
Problems  of  Intermediary  Metabolism,” 
“Vegetable  Respiration,”  and  “On  Vita- 
mins, Health,  and  Disease.”  During  April 
he  will  remain  at  the  Medical  School  as  vis- 
iting professor  of  biochemistry. 


The  Abraham  Flexner  Lectureship  was 
established  in  1927  by  the  brother  of  Abra- 
ham Flexner,  Bernard  Flexner,  who  wrote 
to  the  chancellor  in  establishing  the  endow- 
ment: “It  is  in  my  mind  to  set  aside  certain 
securities  for  the  medical  department  of 
Vanderbilt  University.  I would  like  these 
securities  to  be  held  in  trust  as  the  ‘Abra- 
ham Flexner  Lectureship/  the  accumulated 
income  to  be  used  at  intervals  of  two  years 
or  more  as  an  honorarium  to  be  given  to 
some  American  or  foreigner  highly  distin- 


guished in  the  field  of  the  medical  sciences, 
the  lecturer  to  be  in  residence  for  the  pur- 
pose of  contact  with  faculty  and  students 
during  a period  of  approximately  two 
months,  and  to  give  a series  of  lectures,  the 
number  and  character  of  which  shall  be  de- 
termined by  the  lecturer  himself  and  the 
university.” 


Drs.  John  W.  Ragsdale  and  Chester  D. 
Allen  announce  the  removal  of  their  offices 
from  327  Medical  Arts  Building  to  1019 
Madison  Avenue,  Memphis.  Practice  lim- 
ited to  urology  and  urological  surgery. 


Drs.  W.  A.  Bryan,  0.  N.  Bryan,  Hollis 
Johnson,  Chas.  C.  Trabue,  and  David  Stray- 
horn  announce  the  removal  of  their  offices 
from  the  Medical  Arts  Building  to  2122 
West  End  Avenue,  Nashville,  after  April  20. 


WOMAN’S  AUXILIARY 


President Mrs.  H.  E.  Christenberry 

Knoxville 

President-elect Mrs.  Matt  Murfree 

Murfreesboro 

Press  and  Publicity Mrs.  Frank  Fessey 

Nashville 

April  has  been  designated  as  “Cancer 
Control  Month.”  Mrs.  Rogers  N.  Herbert 
has  again  been  appointed  to  serve  as  State 
Commander  of  the  Woman’s  Field  Army. 
Let  us  all  put  our  shoulders  to  the  wheel 
and  make  this  the  best  year  since  this  grand 
movement  was  born.  It  is  a most  worth- 
while undertaking  and  merits  the  serious 
consideration  of  every  thinking  man  and 
woman. 

We  lament  the  recent  passing  of  Dr.  John 
Frey  Binkley.  Prior  to  his  removal  to  Flor- 
ida several  years  ago,  Dr.  Binkley  was  for 
twelve  years  outstanding  in  the  work  of  the 
Nashville  city  schools.  To  Mrs.  Binkley 
and  her  children  we  extend  our  deepest 
sympathy. 


Davidson  County 

The  monthly  meeting  of  the  Woman’s 
Auxiliary  to  the  Nashville  Academy  of 
Medicine  and  the  Davidson  County  Medical 
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Society  took  place  Friday,  March  31,  at 
the  home  of  Mrs.  W.  Frank  Fessey.  Asso- 
ciate hostesses  were  Mrs.  B.  F.  Byrd,  Mrs. 
W.  R.  Cate,  Mrs.  Fowler  Hollabaugh,  Mrs. 
Oscar  Nelson,  and  Mrs.  P.  G.  Morrissey. 
Preceding  luncheon  a delightful  musical 
program  was  enjoyed. 

The  business  session  was  presided  over 
by  the  president,  Mrs.  J.  Travenick,  Jr.  It 
was  voted  to  subscribe  to  the  Cancer  Con- 
trol Drive.  Also  delegates  and  alternates 
to  the  State  Convention  to  be  held  in  Jack- 
son  April  11  and  12  were  elected. 


Rutherford  County 

The  Woman’s  Auxiliary  to  Stones  River 
Academy  of  Medicine  held  its  regular 
monthly  meeting  Friday,  March  17,  at  the 
Woman’s  Club  with  Mrs.  J.  R.  Gott  as  host- 
ess. At  the  business  session,  presided  over 
by  the  president,  Mrs.  M.  B.  McCrary,  a 
nominating  committee  was  appointed  and 
reports  from  convention  committees  were 
heard.  It  was  voted  to  give  the  sum  of 
fifteen  dollars  to.  the  antituberculosis  work 
in  Rutherford  County  and  ten  dollars  to 
the  work  in  Cannon  County. 

Mrs.  Sanford,  as  program  chairman,  in- 
troduced Miss  Mary  Hall  as  the  speaker  of 
the  afternoon.  In  a talk  on  syphilis  Miss 
Hall  described  the  disease  as  “the  most  con- 
tagious, most  expensive,  and  most  common.” 
She  also  said  that  the  three  methods  of  com- 
batting it  was  to  “find,  treat,  and  teach.” 


Lincoln  County 

On  Wednesday,  March  1,  Mrs.  K.  P. 
Brown  was  hostess  to  the  Lincoln  County 
Medical  Auxiliary  at  the  home  of  Mrs.  J. 
M.  McWilliams.  Eleven  members  answered 
to  roll  call  and  plans  were  discussed  for 
the  ensuing  year. 

The  president,  Mrs.  R.  T.  Odum,  gave  a 
most  interesting  paper  on  the  subject,  “Will 
Medicine  Be  Socialized?”  which  is  very 
timely  and  led  to  thoughtful  discussions. 
The  hostess  served  delightful  afternoon  re- 
freshments and  the  club  adjourned  to  meet 
the  first  Wednesday  in  April  with  Mrs. 
Cannon. 
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Davidson  County: 

March  14 — “Intussusception  in  the  In- 
fant,” by  Dr.  P.  C.  Elliott.  “Intussuscep- 
tion in  the  Adult,”  by  Dr.  Cleo  Miller.  Dis- 
cussion by  Dr.  Thos.  G.  Pollard. 

March  21 — “Results  of  Experience  with 
Actinomycotic  Infections  in  the  University 
of  Michigan  Hospital  for  the  Past  Ten  Years 
with  Special  Bearing  on  Its  Etiology,”  by 
Dr.  Jeff  Davis.  Discussion  by  Dr.  C.  M. 
Hamilton. 

“Abdominal  Symptoms  Not  Due  to  Ab- 
dominal Disease,”  by  Dr.  W.  H.  Witt.  Dis- 
cussed by  Drs.  Richard  Barr  and  John  You- 
mans. 

March  28 — “Extrophy  of  the  Bladder,” 
by  Dr.  Henry  L.  Douglas.  Discussed  by 
Dr.  J.  C.  Pennington. 

“Results  of  Fever  Therapy  at  Vanderbilt 
Hospital,”  by  Dr.  Robert  Williams.  Dis- 
cussed by  Dr.  E.  M.  Regen. 

April  4 — “Future  of  American  Medicine,” 
by  Dr.  Morris  Fishbein,  editor  of  the  Jour- 
nal of  the  American  Medical  Association, 
Chicago,  Illinois. 


Dyer,  Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  in  regular  monthly 
session.  Scientific  program: 

“Fractures  of  the  Humerus  Including 
the  Shoulder  Joint,”  by  Dr.  E.  J.  Lips- 
comb, Memphis. 

“Precordial  Pain,”  by  Dr.  A.  F.  Cooper, 
Memphis. 

“The  Acute  Abdomen,”  by  Dr.  E.  G. 
Kelly,  Memphis. 

(Signed)  C.  L.  Denton,  Secy. 


Greene  County: 

The  annual  joint  meeting  of  the  Greene 
County  Medical  and  Greene  County  Dental 
Societies  was  held  at  the  Andrew  Johnson 
Clubhouse  Tuesday,  April  4. 

Dr.  I.  E.  Broyles  read  a paper  on  “The 
Value  of  a Tooth.” 

Dr.  C.  B.  Laughlin  read  a paper  on 
“Sound  Teeth.” 


April,  1939 


OTHER  MEDICAL  SOCIETIES 


143 


The  following  physicians  and  dentists 
were  present:  Drs.  W.  T.  Mathes,  H.  B. 
Anderson,  M.  A.  Blanton,  R.  S.  Cowles,  L. 

E.  Dyer,  R.  B.  Gibson,  H.  W.  Fox,  I.  E. 
Phillips,  C.  B.  Laughlin,  J.  C.  McGuffin,  G. 

F.  Mathes,  I.  E.  Broyles,  E.  I.  White,  Frank 

G.  Yost,  and  J.  C.  Self. 

I.  E.  Phillips,  Secretary, 
Greene  County  Medical  Society. 


Hamilton  County: 

March  16 — “Pruritus  Ani,”  by  Dr.  Gene 

H.  Kistler. 

March  23 — “Meniere’s  Disease,”  by  Dr. 
Douglas  Chamberlain.  Case  reports  by  Dr. 
D.  Isbell. 

March  30 — “Preanesthetic  Medication,” 
by  Dr.  H.  Ausherman. 

April  6 — “Stab  Wounds  of  the  Dia- 
phragm,” by  Dr.  J.  Alex  Steward. 

April  13 — No  meeting  on  account  of  the 
Tennessee  State  Medical  Association  meet- 
ing in  Jackson. 

Papers  scheduled  to  be  read : 

April  20— “Chronic  Ulcerative  Colitis,” 
by  Dr.  Tim  J.  Manson. 

April  27 — “Cancer  of  the  Breast,”  by  Dr. 
J.  A.  Reynolds. 

May  4 — “Pyloric  Stenosis,”  by  Dr.  H.  J. 
Starr. 

“Some  Don’ts  in  Medicine,”  by  Dr.  H.  P. 
Hewitt. 

May  11 — “Diagnosis  and  Treatment  of 
Asthma,”  by  Dr.  T.  C.  Crowell. 


Hardin,  Lawrence,  Lewis,  Perry,  and 

Wayne  Counties: 

The  Five-County  Medical  Society  met  in 
Linden  on  March  28.  The  following  papers 
were  read: 

“Menopause,”  by  Dr.  John  C.  Pearce, 
Jackson. 

“Bronchopneumonia,”  by  Dr.  W.  E.  Tur- 
ner, Lobelville. 

“Conservative  Treatment  of  Sinus  Dis- 
ease,” by  Dr.  Sam  T.  Parker,  Jackson. 

“Leukorrhea,”  by  Dr.  Glenn  D.  Batten, 
Jackson. 

The  next  meeting  will  be  held  in  Savan- 
nah on  April  25. 


Knox  County: 

March  14 — “Pneumothorax,”  by  Dr.  Ru- 
fus Smith.  Discussion  by  Drs.  Carmichael 
and  Acuff. 

March  21 — “The  Treatment  of  Relative 
Sterilization,”  by  Dr.  Harry  Jenkins.  Dis- 
cussed by  Drs.  Stone,  Mclllwaine,  and  Mc- 
Carter. 

March  28 — “Infections  of  the  Kidney,” 
by  Dr.  Tom  R.  Barry.  Discussion  by  Drs. 
Kyle  Copenhaver  and  Bruce  Powers. 


OTHER  MEDICAL  SOCIETIES 


The  Tennessee  Valley  Postgraduate  Med- 
ical Assembly  has  issued  its  fifth  annual  in- 
vitation to.  the  profession.  The  meeting 
will  be  held  in  Knoxville,  June  28,  29,  30. 
The  guest  speakers  include  the  leaders  in 
medicine  from  all  over  the  eastern  half  of 
the  United  States.  Full  programs  will  be 
mailed  at  a later  date.  Those  desiring  ad- 
vance information  on  the  meeting  should 
write  Dr.  Jesse  Hill,  Secretary,  Doctors 
Building,  Knoxville. 


The  first  American  Congress  on  Obstet- 
rics and  Gynecology  is  to  be  held  in  Cleve- 
land, Ohio,  September  11-15,  1939. 

Doctors,  nurses,  hospital  administrators, 
and  public  health  workers  will  meet  and 
discuss  their  mutual  problems  and  correlate 
their  many  ideas. 

Already  more  than  1,400  advance  regis- 
trations have  been  received. 

Further  information  can  be  obtained 
from  the  headquarters  at  The  Annex,  650 
Rush  Street,  Chicago,  Dr.  Fred  L.  Adair 
general  chairman. 


The  International  Association  for  Pre- 
vention of  Blindness,  which  maintains  a 
secretariat  in  Paris,  will  hold  its  next  an- 
nual meeting  in  London  on  Wednesday, 
April  19,  1939. 

The  principal  topic  for  discussion  will  be 
“The  Application  of  the  Crede  Method  for 
Prevention  of  Blindness  in  Various  Coun- 
tries.” 

America  will  be  represented  by  Dr. 
Harry  S.  Gradle  of  Chicago,  vice-president 
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of  the  Illinois  Society  for  the  Prevention 
of  Blindness,  and  Dr.  Park  Lewis  of  Buf- 
falo, vice-president  of  both  the  International 
Association  and  the  American  National  So- 
ciety. 


The  sixty-third  annual  convention  of  the 
American  Association  on  Mental  Defect  will 
be  held  at  the  Palmer  House  in  Chicago, 
Illinois,  from  May  3 to  6,  inclusive. 


The  forty-fourth  annual  convention  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology  will  be  held  in  Chicago,  Oc- 
tober 8-13,  1939,  at  the  Palmer  House. 

Dr.  George  M.  Coats,  Philadelphia,  is 
president,  and  Dr.  Albert  Snell,  Rochester, 
New  York,  is  president-elect. 


The  Middle  Tennessee  Medical  Associa- 
tion will  hold  its  next  meeting  in  Colum- 
bia, May  25  and  26.  A good  program  is 
being  prepared  and  the  Columbia  profes- 
sion is  doing  its  part  to  make  the  meeting 
a success. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


The  Use  of  Helium  in  Anesthesia.  Eversole.  Journal 
of  American  Medical  Association,  March  19,  1938. 
The  basis  for  its  clinical  use  is  due  entirely  to 
its  low  specific  gravity  and  to  its  rapid  diffusion. 
When  mixed  with  oxygen  twenty-one  per  cent  it 
can  be  used  to  combat  certain  respiratory  difficul- 
ties encountered  during  anesthesia.  These  diffi- 
culties arise  from  stridor,  mechanical  obstruction, 
and  muscular  weakness  during  spinal  anesthesia. 

In  a series  of  cases  complicated  by  stridor  com- 
plete relief  was  obtained — 61.5  per  cent,  partial  in 
33.3  per  cent,  and  no  relief  in  5.1  per  cent.  In 
cases  of  both  stridor  and  obstruction  53.9  per  cent 
obtained  relief,  30.7  per  cent  partial,  and  15.4  per 
cent  none. 

In  five  cases  of  partial  respiratory  paralysis  dur- 
ing spinal  anesthesia  breathing  became  freer  with 
a mixture  of  helium  and  oxygen  than  could  be 
obtained  with  oxygen  alone.  Helium  is  also  valua- 
ble in  cyclopropane  anesthesia  to  increase  the  vol- 
ume of  inert  gases  to  prevent  massive  collapse  of 
lungs.  It  is  also  great  in  thyroidectomies  for  re- 


spiratory obstruction  during  the  operative  proce- 
dure and  postoperatively  until  a ti'acheotomy  can 
be  performed. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Chrysocyanosis : Cutaneous  Pigmentation  After  Injection 
of  Gold  Salts.  F.  Cardis  and  M.  Conte.  Ann.  de 
dermat.  et  syph,  7:  229  (March),  1936;  Archives  of 
Dermatology  and  Syphilology  (March,  1939). 

Cardis  and  Conte  consider  chrysocyanosis  a new 
disease  characterized  by  uniform  and  persistent 
pigmentation  on  the  exposed  surfaces  due  to  the 
deposition  of  gold  in  the  skin.  The  series  they 
studied  consisted  of  thirty-four  patients  under 
treatment  for  tuberculosis  with  injections  of  gold 
salts.  In  most  cases  the  pigmentation  appeared 
two  or  three  years  after  gold  therapy.  It  is  de- 
scribed as  beginning  usually  around  the  eyes  and 
on  the  lids,  spreading  later  over  the  forehead,  stop- 
ping at  the  hairline;  in  some  patients  it  involves 
the  forearms  and  the  backs  of  the  hands,  but  it 
is  usually  limited  to  the  face.  This  masklike  pig- 
mentation is  accompanied  by  no  symptoms,  being 
only  a cosmetic  defect.  It  may  be  confused  with 
argyria,  but  the  latter  condition  has  a distinct 
gray  tint  which  should  make  the  differentiation 
easy.  Histologic  study  shows  the  deposit  of  grains 
of  metallic  gold  in  the  skin,  blood  vessels,  and 
lymphatic  vessels.  There  is  no  known  treatment 
for  the  condition. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


The  Manchester  (Parametrial  Fixation)  Operation  for 
Cure  of  Prolapse  and  Cystocele.  M.  L.  Leventhal  and 
L.  D.  Boshes.  American  Journal  of  Obstetrics  and 
Gynecology,  March  1939,  Vol.  37,  p.  384. 

The  variety  of  operative  procedures  used  in  cur- 
ing uterine  prolapse  is  testimony  to  the  fact  that 
for  many  years  no  one  method  applicable  to  the 
great  majority  of  cases  has  been  developed.  The 
choice  of  operation  has  usually  been  determined 
by  the  age,  parity,  and  social  status  of  the  patient. 
Vaginal,  abdominal,  or  a combination  of  the  two 
methods  of  surgical  approach  have  been  utilized 
with  varying  degrees  of  success. 

In  recent  years  the  staff  at  the  Michael  Reese 
Hospital  has  utilized  the  Manchester  operation  as 
the  procedure  offering  the  best  results  in  the  great- 
est number  of  cases.  Between  December  15,  1935, 
and  January  1,  1938,  there  were  fifty-one  Manches- 
ter operations  performed  at  the  Michael  Reese 
Hospital  by  seven  operators.  The  chief  primary 
indication  for  the  performance  of  the  Manchester 
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operation  was  prolapse  of  the  uterus.  In  the  series 
of  fifty-one  patients  the  primary  indication  for  per- 
forming the  Manchester  operation  was  uterine  pro- 
lapse in  approximately  four-fifths  of  the  cases 
(forty-one  or  80.4  per  cent). 

A modification  of  the  original  Manchester  tech- 
nique is  described.  The  operation  does  not  pre- 
clude future  pregnancy  and  labor.  The  morbidity 
was  low  and  was  usually  confined  to  urinary  tract 
infection.  There  was  no  mortality. 

A cure  of  97.9  per  cent  in  prolapse  by  use  of 
this  operation  definitely  establishes  its  superiority 
over  other  methods  of  operative  treatment.  The 
technique  is  readily  acquired  and  is  both  anatomi- 
cally and  physiologically  sound. 

The  Manchester  operation  is  the  best  method  of 
treatment  for  prolapse  and  cystocele  in  the  large 
majority  of  patients,  young  or  old. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Ocular  Manifestations  of  Malignant  Endocarditis.  P. 

Bonnet  and  G.  Bonamour.  Archives  of  Ophthalmol- 
ogy, March,  1939. 

Bonnet  and  Bonamour  state  that  malignant  en- 
docarditis of  slow  evolution,  appearing  as  a pre- 
liminary septicemia  grafted  on  old  valvular  lesions, 
can  manifest  itself  in  exceptional  cases  by  a sud- 
den dramatic  visual  disturbance,  a unilateral 
amaurosis  caused  by  embolism  of  the  central  artery 
of  the  retina.  During  the  evolution  of  malignant 
endocarditis,  when  attention  is  not  called  to  the 
eye  by  any  functional  trouble  the  systematic  exam- 
ination of  the  fundus  reveals  in  forty  per  cent  of 
the  cases  retinal  changes  which  are  of  great  value 
in  the  diagnosis  of  the  disease.  The  retinitis  of 
Roth — clearly  outlined  hemorrhages,  roundish  or 
oval  and  of  navicular  form,  with  white  centers  and 
white  spots  without  hemorrhage — seemingly  rep- 
resents the  most  characteristic  change  in  the 
chronic  form  of  malignant  endocarditis  of  slow 
evolution.  These  hemorrhages  appear  rapidly  in 
several  hours,  becoming  obliterated  and  reappear- 
ing in  other  places.  They  are  probably  the  foci 
of  necrosis  limited  to  the  retina  at  the  level  of  the 
microbic  colonies  disseminated  by  the  blood  stream 
in  the  layer  of  the  nerve  fibers.  More  massive 
hemorrhages  with  white  central  foci  may  also  be 
observed  in  front  of  the  vessels  in  a diffuse  edema- 
tous process  of  the  retina.  It  is  not  exceptional 
to  observe  forms  which  by  their  association  with 
the  changes  in  the  uveal  tract  and  their  inflam- 
matory character  permit  septic  retinitis  to  be  con- 
sidered as  an  atenuated  form  of  metastatic  oph- 
thalmia. 

The  observation  of  retinal  changes  remains,  al- 
though less  than  was  formerly  asserted  by  Litten, 


a sign  of  an  unfavorable  prognosis,  quite  often 
the  indication  of  an  early  fatal  outcome. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Differential  Diagnosis  of  Nonrheumatic  "Growing 

Pains”  and  Subacute  Rheumatic  Fever.  M.  J.  Shapiro, 

M.D.,  Minneapolis,  Minnesota.  The  Journal  of  Pe- 
diatrics, 14:  315  (March),  1939. 

In  the  literature  there  is  a diversity  of  opinion 
as  to  the  relation  of  so-called  growing  pains  in 
children  and  rheumatic  infection.  Some  would  in- 
fer that  in  all  cases  this  is  a symptom  of  rheuma- 
tism, while  others  agree  with  the  belief  of  the 
author  that  certain  children  show  • this  symptom 
as  a result  of  rheumatic  infection,  while  others 
have  a similar  complaint  from  nonrheumatic  causes. 
After  considerable  study  of  the  histories  of  chil- 
dren with  this  symptom  attending  a heart  clinic 
and  others  who  over  a period  of  years  of  observa- 
tion have  this  symptom  and  no  other  manifestation 
of  rheumatic  infection,  the  author  believes  that 
in  a majority  of  cases  growing  pains  are  nonrheu- 
matic. 

From  a careful  history  some  cases  can  be  prop- 
erly classified  as  rheumatic  or  nonrheumatic,  while 
others  cannot  be  readly  classified  except  after  a 
period  of  observation.  From  his  observations  the 
author  has  developed  certain  differential  diagnostic 
points  that  have  been  useful  in  properly  diagnosing 
these  patients. 

Nonrheumatic  pains  appear  early  in  childhood 
and  may  continue  through  adolescence.  They  oc- 
cur at  the  end  of  the  day  and  especially  at  night, 
often  awakening  the  child  several  times;  pains  are 
usually  gone  in  the  morning  and  usually  do  not 
occur  in  the  day.  The  pain  is  most  commonly  in 
the  muscles  of  the  legs  and  thighs — rarely  in  the 
muscles  of  the  upper  extremities.  There  is  usually 
no  sign  of  rheumatism  elsewhere  and  no  family 
history  of  rheumatic  fever.  The  sedimentation 
rate,  leucocyte  count,  and  hemoglobin  are  normal. 

Subacute  rheumatic  fever  pains  appear  most 
commonly  between  six  and  seven  years  of  age, 
often  following  upper  respiratory  infections  or 
other  infectious  diseases.  The  pain  is  present  on 
first  getting  out  of  bed  in  the  morning,  during  the 
entire  day,  aggravated  by  motion,  may  cause  limp, 
and  patient  feels  better  when  warmed  in  bed.  The 
pain  is  in  the  joints  of  upper  and  lower  extremi- 
ties. There  is  a history  of  repeated  bouts  of  joint 
pains,  nosebleeds,  characteristic  skin  rash,  pallor, 
fever,  etc.  Joints  often  have  slight  increased  local 
heat  and  mild  swelling  that  may  be  overlooked  by 
parents.  There  is  commonly  a family  history  of 
rheumatic  fever.  The  sedimentation  rate  is  in- 
creased, there  is  a mild  increase  in  the  leucocyte 
count,  and  a moderately  decreased  hemoglobin. 
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ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


Lipoid  Pneumonia  in  Infants  and  Children.  Bromer, 

R.  S.,  and  Wolman,  I.  J.  Radiology,  Vol.  32,  No.  1, 

p.  1,  January,  1939. 

Lipoid  pneumonia,  which  follows  the  entrance 
of  oily  substances  into  the  lungs,  is  now  recognized 
as  a disease  entity. 

A brief  report  of  the  literature  is  given,  and 
twenty-seven  cases  are  reported.  Twenty-two  of 
these  cases  died  and  twenty  were  autopsied.  Al- 
though sixteen  had  had  roentgen  examination  of 
the  chest,  in  only  one  case  was  the  true  nature 
of  the  condition  recognized  before  death. 

All  but  four  of  the  cases  were  less  than  two 
years  of  age.  In  two-thirds  of  the  cases  in  this 
series,  the  pneumonia  was  associated  with  some 
kind  of  constitutional  debility,  such  as  rickets,  pre- 
maturity, congenital  syphilis,  microcephaly,  infan- 
tile scurvy,  mongolism,  spastic  diplegia,  amyotonia 
congenita,  intestinal  malformations,  and  congenital 
cardiac  defects.  This  fact  indicates  that  physical 
weakness  must  be  an  important  predisposing  factor 
as  an  etiology  factor. 

The  most  common  symptom  was  chronic  cough, 
but  it  was  present  in  only  six  of  the  cases.  Usual- 
ly, on  physical  examination,  the  chest  was  clear, 
but  in  a few  cases,  minor  signs  were  observed  over 
the  area  of  consolidation.  None  of  the  cases  had  a 
positive  tuberculin. 

The  X-ray  findings  in  this  series  varied  widely, 
but  by  a consideration  of  the  history  and  the  X-ray 
findings,  lipoid  pneumonia  should  be  suspected,  and 
the  cases  can  be  classified  into  mild,  moderate,  or 
severe. 

In  mild  cases  there  is  an  increase  in  the  degree 
of  density  and  in  the  extent  of  the  hilar  shadows. 
The  linear  markings  of  the  lung  fields  are  more 
exaggerated  than  normal.  There  may  be  scattered 
areas  of  increased  density  along  the  bronchi,  par- 
ticularly at  the  right  base,  both  because  the  oc- 
currence is  more  frequent  at  the  right  base,  and 
because  the  heart  obscures  the  changes  at  the  left 
base. 

In  cases  with  moderate  involvement  the  peri- 
hilar  shadows  are  more  marked.  The  involvement 
is  much  more  frequent  and  extensive  on  the  right 
side. 

In  severe  cases  the  perihilar  shadows  spread 
well  out  toward  the  periphery  of  the  lung,  although 
usually  a clear  zone  is  left  between  the  dense 
shadow  and  the  chest  wall.  A definite  lobar  pneu- 
monia shadow  is  not  seen  in  lipoid  pneumonia  un- 
less nonlipoid  pneumonia  is  present  simultaneously. 
Conclusions 

Pneumonia  due  to  the  aspiration  of  oily  sub- 
stances is  not  uncommon  and  can  be  considered  a 
clinical  and  pathologic  entity. 


Infants  with  physical  debility  and  neurologic 
disorders  seem  to  be  unusually  susceptible. 

The  roentgen  diagnosis  can  be  made  in  patients 
having  extensive  involvement.  It  is  based  upon 
location  of  lesions  in  the  perihilar  regions,  in  the 
posterior  portions  of  the  lungs,  and  to  a greater 
degree  in  the  right  lung  than  in  the  left.  In  the 
moderate  and  mild  cases,  serial  roentgenograms 
and  an  accurate  history  are  needed  before  a posi- 
tive diagnosis  can  be  attempted.  The  necessity  for 
serial  examinations  cannot  be  emphasized  too 
strongly. 

It  is  not  wise  to  employ  liquid  petrolatum,  etc., 
as  nose  drops  in  any  small,  weak,  or  debilitated 
child.  When  infants  are  inclined  to  vomit  oil  it 
is  important  that  they  be  placed  on  the  side  or 
abdomen  rather  than  upon  the  back.  Cod-liver  oil 
or  liquid  petrolatum  should  never  be  forced. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


Regional  Enteritis.  Charles  G.  Mixter,  M.D.  Surgery, 

Gynecology,  and  Obstetrics,  February  15,  1939- 

In  the  past  six  years  much  has  been  written  on 
this  subject  which  was  stimulated  by  the  work  of 
Crohn,  Ginzburg,  and  Oppenheimer.  The  disease 
is  referred  to  as  one  of  youth,  fifty  per  cent  of  the 
author’s  cases  being  under  twenty-five  years  of 
age.  The  cause  remains  unknown,  although  many 
etiological  agents  have  been  suggested.  The  clin- 
ical features  of  regional  enteritis  are  those  of  a 
low-grade  inflammatory  lesion  of  the  intestinal 
tract,  often  of  months’  or  years’  duration.  The 
disease  is  progressive,  but  there  may  be  remissions. 

In  the  first  of  the  four  phases  of  this  condition, 
symptoms  are  pain  in  the  right  lower  quadrant, 
fever,  leucocytosis,  tenderness,  and  spasm,  which 
often  leads  to  a mistaken  diagnosis  of  appendicitis. 
The  next  step  in  the  progress  of  the  disease  is 
the  onset  of  symptoms  suggestive  of  ulcerative 
colitis.  Unlike  colitis  tenesmus  is  absent  and  no 
ulceration  is  seen  on  proctoscopic  examination. 
Anemia  is  present  and  perianal  abscesses  or  fistulas 
may  be  found.  There  is  a tendency  of  the  affected 
loop  to  agglutinate  to  the  surrounding  structures. 
There  is  marked  thickening  of  the  bowel  wall 
largely  due  to  edema.  The  third  stage  is  that  of 
chronic  partial  obstruction.  A mass  is  almost  al- 
ways palpable  and  there  is  severe  colicky  pain. 
The  diseased  gut  is  rigid  and  hoselike.  The  fourth 
stage  is  characterized  by  fistulas,  perforations,  and 
abscesses.  There  may  be  communications  between 
the  diseased  loop  of  bowel  and  the  cecum  or  as- 
cending colon. 

In  the  early  stages  roentgenologic  examination 
shows  only  hypermotility.  Later  filling  defects  and 
areas  of  partial  obstruction  can  be  demonstrated. 
A prolonged  history  of  abdominal  colic,  irregular 
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bowel  habit,  weight  loss,  slight  fever,  and  leucocy- 
tosis  is  suggestive  of  this  disease.  Sufficient  time 
has  not  elapsed  for  the  adoption  of  a fixed  method 
of  treatment.  Surgical  procedures  are  considered 
indicated  in  regional  enteritis  in  all  stages  except 
the  first.  Here  surgical  intervention  is  considered 
unwise  and  conservative  measures  should  be  car- 
ried out,  consisting  of  a strict  medical  regimen 
with  sufficient  rest  and  a bland  diet.  Three  to  six 
months  is  an  adequate  trial  and  if  then  the  pa- 
tient’s condition  continues  to  deteriorate,  a sur- 
gical approach  should  be  considered.  Surgical  in- 
tervention should  be  employed  before  obstruction 
or  fistula  formation  takes  place.  Indications  for 
radical  resection  are  marked  fibrotic  changes  in 
the  intestinal  wall  and  mesenteric  adenopathy.  A 
wide  excision  of  the  diseased  bowel  and  its  mesen- 
tery should  be  done,  preferably  using  a Mikulicz 
procedure.  Short-circuiting  operations  in  obstruct- 
ed cases  are  not  successful,  in  the  author’s  .opinion, 
unless  followed  by  radical  resection.  The  presence 
of  fistulas  complicates  the  procedure,  but  these  are 
dealt  with  at  the  time  of  resection.  Recurrence 
following  operation  varies  from  fifteen  to  twenty 
per  cent,  most  of  which  are  seen  in  cases  operated 
in  a late  stage  of  the  disease. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.l). 
Medical  Building,  Knoxville 


Use  of  Vitamin  C in  the  Treatment  of  Essential  Hema- 
turia. Preliminary  Report.  Carl  E.  Burkland.  Jour- 
nal of  Urology,  March,  1939. 

The  diagnosis  of  essential  hematuria  has  been 
purely  clinical,  and  arrived  at  by  exclusion.  The 


treatment  has  been  very  empirical,  because  the 
etiology  is  unknown. 

It  is  this  author’s  opinion  that  essential  hema- 
turia is  a result  of  increased  capillary  permeability 
in  the  kidneys,  due  to  a defect  in  the  intercellular 
cement  substance  in  the  endothelium  of  the  capil- 
laries, permitting  the  easy  migration  of  blood  cells 
through  the  walls. 

As  shown  by  Walbach  and  Howe,  one  of  the 
main  functions  of  vitamin  C is  to  promote  or  regu- 
late the  formation  of  the  intercellular  cement  sub- 
stance. Consequently,  increasing  the  vitamin  C 
intake  of  individuals  increases  their  capillary  re- 
sistance, thus  preventing  hemorrhage. 

Four  cases  are  reported  here  which  were  diag- 
nosed as  essential  hematuria,  none  of  which  showed 
any  evidence  of  scurvy  or  other  hemorrhagic  tend- 
encies, with  one  exception.  This  case  had  a diar- 
rhea associated  with  the  hematuria.  The  hema- 
turia in  all  cases  were  of  several  weeks’  duration. 

They  were  given  vitamin  C intravenously  in 
amounts  varying  from  100  to  500  milligrams  daily. 
All  cases  showed  immediate  improvement,  and  the 
urine  was  free  of  blood  in  from  two  to  seven  days. 
Vitamin  C may  also  be  given  orally  by  means  of 
cevitamic  acid  tablets  and  fruit  juices.  No  re- 
action has  been  noted  on  the  intravenous  use  of 
this  drug. 

In  view  of  the  fact  that  cases  of  essential  hema- 
turia respond  to  vitamin  C treatment,  this  condition 
might  fall  in  the  group  of  vitamin  C deficiency  dis- 
eases. 


A.M.A.  ACCEPTED  MILK 

VITAMIN  D MILK  IN  SUMMERTIME 

For  those  that  require  supplementary  Vitamin  D all  the  year  around,  yet  cannot  tolerate 
the  fat  of  cod-liver  oil  in  summertime,  Anthony’s  Vitex  Vitamin  D Homogenized  provides  a 
special  benefit. 

Each  quart  of  this  milk  contains  400  U.S.P.  Vitamin  D units  actually  extracted  from  cod-liver  oil 
but  free  from  the  fats  of  the  oil  itself. 

Anthony’s  product  enables  you  to  secure  the  rich  natural  minerals  of  milk  and  the  time-tested 
Vitamin  D of  cod-liver  oil,  all  combined  in  one  palatable,  automatic,  and  economical  food.  Homogenization 
lowers  the  curd  tension  and  is  easily  digested. 


ANTHONY  PURE  MILK  CO.,  Inc. 

504  WOODLAND  STREET  Phone  5-5637  NASHVILLE,  TENNESSEE 
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URINARY  INFECTIONS* 


Tom  R.  Barry,  M.D.,  Knoxville 


FOR  MORE  THAN  a century  the  cus- 
tom of  inflicting  a presidential  address 
on  the  members  of  the  Tennessee  State 
Medical  Society  has  been  a recognized  pro- 
cedure. This  evening  I have  the  great 
honor  and  distinction  of  carrying  on  this 
custom.  However  great  your  suffering  may 
be  sitting  through  this  ordeal,  you  may 
know  that  the  fear  with  which  I have  an- 
ticipated this  great  occasion  has  far  out- 
weighed any  pain  that  you  may  feel. 

I would  indeed  be  ungrateful  if  I did  not 
attempt  to  express  to  you  my  deep  appre- 
ciation of  the  honor  you  have  shown  me  by 
selecting  me  as  your  president.  I also  want 
to  thank  the  various  committees,  and  espe- 
cially our  esteemed,  faithful,  and  capable 
secretary,  for  their  splendid  work  and  co- 
operation during  the  past  year. 

My  remarks  tonight  will  be  an  attempt 
to  make  the  general  practitioner  more 
urologically  conscious,  and  briefly  discuss 
some  of  the  commoner  urinary  infections. 

There  is  possibly  no  branch  of  medicine 
so  poorly  practiced  by  the  general  practi- 
tioner as  is  urology.  It  is  he  who  sees  these 
cases  in  their  incipiency,  and  at  a time 
when  an  early  diagnosis  may  be  the  means 
of  rescuing  many  kidneys  from  useless  and 
needless  destruction.  The  early  recognition 
by  him  of  tumors  of  the  urinary  tract  is  the 
only  hope  of  lowering  malignant  mortality. 
Kidney  infections  comprise  by  far  the 


*Presidential  address  read  before  the  Tennessee 
State  Medical  Association,  Jackson,  April  11,  1939. 


most  interesting,  and  at  times,  the  most 
baffling,  conditions  that  the  urologist  will 
encounter. 

From  a practical  standpoint,  we  may 
classify  all  renal  infections  in  two  types. 
First,  those  that  invade  the  cortex  only 
(carbuncles  and  cortical  abscess),  and  sec- 
ondly the  common  type,  known  as  pyelitis, 
or  pyelonephritis,  which  is  a panrenal  af- 
fair. 

Infections  of  the  cortex  are  with  few  ex- 
ceptions carried  by  the  blood  stream,  and 
unrelated  to  any  urinary  focus.  These 
cases  are  more  acutely  ill,  the  patient  is 
profoundly  toxic,  and  in  many  ways  resem- 
bles an  abdominal  catastrophe. 

To  differentiate  a carbuncle  from  a sim- 
ple cortical  abscess  is  rarely  possible,  and 
I might  say  unimportant,  since  both  demand 
immediate  surgery.  Both  are  usually  sec- 
ondary to  some  peripheral  and  distant 
focus.  Only  by  exploration  and  visualiza- 
tion of  the  kidney  can  one  be  certain  with 
which  type  he  is  dealing.  Diagnosis  in 
these  cases  may  be  extremely  difficult. 
When  a patient  is  suddenly  seized  with 
acute  lumbar  pain,  chills,  and  elevated  tem- 
perature, together  with  a history  of  recent 
boils,  acute  tonsilitis,  mastoid,  etc.,  one 
should  strongly  suspect  a cortical  infection. 
In  contradistinction  to  the  relatively  slow 
pulse  found  in  pyelitis,  one  will  find  an  ex- 
tremely rapid  pulse.  A similarly  high  tem- 
perature is  found  in  pyelitis,  but  the  pulse 
rarely  goes  beyond  100  except  immediately 
after  a chill.  The  urine  in  these  cases  will 
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usually  show  little  abnormality.  A faint 
trace  of  albumin  may  be  the  only  patholog- 
ical element.  By  careful  examination  of  a 
well-centrifuged  specimen,  we  will  usually 
find  a few  cocci  present.  X-ray  will  be  of 
only  slight  assistance  in  the  diagnosis. 
Likewise  the  cystoscope  is  of  value  only  in 
excluding  other  conditions. 

A cortical  abscess  is  always  due  to  a 
coccus  infection,  the  commonest  of  which 
are  staph  aureus,  albus,  and  streptococci, 
in  the  order  named.  Why  bacilliary  infec- 
tions rarely  affect  the  cortex  has  not  been 
satisfactorily  explained. 

As  stated  above,  early  surgery  is  the  uni- 
versally accepted  treatment.  Little  may  be 
expected  even  from  sulfanilamide  therapy. 
The  size,  number,  and  location  of  the  ab- 
scesses will  indicate  either  drainage  or 
nephrectomy.  Evacuation  of  the  abscess 
cavity,  and  scraping  with  a sponged  finger, 
followed  by  drainage  will  usually  suffice. 
One  author  suggests  leaving  the  wound  un- 
sutured, so  that  he  may  later  evacuate  any 
secondary  abscesses.  These  wounds,  I be- 
lieve, require  more  prolonged  drainage  than 
in  other  conditions.  A personal  experience 
encountered  some  two  years  ago  merits  re- 
cital. “After  evacuation  of  a tiny  abscess 
at  the  upper  pole,  the  temperature  dropped 
to  normal  in  forty-eight  hours,  and  then 
gradually  elevated  to  its  former  level.  After 
intravenous  neoarsphenamine  on  two  suc- 
cessive days,  the  temperature  became  nor- 
mal in  forty-eight  hours  and  remained  so.” 

Before  considering  surgery  in  these  cases 
intravenous  pyelography  should  be  a rou- 
tine to  prove  the  adequacy  of  the  opposite 
kidney,  as  one  might  be  embarrassed  by  an 
anuria  following  a nephrectomy  of  a single 
kidney.  Although  bilateral  cortical  ab- 
scesses have  been  reported,  unilateral  in- 
fection is  the  rule. 

The  other  general  type  of  infection, 
pyelonephritis  is  reputed  to  be  the  com- 
monest ill  that  affects  us  next  to  the  well- 
known  cold.  Three  types  of  pyelitis  are 
well  recognized — the  acute,  chronic,  and  re- 
current. 

Acute  pyelitis  is  purely  a medical  condi- 
tion, usually  runs  its  own  course,  and  until 
the  recent  advent  of  the  newer  antiseptics 


was  little  influenced  by  medication.  The 
diagnosis  of  this  condition  is  rarely  difficult 
if  a careful  history  is  taken,  and  an  exam- 
ination of  the  urine  is  a routine.  Chills, 
fever,  urinary  frequency,  and  dysuria  are 
familiar  to  us  all.  Do  not  be  content,  how- 
ever, with  finding  a normal  urine  on  one 
examination,  for  occasionally  fever  and 
chills  may  antedate  the  urinary  findings  for 
a few  hours.  Intelligent  treatment  entails 
the  recognition  of  the  type  of  offending 
organism  and  applying  the  proper  anti- 
septic. The  fact  that  a large  number  of 
cases  of  pyelitis  are  treated  for  influenza 
adds  little  respect  to  the  physician  and  is 
vital  evidence  that  the  urine  has  not  been 
examined. 

Instrumentation  of  any  kind  has  no  place 
in  acute  pyelitis. 

Recovery  may  be  expected  in  from  one 
to  three  weeks,  even  in  untreated  cases. 

I would  strongly  emphasize  the  neces- 
sity of  keeping  these  patients  under  obser- 
vation until  at  least  two  urines  are  micro- 
scopically clear  and  preferably  culturally 
negative.  This  is  of  paramount  importance 
if  chronic  and  recurrent  pyelitis  is  to  be 
avoided  since  both  of  these  types  are  a se- 
quel of  this  condition. 

Whether  it  is  true  that  the  coccus  is  the 
primary  invader,  and  is  later  overshad- 
owed by  bacillus  coli  as  believed  by  some 
authorities,  we  do  know  that  eighty  per  cent 
of  these  infections  are  due  to  some  strain 
of  bacillus  coli. 

The  preponderance  of  females  over  males 
is  a well-recognized  fact.  The  reason  for 
this  is  probably  explained  from  an  anatom- 
ical basis.  The  route  through  which  the  in- 
fection reaches  the  kidney  is  still  a disputed 
one,  and  is  really  of  little  practical  impor- 
tance. When  the  acute  condition  is  past,  all 
possible  foci  should  be  removed. 

The  high  incidence  of  recurrent  pyelitis 
is  an  indictment  of  the  inefficiency  in  the 
treatment  of  the  acute  cases.  The  fact  that 
pyelitis  recurs  is  sufficient  evidence  to 
make  one  suspect  an  unrecognized  cause, 
and  is  a clear  indication  that  a careful  and 
thorough  examination,  including  cystoscopy 
and  urograms,  should  be  done. 

One  should  be  certain  that  the  infection 
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is  nontuberculous  and  also  determines  the 
presence  or  absence  of  stones.  Any  cause 
pertaining  to  poor  drainage  should  be  re- 
moved. 

Rarely  do  we  find  recurrent  pyelitis 
where  a mechanical  factor  is  not  present. 
It  is  even  more  important  in  recurrent  than 
in  acute  pyelitis  to  isolate  the  infecting  or- 
ganism. 

To  treat  a proteus  infection  with  man- 
delic  acid,  or  bacillus  coli  with  arsphena- 
mine,  is  just  as  intelligent  as  attempting 
to  cure  malaria  with  aspirin.  To  isolate  the 
organism  does  not  entail  elaborate  equip- 
ment. A gram  stain  of  a centrifuged  spec- 
imen is  sufficient  for  all  practical  purposes. 
Cultures  are  desirable,  but  not  essential,  un- 
less the  infection  persists,  which  is  usually 
evidence  of  the  failure  to  employ  the  proper 
drug. 

There  is  a small,  but  nevertheless  impor- 
tant, group  of  patients  whose  pyurias  are 
sterile,  and  where  tuberculosis  and  stone 
have  been  definitely  excluded.  These  are  the 
so-called  abacterial  pyurias.  In  my  opinion, 
failure  to  obtain  culture  growths  are  due 
to  the  use  of  incorrect  media.  We  have 
been  able  to  grow  a few  of  these  urines, 
using  the  patient’s  own  blood.  Usually 
these  abacterial  pyurias  are  due  to  a staph- 
ylococcus and  will  respond  well  to  neoars- 
phenamine. 

According  to  Braasch,  recurrent  and 
chronic  pyurias  are  due  to  bacillus  coli, 
bacillus  proteus,  and  P.  aerogenes.  Staph 
is  more  common  than  strep,  but  strep 
faecalis  is  not  an  uncommon  offender.  Until 
a few  years  ago  the  only  urinary  antiseptic 
of  any  value  was  uratropin,  and  it  still  has 
a place  in  urology. 

The  advent  of  the  Ketogenic  diet  was  the 
first  real  advancement  in  the  treatment  of 
urinary  infections.  Although  its  value  is 
unquestioned,  its  proper  administration  is 
difficult,  and  is  unpalatable  and  disagree- 
able to  most  patients.  These  drawbacks  led 
to  the  search  for  a similar  acid  and  resulted 
in  the  development  of  mandelic  acid.  This 
drug  is  highly  bactericidal  to  bacillus  coli 
and  strep  faecalis,  and  in  the  latter  should 
be  a routine.  I believe,  however,  that  sul- 
fanilamide will  be  found  more  valuable  in 


bacillus  coli  infection.  The  intelligent  use 
of  mandelic  entails  the  necessity  of  frequent 
pH  determinations.  It  is  valueless  in  alka- 
line infection. 

Sulfanilamide  is  the  nearest  to  a perfect 
antiseptic  yet  produced.  Its  greatest  po- 
tency is  in  alkaline  urine,  although  it  works 
well  in  acid  urine.  Its  mode  of  action  is 
not  clear,  but  the  work  of  Bliss  and  Long 
suggest  that  it  may  be  antibacterial.  “Ex- 
perimental evidence  indicates  that  at  least 
one  of  its  actions  is  to  render  the  urine, 
spinal  fluid,  and  other  tissue  fluids  unfavor- 
able to  the  multiplication  of  susceptible 
bacteria.” 

The  dosage  likewise  is  not  clearly  under- 
stood. A concentration  in  the  blood  of  200 
milligrams  per  cent  is  recommended,  but  we 
know,  however,  that  much  lower  concen- 
tration will  sterilize  the  urine  of  susceptible 
bacteria.  It  is  probably  eliminated  in  all 
body  fluids.  The  concentration  in  spinal 
fluid  is  about  the  same  as  blood,  and  its 
concentration  in  prostatic  fluid  is  about  the 
same  as  urine. 

Even  with  these  remarkably  efficient 
drugs,  one  must  not  forget  that  their  ef- 
fectiveness is  dependent  on  an  adequate  kid- 
ney function.  The  toxicity  of  sulfanilamide 
is  too  well  known  to  you  all  to  merit  dis- 
cussion. When  these  toxic  elements  can  be 
eliminated,  this  drug  will  be  even  more  val- 
uable. The  tolerance  of  elderly  people  is 
especially  poor.  We  feel  that  soda  bicarb 
distinctly  lowers  its  toxicity.  In  some  cases 
of  coccus  infections  of  the  kidney,  neoars- 
phenamine  has  a distinct  value. 

Of  all  types  of  urinary  infection,  the 
alkaline  ones  are  by  far  the  most  resistant 
and  will  tax  one’s  resources  to  eradicate. 
Contrary  to  most  authors,  the  treatment  of 
proteus  infections  with  prontylin,  in  our 
hands,  has  not  been  especially  helpful. 
Lavage  of  the  kidney  with  acetic  or  phos- 
phoric acid  will  occasionally  be  beneficial. 

Chronic  alkaline  urinary  infections  are 
truly  malignant  from  a standpoint  of  prog- 
nosis. In  alkaline  urines,  it  is  of  utmost 
importance  to  determine  whether  or  not  the 
organism  splits  urea.  For  example,  if  one 
persists  in  attempts  to  acidify  one  of  the 
urea-splitting  organisms  with  ammonium 
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chloride,  the  alkalinity  will  be  increased  by 
its  being  broken  down  into  urea  and  am- 
monia. 

Prolonged  surgical  drainage  will  occa- 
sionally be  required  to  eliminate  these  in- 
fections. 

Cystitis  per  se  is  probably  the  least  com- 
mon condition  that  we  see  in  urological 
practice.  That  it  is  an  entity,  no  one  can 
refute,  but  we  are  daily  impressed  with  the 
large  number  of  kidneys  which  require  re- 
moval due  to  the  inexcusable  fact  that  the 
family  doctor  has  treated  these  unfortu- 
nates for  months  or  years  for  a cystitis. 
Infection  of  the  unobstructed  bladder  is  a 
most  unusual  disease.  Cystitis  should 
never  be  diagnosed  until  the  kidneys  have 
been  exonerated.  I seriously  doubt  if  lavage 
is  of  any  real  value  in  the  treatment  of 


cystitis.  Give  the  bladder  proper  drainage 
and  the  infection  will  usually  disappear. 
Infection  in  the  urethra  leads  to  late  stric- 
tures, especially  in  the  female.  This  con- 
dition, contrary  to  general  belief,  is  much 
more  common  in  the  female  than  in  the 
male,  and  has  one  outstanding  characteris- 
tic, frequency  of  urination  by  day,  and  ab- 
sence at  night.  Dysuria  is  also  a common 
complaint.  Strictures  in  the  female,  even 
of  large  caliber,  are  productive  of  severe 
symptoms. 

Conclusions. — It  is  clearly  an  obligation 
of  the  general  practitioner  to  closely  ob- 
serve all  urinary  infections  until  the  urine 
is  normal  on  repeated  examinations. 

By  so  doing  many  useful  kidneys  will 
be  saved  and  unnecessary  nephrectomies 
avoided. 


GANGRENE  OF  THE  PENIS— REPORT  OF  A CASE 


John  A.  Conroy,  M.D.,  Gatlinburg 


GANGRENE  in  any  part  of  the  body 
is  a serious  condition.  When  it  in- 
volves a limb  or  appendage,  it  may 
be  sometimes  easily  dealt  with  surgically. 
When  gangrene  involves  a very  necessary 
organ,  such  as  the  penis,  it  cannot  be  dealt 
with  so  easily.  In  other  types  of  cases  am- 
putation is  the  method  of  last  resort.  Where 
the  penis  is  involved,  one  cannot  so  readily 
think  in  terms  of  amputation.  I am  going 
to  present  herewith  a case  of  gangrene  of 
the  penis,  caused  primarily  by  using  a 
strong  caustic  to  cauterize  a slight  wound. 

Literature 

The  literature  on  this  type  of  case  seems 
to  be  fairly  voluminous,  and  it  is  evident 
that  cases  similar  to  the  one  I am  going  to 
report  are  fairly  common. 

Corbus  disease  is  a type  of  gangrene  of 
the  penis,  as  is  gangrenous  balanitis.  The 
former  was  first  described  by  Corbus  and 
Harris  in  1909  and  was  called  by  them  the 
fourth  venereal  disease,  and  is  said  to  have 
been  caused  by  a symbiosis  of  a vibrio  and 
a spirochete.  The  local  and  constitutional 
symptoms  of  Corbus  disease  vary  with  the 
infection.  It  is  said  to  be  due  to  unclean 
habits,  and  the  predisposing  factors  are  a 
long,  tight  foreskin  which  excludes  the  air, 
or  moistening  the  genitalia  with  saliva. 
The  organism  is  anaerobic,  and  it  can  only 
occur  in  those  who  have  not  been  circum- 
cised, whereas  gangrene  can  occur  in  any 
one.  The  latter  was  first  described  by 
Batille  and  Berdel  in  1889,  and  their  work 
was  confirmed  by  Scherber  and  Muller  in 
1904.  Lloyd1  reported  a case  of  gangre- 
nous balanitis  in  which  the  patient  recov- 
ered under  a treatment  of  hydrogen  perox- 
ide and  potassium  permanganate  solution  1 : 
1,000.  Abbott  and  Ryan2  reported  two 
cases  of  Corbus  disease  in  which  one  was 
fatal  and  one  recovered. 

Shafiroff3  states  that  gangrene  of  the  pe- 


*Read  before  the  Sevier  County  Medical  Society, 
March  3,  1938. 


nis  may  start  from  a scratch,  cut,  or  some 
other  local  pathology  that  apparently  seems 
to  be  of  a negligible  sort.  Hicks4  reported 
a case  that  was  caused  by  the  application 
of  a fifty  per  cent  iodine  solution  to  a small 
ulcer  on  the  penis,  but  his  case  had  a four 
plus  Wassermann  reaction,  and  cleared  up 
easily  under  antiluetic  treatment.  Eddle- 
man5  reported  two  cases  that  were  caused 
by  applying  caustics.  One  was  a seventeen- 
year-old  youth  that  resulted  in  a complete 
posthetomy,  and  the  other  a twenty-two- 
year-old  youth  who  had  a protracted  recov- 
ery due  to  the  long  time  it  took  the  mucous 
membrane  to  cover  the  stump.  He  also 
states  that  penile  gangrene  is  not  a very 
commonly  observed  affliction,  and  lists  ty- 
phoid, typhus,  influenza,  smallpox,  senility, 
diabetes,  acute  alcoholism,  frostbite,  iliac 


Fig.  1.  (1)  Glands;  (2)  foreskin,  with  hemostat 
through  original  opening  for  the  glands;  (3)  shaft 
and  area  back  to  abdomen;  (4)  rolled  skin  edges 
alongside  of  shaft  and  just  beneath  it. 
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thrombosis,  thrombosis  of  dorsal  penile  ar- 
tery, prolonged  priapism,  trauma,  phimo- 
sis, paraphimosis,  urinary  extravasation, 
chancre,  Vincent’s  disease,  balanitis,  sim- 
ple venereal  ulcer,  employment  of  some  cau- 
terizing agent  (similar  to  case  herein  de- 
scribed) as  some  causes  of  penile  gangrene. 

Moorehead6  reported  a case  which  in- 
volved the  glands  and  was  amputated  two 
weeks  after  admission  to  a hospital.  He 
stated  the  bacterial  cause  in  this  case  may 
have  been  (he  was  not  sure)  due  to  the 
vibrio  and  spirochete  observed  by  Corbus. 

Mallard7  described  the  reconstruction  of 
the  urethra  and  penis  following  an  exten- 
sive case  of  gangrene. 

Greene8  reported  a case  of  acute  strep- 
tococcic penile  gangrene  evidently  caused 
by  scratching  the  skin  on  the  dorsal  surface 
of  the  shaft  of  the  penis  that  was  infected 
with  scabies.  He  states  that  the  mortality 
of  such  cases  due  to  the  streptococci  are 
over  twenty-five  per  cent. 

Brown9  reported  a case  wherein  he  re- 


Fig  2.  (1)  Healed  area  of  shaft,  showing  ex- 

tension of  gangrenous  area  back  to  the  abdomen; 
(2)  glands;  (3)  foreskin. 


stored  the  entire  skin  of  the  penis  by  graft 
following  an  extensive  gangrene. 

Linder  and  Levitos10  described  a case 
that  was  caused  spontaneously  by  a hemo- 
lytic streptococci  organism  and  completely 
denuded  the  testicles  and  penis. 

Report  of  a Case 

In  May,  1937,  an  adult  male,  age  fifty- 
three,  came  to  my  office  for  treatment  of 
what  he  called  a large  ulceration  of  the 
penis. 

He  gave  a history  of  having  intercourse 
on  or  about  November  3,  1936,  and  about 
eight  days  later  there  developed  a small 
inflamed  pimple  on  the  dorsal  surface  of  the 
skin  on  the  shaft  of  the  penis  about  mid- 
way between  the  glands  and  the  abdominal 
wall.  He  became  alarmed,  believing  he  had 
contracted  syphilis,  so  he  started  to  insti- 
tute self-treatment.  He  first  used  hot  poul- 
tices, and  when  the  skin  broke  and  a small 
ulcer  formed,  he  tried  dusting  in  with  cal- 
omel powder  in  order  to  dry  it  up.  As 
several  weeks  went  by  and  it  did  not  seem 
to  get  any  better,  one  of  his  neighbors  pre- 
scribed lysol  soaks.  This  seemed  to  irritate 
it,  and  it  gradually  became  more  painful. 
He  decided  to  consult  a druggist,  who  sug- 
gested that  he  cauterize  the  wound.  This 
he  did  (probably  with  a sodium  hydroxide 
stick) , and  the  result  was  an  extensive  ulcer 
with  much  sloughing.  He  tried  various 
other  home  remedies  without  success. 
About  seven  months  after  the  onset  he  de- 
cided that  he  should  see  a physician. 

Physical  examination  revealed  an  adult 
male  who  looked  his  age,  slightly  obese, 
weight  about  200  pounds,  seemingly  in  gen- 
eral good  health,  but  claimed  he  lost  about 
twenty-five  pounds  “mostly  due  to  worry,” 
he  said,  over  his  present  condition.  His 
heart  and  lungs  were  negative.  Blood  pres- 
sure 140/80.  His  penis  was  raw,  ulcerated, 
dark  in  color,  sloughing  from  the  glands  to 
the  abdomen,  and  gave  off  a foul  odor.  The 
foreskin  had  slipped  over  the  glands  and 
hung  in  an  edematous  knot  below.  It  could 
easily  be  replaced  back  over  the  glands  at 
will.  The  whole  dorsal  surface  of  the  shaft 
of  the  penis  was  involved.  The  undersur- 
face seemed  to  be  normal,  except  for  some 
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Fig.  3.  (1)  Where  area  of  gangrene  extended 

in  underskin  of  the  abdomen;  (2)  healed  shaft  of 
penis;  (3)  glands;  (4)  foreskin  hanging  in  knot 
below  glands. 

edema.  There  was  not  any  granulation 
tissue  present  anywhere  on  the  wound.  It 
was  discharging  pus  and  serous  fluid  from 
the  entire  surface  involved,  and  from  a dis- 
tance of  about  one  inch  up  under  the  skin  of 
the  abdominal  wall.  The  edges  of  the  entire 
wound  were  sloughing,  and  there  was  a thin 
film  of  slough  over  the  entire  gangrenous 
surface. 

The  laboratory  work  done  revealed  a high 
white  count  with  a prevalence  of  polymor- 
phonuclear cells,  a normal  red  count,  a 
hemoglobin  of  eighty  per  cent  (Talquist),  a 
negative  Kahn  test,  and  a negative  urine 
test  for  albumen  and  sugar.  Repeated 
Kahn  tests  at  various  times  the  patient  was 
under  treatment  were  all  negative.  Re- 
peated smears  from  the  surface  of  the 
wound  revealed  no  definite  organism  pres- 
ent. A culture  was  never  taken. 

Therapy  and  Progress 

The  patient  had  used  everything  he  and 
his  neighbors  could  think  of  before  he  ap- 


plied for  treatment.  Later  practically 
everything  of  benefit  in  the  pharmacopoeia 
was  used,  plus  various  suggestions  from 
other  physicians  with  whom  the  case  had 
been  discussed.  The  patient  was  immedi- 
ately hospitalized,  and  he  left  the  hospital 
within  ten  days  of  admission  against  ad- 
vice. He  was  given  all  sorts  of  hot  soaks, 
from  urea  to  potassium  permanganate  so- 
lution to  boric  acid  solution  to  plain  hot 
water.  After  about  two  months  of  that  and 
the  patient  being  kept  in  bed  all  the  time, 
the  wound  began  to  show  some  signs  of 
healing.  The  pus  and  slough  decreased  and 
the  edges  showed  some  signs  of  granulat- 
ing. In  order  to  stimulate  granulation  and 
hasten  healing,  cod-liver  oil  dressings  were 
applied,  both  in  ointment  and  liquid  forms. 
After  a week  or  so  of  these  dressings,  the 
wound  began  to  discharge  pus  and  had  a 
foul  odor  once  more.  These  dressings  were 
discontinued,  and  the  hot  boric  acid  solu- 
tion applications  were  resumed.  The  wound 
again  seemed  to  improve,  so  the  patient  was 
referred  to  a surgeon  for  a possible  skin 
graft.  He  was  returned  with  the  sugges- 
tion that  the  hot  boric  acid  applications  be 
continued  until  a perfectly  clean  surface  be 
obtained.  About  three  weeks  later  the  sur- 
face seemed  to  be  clean  enough  for  a graft, 
but  the  patient  refused  to  return  to  the 
surgeon.  Gradually  the  surface  covered 
with  epithelium  under  the  applications  of 
mercurochrome  two  per  cent  and  the  use 
of  iodoform  (five  per  cent)  gauze  packs. 
There  is  still  at  the  present  time  a small 
raw  surface  close  to  the  abdomen  wall 
which  is  gradually  but  slowly  healing.  For- 
tunately in  this  case  the  urethra  was  never 
involved.  The  foreskin  still  hangs  below 
the  glands  and  at  times  gets  slightly  edema- 
tous and  leaves  a rather  poor  cosmetic  re- 
sult, but  cannot  now  be  replaced  over  the 
glands.  When  all  signs  of  infection  are 
over  and  the  dorsal  surface  thoroughly  cov- 
ered with  epithelium,  the  redundant  skin 
should  be  removed  surgically,  and  then  I 
presume  that  the  patient  could  resume  sex- 
ual relations  without  difficulty.  The  prog- 
ress has  been  exceptionally  slow  in  this 
case,  mostly  due  to  the  patient's  own  care- 
lessness and  stubbornness. 
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Fig.  4.  (1)  Glands;  (2)  shaft  and  area  at  ab- 
domen; (3)  foreskin — hemostats  through  original 
opening  for  glands  (inserted  above  and  below) ; 
(4)  testicles. 

Comment 

The  case  is  reported  to  show  the  fallacy 
of  self-medication  and  the  false  pride  of  a 
patient  suffering  from  syphilophobia.  The 
patient  is  up  and  around,  doing  light  work, 
and  living  a normal  life.  If  he  had  applied 


for  medical  aid  in  the  beginning  instead  of 
seven  months  after  the  onset,  he  probably 
would  not  have  had  such  an  extensive  in- 
fection, or  at  least  he  would  not  have  had 
such  a protracted  recovery. 
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B.  F.  Peterson,  M.D.,  Assistant  Superintendent,  Eastern  State  Hospital,  Knoxville 


METRAZOL  IS  A DRUG  that  has 
been  used  primarily  as  an  emer- 
gency cardiac  stimulant.  It  was 
noted  that  some  of  the  patients  when  given 
ordinary  doses  of  metrazol  would  develop 
from  a mild  to  a severe  convulsion.  Be- 
cause of  this  reaction  without  danger  to  the 
patient,  it  is  now  used  to  produce  convul- 
sions which  is  the  feature  of  this  treatment. 
Other  drugs  were  used  at  first,  namely,  cam- 
phor or  a twenty-five  per  cent  oily  solution 
injected  intramuscularly  for  the  purpose  of 
producing  convulsions.  It  was  found  that 
camphor  was  not  suitable  for  this  because 
of  the  inability  to  control  the  convulsions, 
or  the  dosage  to  produce  the  convulsions. 
The  use  of  metrazol  as  treatment  of  de- 
mentia praecox  was  based  upon  observa- 
tions of  Myiro  and  Jablonszky  and  others 
that  in  the  cases  of  epilepsy  with  schizo- 
phrenia the  seizures  became  infrequent  or 
ceased  entirely.  On  the  basis  of  this  obser- 
vation the  following  hypothesis  was  formu- 
lated : “Between  epilepsy  and  schizophrenia 
there  is  a biological  antagonism.  Should  it 
be  possible  to  induce  epileptic  attacks  in 
schizophrenic  patients,  such  epileptic  at- 
tacks would  change  the  chemical  and  other 
aspects  of  the  organism  in  such  a manner 
that  thereby,  since  the  organism  so  changed 
would  represent  an  unfavorable  basis  for 
the  development  of  schizophrenia,  a biolog- 
ical possibility  is  given  for  a remission  of 
the  disease.” 

Metrazol  therapy  was  begun  about  three 
years  ago.  A great  deal  of  this  time  has 
been  with  experimental  work.  We  have 
only  been  using  it  since  June  of  1938.  Our 
number  of  cases  is  not  large  because  we 
have  not  had  sufficient  time  to  give  treat- 
ments to  enough  patients  to  give  any  sta- 
tistics as  to  our  results,  but  they  have  been 
such  that  we  feel  that  they  are  worth  re- 
porting in  this  discussion. 

At  the  present  time  we  have  eleven  pa- 

*Read before  the  Knox  County  Medical  Society, 
September  27,  1929. 


tients  on  this  treatment ; none  of  these  have 
completed  the  treatment  because  of  the  fact 
that  early  in  the  treatment  we  were  very 
cautious  with  it  and  through  this  cautious- 
ness in  the  early  stages  we  have  gotten  in- 
valuable experience  in  methods,  technic,  and 
care.  Of  the  eleven,  six  have  shown  con- 
siderable improvement.  Of  the  remaining 
five,  two  have  shown  a small  amount  of  im- 
provement and  the  other  three  have  seem- 
ingly made  no  change  whatsoever.  I will 
take  up  only  one  of  these  cases  in  detail 
because  I feel  that  it  is  the  most  interesting 
because  of  the  patient’s  history  and  treat- 
ment preceding  the  metrazol  therapy. 

The  technic  of  the  treatment  in  brief  is 
as  follows:  The  only  instruments  needed 
are  a luer  syringe  and  a mouth  gag,  the 
greatest  advantage  of  the  treatment  being 
the  simplicity  with  which  one  is  able  to  give 
it  and  the  minimum  of  equipment  required 
to  give  it.  It  also  enables  a physician  to 
give  a large  number  of  treatments  in  a 
short  period  of  time  because  of  the  short 
duration  required  for  the  completion  of  a 
treatment.  Patients  are  given  ten  per  cent 
metrazol  intravenously.  The  rate  of  ad- 
ministration is  important  since  the  more 
rapid  the  administration  the  more  easily 
convulsive  seizures  are  produced  and  the 
minimizing  the  amount  of  metrazol  used. 
Our  patients  were  started  with  three  cubic 
centimeters  of  metrazol  intravenously.  In 
some  cases  this  is  sufficient  to  produce  a re- 
action, or  several  injections  may  fail  to 
produce  one  because  of  the  patient’s  toler- 
ance to  the  drug.  When  a certain  amount 
fails  to  produce  the  desired  reaction  we 
increase  the  amount  of  metrazol  at  the  rate 
of  one-half  cubic  centimeter  until  the  de- 
sired convulsion  is  obtained. 

According  to  literature  it  is  possible  to 
repeat  the  dosage  of  metrazol  after  a period 
of  five  minutes’  rest  to  allow  the  patient’s 
respiratory  and  cardiac  rate  to  return  to 
normal.  No  ill  effects  have  been  noted  from 
repetition  of  doses. 
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Almost  immediately  following  the  injec- 
tion of  metrazol  there  may  be  a short  cough 
followed  in  a few  seconds  by  blinking  of  the 
eyelids  and  a rigid  expectant  attitude  of  the 
patient.  About  twenty  to  forty  seconds 
after  the  injection  the  patient  develops  a 
short  clonic  followed  by  a tonic  convulsion. 
The  body  may  assume  one  of  several  char- 
acteristic postures  and  the  mouth  is  opened 
wide,  in  fact,  opening  of  the  mouth  is  so 
pronounced  that  subluxation  of  the  tem- 
poromandibular joint  is  caused  very  fre- 
quently during  this  phase.  Typical  clonic 
convulsions  follow  the  tonic  seizure  and 
differ  from  those  of  idiopathic  epilepsy  only 
in  the  severity  of  the  seizure.  Toward  the 
termination  of  the  convulsive  reaction  the 
patient  becomes  progressively  more  cyanotic 
until  a deep  cyanosis  develops,  followed  for 
a moment  by  apnea  and  a deep  inspiratory 
action  as  the  apnea  ends.  This  cyanosis  is 
the  nearest  thing  to  a death  pallor  I have 
ever  seen  outside  of  death,  although  it 
should  not  cause  any  anxiety  on  the  part 
of  the  physician  as  it  is  no  sign  of  danger 
and  is  found  following  all  reactions.  The 
patient  remains  unconscious  for  from  three 
to  ten  minutes  and  some  of  them  sleep  for 
an  hour  or  more  following  this  period  of 
convulsions  or  may  be  in  a state  of  con- 
fusion for  some  time.  Marked  excitement 
may  either  occur  following  the  convulsion 
or  replace  the  convulsive  seizure.  Evi- 
dence of  marked  stimulation  of  the  motor 
cortex,  spinal  cord,  and  sympathetic  nerv- 
ous system  are  manifested  during  the 
period  of  reaction  to  metrazol.  We  have 
had  several  complications  in  regard  to  these 
reactions.  Only  one  was  of  a serious  na- 
ture. We  had  one  patient  who  had  a sub- 
luxation of  the  temporomandibular  joint, 
but  this  was  reduced  without  any  difficulty. 
Another  patient  who  had  had  a dislocation 
of  the  humerus  several  times  before  his 
admission  to  the  hospital,  redislocated  it 
twice  during  convulsive  seizures.  In  one 
of  our  patients  who  had  had  a reaction  to 
the  drug  immediately  following  the  convul- 
sion, the  respiratory  centers  were  depressed 
and  there  was  a cessation  of  breathing.  We 
were  able  after  some  artificial  respiration 
to  restore  breathing,  but  she  was  very  weak 


and  had  to  be  aided  by  artificial  respiration 
until  breathing  was  more  regular  and  much 
stronger.  It  is  possible  to  have  injury  to 
the  teeth,  tongue,  and  lips,  but  with  good 
technic  and  the  use  of  a good  mouth  gag, 
this  may  be  avoided.  Our  patients  are  given 
treatments  two  to  three  times  a week  and 
the  treatments  are  to  be  discontinued  when 
sufficient  recovery  has  been  brought  about 
or  when  the  patient  has  had  twenty  or  more 
convulsive  seizures  without  any  results. 
Although  a patient  failing  to  show  any  im- 
provement after  having  had  ten  convulsive 
seizures  has  a poor  prognosis  from  the  view- 
point of  possible  recovery  or  improvement 
on  metrazol  treatment. 

There  is  a report  in  the  literature  of  one 
case  of  a twenty-two-year-old  laboratory 
assistant  who  committed  suicide  by  drink- 
ing 100  cubic  centimeters  of  ten  per  cent 
solution  of  metrazol  and  died  an  hour  later 
in  convulsions.  There  is  only  one  other  per- 
son that  I have  found  account  of  who  died 
of  metrazol  and  this  was  of  metrazol  ther- 
apy. This  patient  had  a very  bad  heart 
lesion  and  the  family  was  advised  that  it 
would  not  be  best  for  him  to  take  the  treat- 
ment, but  they  were  so  anxious  to  have  it 
given,  and  he  died  following  several  reac- 
tions. 

One  institution  has  produced  over  4,000 
convulsive  seizures  with  metrazol  without 
any  fatalities  and  with  only  a few  compli- 
cations such  as  are  found  regularly  with 
this  treatment. 

The  blood  picture  changes  during  metra- 
zol treatment.  The  number  of  neutrophile 
leucocytes  increase  from  thirteen  per  cent 
to  fifteen  per  cent  and  that  of  the  lymph- 
ocytes is  approximately  reduced.  The  acid- 
ity of  the  urine  is  usually  increased  about 
twenty-five  per  cent,  ammonia  about  four- 
teen per  cent,  and  chloride  decreased  about 
twenty-five  per  cent.  In  other  words,  the 
changes  in  the  urine  in  the  body  resulting 
from  metrazol  convulsions  were  exactly  the 
same  as  those  observed  by  numerous  au- 
thorities in  epilepsy. 

The  patient  I spoke  of  previously  was 
admitted  to  this  hospital  from  Hamilton 
County,  June  24,  1937,  at  the  age  of  thirty- 
six.  He  had  been  mentally  ill  for  a period 
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of  two  weeks  before  his  admission  here. 
He  was  married  and  seemingly  had  no  wor- 
ries, either  financially  or  domestic,  that 
could  have  caused  any  trouble.  He  had 
been  a fairly  successful  machinist  and  had 
made  very  good  wages  during  the  depres- 
sion and  had  worked  at  the  same  position 
for  nine  years.  At  the  time  of  his  admit- 
tance he  had  not  eaten  or  taken  any  fluids 
whatsoever  for  several  days.  It  was  nec- 
essary to  tube  him  and  give  him  glucose 
intravenously  the  first  few  days  he  was 
here.  Tubing  was  very  difficult  because  of 
the  aspiration  so  many  times  of  the  tube  in 
the  trachea.  We  then  began  to  use  hydro- 
therapy in  the  form  of  ice  packs  and  he  ate 
readily,  but  refused  to  talk  and  each  time 
would  go  back  to  his  old  stupor.  After  the 
use  of  these  ice  packs  for  a few  weeks  we 
were  able  to  get  him  to  eat  for  a few  days 
before  another  treatment  was  given.  We 
changed  from  the  ice  pack  to  a cold  shower 
prior  to  each  meal  and  found  that  this  would 
produce  enough  change  that  he  would  eat 
his  meals  readily.  It  was  necessary  to  give 
this  shower  before  each  meal  and  in  check- 
ing our  records  I find  that  this  man  was 
given  over  700  baths  during  one  year.  It 
was  necessary  for  the  patient  to  be  pushed 
every  step  he  made.  He  would  not  go  any- 
where voluntarily,  but  remained  in  the  same 
rigid  position  with  his  head  bowed.  At 
times  it  took  more  than  one  man  to  move 
him  a few  feet.  We  obtained  permission 
from  his  family  to  give  him  insulin  treat- 
ment during  the  latter  part  of  November. 
We  started  him  on  insulin  January  13,  1938, 
and  he  was  given  twenty  units  of  U forty 
insulin  at  that  time.  At  the  beginning  of 
the  treatment  he  weighed  104  pounds.  He 
had  a partial  shock  at  eighty  units.  The 
dose  was  slowly  increased,  due  to  the  fact 
that  we  were  never  able  to  produce  a sat- 
isfactory shock  or  coma.  We  increased  it 
until  he  was  taking  375  units  of  insulin  per 
day  and  even  on  these  large  amounts,  little 
or  no  shock  was  obtained.  After  over  five 
months  of  treatment  of  insulin,  which  is  a 
rather  long  time  for  this  type  of  therapy, 
we  discontinued  it.  We  continued  it  so  long 
because  of  the  fact  that  we  were  never  able 
to  get  a good  shock  or  coma.  There  was  no 


actual  improvement  and  the  only  physical 
change  was  that  he  gained  forty-eight  and 
one-half  pounds  during  the  treatment.  We 
then  let  him  rest  for  two  weeks  and  on  July 

6 we  gave  him  four  and  one-half  cubic  centi- 
meters of  metrazol,  but  no  convulsion  was 
produced.  I feel  that  the  cause  of  failure 
of  this  first  dose  was  due  to  our  slow  ad- 
ministration and  cautiousness  with  the 
drug,  this  being  our  first  patient.  On  July 

7 five  cubic  centimeters  of  metrazol  were 
given.  The  patient  had  a very  hard  convul- 
sion lasting  approximately  one  minute. 
This  time  we  gave  it  as  rapidly  as  possible. 
Two  days  later  on  July  9 five  cubic  centi- 
meters of  metrazol  was  given  and  was  fol- 
lowed by  severe  convulsive  reactions.  The 
patient  came  out  of  the  catatonic  stupor 
July  10  about  one  o’clock,  four  days  after 
the  first  dose  of  metrazol  was  given.  They 
took  him  to  give  him  a cold  shower  so  he 
would  eat.  He  turned  around  and  said, 
“Oh,  no  you  don’t.  I can  eat  without  that.” 
He  then  took  his  tray  and  ate  all  the  food 
and  asked  for  more.  This  was  the  first 
time  he  had  spoken  except  for  a few  mum- 
bled words  since  he  had  been  in  the  hospital 
and  the  first  time  he  had  eaten  voluntarily. 
He  began  to  improve  rapidly.  He  straight- 
ened up  and  began  to  take  some  interest  in 
his  surroundings.  He  wrote  letters  to  his 
people  for  the  first  time.  We  stopped  treat- 
ment for  several  weeks  and  did  not  give 
any  metrazol  until  he  began  to  slip  back 
into  the  catatonic  state,  but  he  did  not  re- 
fuse to  talk  or  eat.  A series  of  treatment 
has  been  given  at  regular  intervals  since 
that  time.  He  has  had  twenty  convulsions. 
Each  dose  has  been  five  cubic  centimeters 
and  a convulsion  has  always  followed  the 
injection  of  metrazol.  The  patient  at  pres- 
ent time  is  in  a very  good  state  of  remis- 
sion. He  is  eating  and  sleeping  well  and 
has  somewhat  of  an  insight  into  his  past 
condition  in  that  he  feels  that  he  has  been 
mentally  ill.  He  is  taking  interest  in  things 
about  the  hospital.  He  is  an  amateur  pho- 
tographer and  we  have  been  allowing  him 
to  do  some  work  along  this  line.  We  feel 
that  if  the  adjustment  continues  it  will  be 
only  a short  period  of  time  until  this  man 
has  made  a sufficient  recovery  and  can  be 
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at  home  with  his  family  again  and  be  a 
useful  citizen.  I have  given  you  a report 
on  this  patient  because  of  the  fact  that  we 
had  previously  given  him  insulin  without 
any  improvement  and  the  fact  that  we  ob- 
tained such  a sudden  improvement  on  the 
metrazol.  It  is  also  interesting  to  note  the 
enormous  amount  of  insulin  that  this  pa- 
tient took  each  day  without  any  effect  on 
him. 

It  is  our  opinion  that  metrazol  is  safe  in 
the  hands  of  any  capable  physician  who  has 
had  a minimum  of  experience  with  this  type 
of  patient  and  treatment,  and  it  is  possible 
for  the  early  cases  of  dementia  praecox  to 
be  treated  by  private  physicians,  in  any  hos- 
pital, in  the  physician’s  office  or  even  in 


the  home  if  sufficient  cooperation  and  as- 
sistance can  be  gotten  from  the  family.  It 
is  hopeful  on  our  part  that  early  cases  of 
dementia  praecox  will  get  early  treatment 
by  you  and  other  physicians  and  they  will 
improve  and  not  have  to  be  brought  here  as 
patients.  The  greatest  difficulty  we  are  hav- 
ing in  the  treatment  of  these  cases  is  the 
fact  that  they  have  been  mentally  ill  for 
many  years  before  the  family  brings  them 
to  the  institution.  They  do  not  bring  them 
here  until  they  have  tried  every  source  of 
treatment  outside  the  institution.  Statistics 
show  about  eighty  per  cent  remissions  or 
recovery  in  cases  of  six  months  or  less  du- 
ration. 
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INTUSSUSCEPTION  in  adults  is  a 
rather  rare  occurrence,  but  the  fact 
that  it  does  appear  is  sufficient  reason 
for  us  to  be  acquainted  with  the  signs  and 
symptoms  of  the  condition  so  that  we  may 
be  more  on  the  alert  for  its  detection  prior 
to  operation.  That  it  is  an  unusual  occur- 
rence is  borne  out  by  the  fact  that  in  the 
Nashville  General  Hospital  over  a period  of 
fifteen  years  there  was  only  one  case  re- 
ported in  75,000  admissions.  There  have 
been  three  cases  reported  at  St.  Thomas 
Hospital  and  only  one  case  at  the  Protes- 
tant Hospital  over  a period  of  years. 

Since  the  majority  of  these  cases  of  adult 
intussusception  have  as  a causative  factor 
tumor  of  the  small  intestine  or  large  in- 
testine, it  is  interesting  to  note  the  rarity 
of  tumors  of  the  small  intestine.  Raiford,1 
in  reporting  11,500  post-mortem  examina- 
tions, found  only  thirty-seven  benign  tu- 
mors of  the  small  intestine  and  reported 
that  thirteen  more  were  found  in  45,000 
surgical  specimens.  Willis2  reported  the 
finding  of  nineteen  benign  tumors  in  7,492 
autopsies.  In  1933,  Rankin3  and  Newell3, 
in  reporting  all  of  the  cases  at  the  Mayo 
Clinic,  were  able  to  find  only  thirty-six  be- 
nign tumors. 

I wish  to  present  five  cases  which  have 
been  seen  at  the  various  Nashville  hos- 
pitals. 

Case  No.  1 

Mrs.  W.  T.,  age  twenty-one,  admitted  to 
the  Protestant  Hospital,  Nashville,  Tennes- 
see, on  May  16,  1938,  with  a chief  com- 
plaint of  pain  in  the  stomach.  Present 
illness  began  thirty-six  hours  prior  to  ad- 
mission with  cramping  in  the  epigastrium 
associated  with  nausea  and  vomiting.  Mor- 
phine was  administered  by  her  family  phy- 
sician. She  was  comfortable  for  twelve 
hours,  at  which  time  she  was  having  no 
pain  in  either  lower  quadrant.  There  was 
no  blood  in  the  stools  and  no  frequency  of 
urination.  Twenty-four  hours  following 
the  beginning  of  her  illness,  the  temperature 


was  100,  pulse  110,  and  there  was  some  ten- 
derness in  the  left  lower  quadrant.  The 
pain  had  left  the  epigastrium,  the  vomiting 
however  had  continued.  Enemas  were  given 
with  good  results  and  no  blood  was  noted 
in  the  stools.  Vaginal  examination  nega- 
tive. Thirty  hours  following  the  onset  of 
the  illness  the  point  of  localization  had 
shifted  from  the  left  lower  quadrant  to 
McBurney’s  point.  Temperature  at  this 
time  was  101  2/5,  pulse  140,  and  the  respira- 
tion thirty.  The  past  history  indicated  that 
about  one  year  prior  to  this  attack  she  had 
suffered  a somewhat  similar  attack  which 
was  relieved  by  the  injection  of  morphine. 
There  was  no  history  of  constipation  or 
melena.  She  denied  having  had  any  pelvic 
infection.  She  had  one  child,  age  three, 
living  and  well.  It  was  impossible  to  de- 
velop any  familiar  history  as  to  other  at- 
tacks. 

Physical  Examination. — The  patient  was 
a rather  obese  white  female,  twenty-one 
years  of  age,  who  was  lying  quietly  in  bed 
and  apparently  suffering  no  acute  pain  at 
the  time  of  the  examination.  Physical  ex- 
amination negative  except  for  the  abdomen. 
Abdominal  examination  revealed  no  dis- 
tention. Percussion  showed  a slightly 
tympanitic  abdomen,  definite  peristalsis  oc- 
curred over  the  entire  abdomen.  Pelvic 
examination  negative.  The  urine  examina- 
tion was  negative  and  the  white  blood  count 
15,000. 

Impression. — Acute  appendicitis. 

Operation. — Under  general  anesthesia  the 
abdomen  was  opened  through  a McBurney 
incision.  Upon  entering  the  peritoneal  cav- 
ity a mass  occurring  near  appendix  region 
was  easily  visible.  Upon  closer  inspection 
it  was  found  to  be  an  intussusception  which 
had  occurred  in  the  small  intestine,  prob- 
ably in  the  ileum.  The  mass  was  quite  firm 
and  it  was  felt  that  very  probably,  since 
the  intussusception  from  the  history  had 
existed  for  thirty-six  hours,  the  intestine 
was  not  viable.  However,  reduction  of  the 
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intussusception  was  done  in  the  usual  man- 
ner. It  was  then  noted  that  the  intestine 
was  quite  dark,  gangrenous,  and  there  was 
a foul  odor  present.  A resection,  using  the 
basting  stitch  technique,  was  done,  and  end- 
to-end  anastomosis  accomplished.  No  drain- 
age used. 

The  patient  had  a rather  stormy  conval- 
escence for  the  first  two  days.  Transfu- 
sions were  given,  intravenous  and  parental 
glucose  and  saline  were  used,  and  constant 
Wagenstein  suction  was  employed.  The 
wound  healed  normally  by  first  intention. 

The  pathological  report  was  as  follows 
gross:  At  one  end  of  the  specimen  there 
is  a tumor  two  and  one-half  centimeters  in 
diameter.  It  is  rough  and  slightly  flattened 
on  the  top.  Cut  surface  of  the  tumor  is 
necrotic.  The  surface  of  the  tumor  is  rough 
and  granular.  The  tumor  itself  is  pliable, 
the  portion  of  the  gut  beginning  at  the 
tumor  and  extending  for  twenty  centime- 
ters is  grangrenous.  The  other  portion  of 
the  gut  is  normal  in  appearance. 

The  Microscopic  Pathology. — The  section 
shows  a finely  papillary  appearance  with 
great  vascularity.  There  are  several  pro- 
jections consisting  of  delicate  connective 
tissue  covered  with  a single  layer  of  cylin- 
drical epithelial  cells.  The  diagnosis  is 
villus  papilloma,  nonmalignant. 

Subsequent  follow-ups  show  the  patient 
to  be  quite  well. 

Case  No.  2 

E.  H.,  age  sixteen,  entered  the  hospital 
September  7,  1934,  with  a chief  complaint 
of  pain  in  the  right  lower  quadrant  asso- 
ciated with  nausea  and  vomiting  which  had 
been  present  for  twenty-four  hours.  Enema 
was  taken  and  good  results  were  obtained, 
however,  there  had  been  no  bowel  move- 
ment following  the  taking  of  the  enema. 
The  pain  had  been  more  or  less  of  an  in- 
termittent type  and  there  had  been  no  fever 
or  fecal  vomiting.  The  past  history  indi- 
cated that  two  years  prior  he  had  had  an 
operation  for  intussusception  with  a poly- 
pus present  and  that  two  years  prior  to 
this  operation  he  had  also  had  an  operation 
for  polypus  with  intussusception,  at  which 
time  the  appendix  was  removed.  The  fam- 
ily history  was  extremely  important.  The 


father,  age  thirty,  died  with  cancer  of  the 
rectum.  One  sister,  age  nineteen,  had  had 
two  operations  for  polypoid  tumors  of  the 
bowel.  Physical  examination  was  essen- 
tially negative  with  the  exception  of  the 
abdomen.  This  was  distended  and  on  pal- 
pation a small  rounded  mass,  just  to  the 
right  of  the  umbilicus  and  about  the  size 
of  a walnut,  could  be  felt.  The  urine  was 
negative,  and  the  white  blood  count  12,900. 
Temperature  90  3/5,  pulse  eighty.  The  ten- 
tative diagnosis  was  intussusception  and 
operation  was  advised. 

At  operation  intussusception  was  found 
near  the  ileocecal  valve  and  easily  reduced. 
Two  polypii  as  large  as  hickory  nuts,  three 
and  one-half  inches  apart,  were  found  in 
the  small  intestine.  Resection  of  six  inches 
of  the  small  intestine  was  done.  Patient 
made  a rather  uneventful  recovery.  Path- 
ological specimen  reported  multiple  polypii 
of  an  adenomatous  nature  with  chronic  in- 
flammatory tissue. 

There  are  two  points  of  extreme  interest 
in  this  patient.  The  first  was  the  familial 
history  of  polyposis  which  is  an  established 
fact.  The  second  interesting  point  is  that 
the  father  died  at  age  thirty  with  carcinoma 
of  the  rectum,  which  in  all  probability  was 
due  to  carcinomatous  change  of  polypii. 
Various  authors  have  claimed  that  large 
intestine  polyposis  predisposes  to  car- 
cinomatous disease  in  forty  per  cent  of 

cases.  ~ T 

Case  No.  3 

Mrs.  E.  R.,  age  twenty-two,  entered  the 
hospital  May  1,  1936,  with  a chief  com- 
plaint of  “pain  in  the  stomach/’  Her  chief 
complaint  began  five  days  before  admis- 
sion, at  which  time  she  was  seized  with 
pain  in  the  abdomen,  generalized  in  char- 
acter, but  chiefly  about  the  umbilicus  with 
occasional  pain  in  the  right  lower  quad- 
rant. She  was  nauseated  and  vomited. 
Enemas  were  given  and  good  results  noted 
on  the  first  stool.  There  had  been  no 
stools,  however,  since  the  beginning  of  the 
illness.  There  was  no  temperature  eleva- 
tion. The  past  history  indicated  that  she 
had  had  other  attacks  of  abdominal  pain, 
but  there  was  no  family  history  of  polyposis. 
The  temperature  was  normal,  pulse  120, 
respiration  twenty-five,  white  count  5,500. 
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Abdominal  examination  showed  generalized 
rigidity  present,  but  no  mass  could  be  felt. 
The  maximum  tenderness  was  to  the  right 
of  the  umbilicus  in  the  upper  border  of 
the  right  lower  quadrant.  There  was  mod- 
erate distention  noted.  Preoperative  diag- 
nosis was  appendiceal  abscess. 

At  operation  the  ileum  was  telescoped 
into  the  cecum.  The  intussusception  was 
reduced  and  about  three  inches  of  the  ileum 
was  removed.  Enterostomy  done  on  the 
ileum  twelve  inches  above  the  anastomosis. 
Postoperative  course  was  stormy,  but  the 
patient  recovered.  There  was  no  mention 
made  of  a polypus  in  the  pathological  re- 
port, merely  gangrenous  intestine  was 

noted.  ~ _ x,  . 

Case  No.  4 

Mr.  M.  E.,  age  twenty-three,  admitted  to 
the  hospital  August  23,  1932,  with  chief 
complaint  of  pain  and  tenderness  in  the 
right  lower  quadrant  dating  back  three  days 
prior  to  admission.  Chief  complaint  was 
initiated  by  a cramping  pain  in  the  epigas- 
trium associated  with  nausea  and  vomiting. 
These  symptoms  continued  until  the  morn- 
ing of  entry,  at  which  time  localization  was 
present  in  the  right  lower  quadrant.  Phys- 
ical examination  was  negative  with  the  ex- 
ception of  the  abdominal  examination  which 
showed  slight  distention  with  marked  rigid- 
ity and  pain  to  pressure  over  the  right 
| lower  quadrant.  There  was  also  marked 
pain  on  pressure  over  the  right  flank  region. 
There  was  a palpable  mass  in  the  right 
! lower  quadrant.  Impression  was  an  ap- 
pendiceal abscess.  Laparotomy  was  per- 
formed through  a McBurney  incision  and  a 
| typical  ileocecal  intussusception  was  found. 
The  intussusception  was  reduced  and  no 
resection  was  done.  The  patient  made  an 
uneventful  recovery. 

Case  No.  5 

M.  L.,  colored  female,  age  thirty,  entered 
the  hospital  February  23,  1926,  with  a chief 
complaint  of  cramping  pain  in  the  epigas- 
trium, which  had  been  present  constantly 
for  the  past  month.  The  pain  had  been  so 
i severe  as  to  prevent  her  sleeping  either  day 
f or  night.  Constipation  was  present  and  un- 
less she  took  salts,  having  watery  stools, 
there  was  no  bowel  movement.  There  was 
no  history  given  of  nausea  or  vomiting. 


Family  history  negative.  Physical  exam- 
ination revealed  a mass  which  could  be  felt 
easily  on  abdominal  examination  and  could 
be  palpated  easily  on  vaginal  examination. 
Above  this  and  just  to  the  right  of  the  navel 
was  a smaller  sausage-shaped  mass  which 
could  be  felt  and  a preoperative  diagnosis 
of  pyosalpinx  and  fibrosis  uteri  was  made. 

At  operation  the  sausage-shaped  tumor 
was  found  to  be  an  intussuscepted  mass 
which  could  be  reduced.  A small  tumor 
could  be  felt  within  the  lumen  of  the  in- 
testine. Resection  and  lateral  anastomosis 
was  done.  The  pathological  report  indi- 
cated that  the  tumor  felt  within  the  lumen 
of  the  canal  was  an  invaginated  Meckel’s 
diverticulum. 

In  the  five  cases  presented,  two  of  them 
showed  a benign  tumor  of  the  small  intes- 
tine, a third  showed  an  invaginated  Meckel’s 
diverticulum,  and  in  two  no  mention  was 
made  of  any  polypus  being  present. 

From  the  standpoint  of  mechanics  intus- 
susception may  be  considered  in  two  groups. 
The  first  group  consists  of  those  cases  which 
are  associated  with  a tumor,  often  polypoid, 
and  situated  at  the  apex  of  the  intussuscep- 
tion. In  these  cases  the  polypus  has  been 
dealt  with  by  the  bowel  below  as  if  it  were 
the  usual  intestinal  content  and  is  hurried 
along  the  intestinal  tract  dragging  with  it 
the  intestine.  The  second  group  is  com- 
posed of  those  cases  in  which  there  is  an 
irritation  to  the  bowel.  This  latter  group 
has  always  occasioned  considerable  difficulty 
in  visualizing  the  mechanical  commence- 
ment of  intussusception.  It  is  necessary 
that  in  order  to  clarify  this  condition  that 
we  consider  first  that  transient  intussus- 
ception is  a naturally  occurring  movement 
in  the  intestine,  as  is  shown  by  various 
physiological  studies.  Secondly,  it  has  been 
shown  experimentally  that  it  is  possible  to 
produce  intense  local  spasms,  causing  a 
veritable  constriction  ring  in  the  intestine, 
either  by  pinching  it  with  a forceps  or  by 
electrical  stimulation.  This  constriction 
ring  may  remain  for  some  time,  and  it  is 
quite  easy  to  visualize  it  passing  into  the 
dilated  intestine  which  is  distal  to  it  and 
forming  the  origin  of  the  intussusception. 
Therefore,  it  would  seem  that  the  presence 
of  a tumor  of  the  intestine  or  particles  of 
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undigested  food  might  be  sufficient  in  char- 
acter as  to  cause  a rather  intense  spasm  of 
the  intestine,  inducing  the  formation  of  in- 
tussusception. 

The  signs  and  symptoms  of  intussuscep- 
tion will  vary  as  to  the  degree  of  obstruc- 
tion and  strangulation  of  gut.  The  pre- 
dominance of  either  of  the  two  will  deter- 
mine the  severity  of  the  symptoms. 

The  first  symptom  is  pain.  This  is  typical 
of  partial  obstruction  of  the  intestine  in 
that  the  pain  is  intermittent  and  is  paroxys- 
mal until  complete  obstruction,  strangula- 
tion, or  peritonitis  has  occurred.  The  onset 
is  usually  quite  sudden,  but  may  be  insid- 
uous.  The  past  history  will  most  frequent- 
ly indicate  that  the  patient  has  had  other 
attacks  similar  to  this,  generally  lasting 
from  a few  minutes  to  possibly  a few  hours 
and  then  suddenly  relieving  itself.  In  the 
interim  between  the  paroxysms  the  patient 
may  lie  quite  comfortable,  but  during  the 
paroxysms  the  leg  is  usually  drawn  up  and 
a painful,  agonized  expression  is  noted  on 
the  face.  When  complete  obstruction  de- 
velops, gangrene  of  the  intestine  possibly 
takes  place  and  the  pain  then  is  both  con- 
tinuous and  paroxysmal. 

Vomiting. — This  sign  practically  always 
occurs  and  varies  as  to  the  location  of  the 
intussusception.  In  those  cases  in  which 
intussusception  is  in  the  large  intestine,  it  is 
much  less  frequent  than  in  those  in  which 
the  intussusception  occurs  at  a higher  level. 
It  may  or  may  not  be  fecal  in  character,  de- 
pending upon  the  length  of  time  which  the 
obstruction  has  persisted. 

Constipation. — As  a rule,  constipation  is 
absent  until  edema  of  the  affected  gut  be- 
comes great  enough  to  completely  occlude 
the  lumen  of  the  intestine.  In  adults  with 
intussusception  which  occurs  in  the  small 
intestine  due  to  tumor,  we  frequently  find 
that  the  stools  will  not  contain  any  blood 
until  a very  late  stage  has  been  reached. 
This  was  demonstrated  by  our  first  patient 
who  at  no  time  during  the  thirty-six  hours 
of  her  illness  passed  any  blood  at  all.  How- 
ever, it  may  be  safely  said  that  usually  blood 
will  appear  and  the  closer  to  the  rectum 
that  the  intussusception  occurs,  the  earlier 
the  appearance  of  blood  will  be  noted. 

Distention. — This  is  a symptom  which 


usually  occurs  rather  late  in  the  course  of 
the  illness.  The  early  stages  of  intussus- 
ception are  not  marked  by  distention.  This 
is  usually  present  only  after  complete  ob- 
struction exists  for  some  time.  In  the  late 
stages  when  general  peritonitis  intervenes, 
distention  is  quite  pronounced. 

Temperature. — This  is  usually  normal  or 
even  subnormal  at  the  beginning  of  the 
illness.  As  strangulation  and  infection  take 
place  the  temperature  may  rise  to  102,  103, 
or  104. 

White  Blood  Count. — This  will  tend  to 
coincide  with  the  temperature  findings  in 
that  in  the  late  stages  it  tends  to  rise 
markedly. 

Physical  Examination.  — In  the  early 
stages  the  patient  may  be  seen  to  be  per- 
fectly comfortable  between  the  paroxysms 
of  pain.  Paroxysms  are  accompanied  by 
the  drawing  up  of  the  leg,  twisting  in  bed, 
and  expressions  of  pain  are  prominent  over 
the  patient’s  face.  In  rather  thin  individ- 
uals peristalsis  may  be  seen.  If  the  intus- 
susception has  advanced,  however,  the  ab- 
domen is  more  or  less  held  rigid  and  abdom- 
inal respiration  is  diminished.  Meteorism, 
while  it  is  negligible  in  the  beginning  of 
the  illness,  becomes  marked  as  the  condition 
progresses.  The  pupils  are  often  dilated 
and  the  patient  presents  a rather  pale,  ap- 
prehensive appearance. 

Auscultation  of  the  Abdomen. — As  in  the 
case  of  the  other  mechanical  intestinal  ob- 
structions, peristaltic  sounds  ordinarily  are 
exaggerated  until  complete  obstruction, 
strangulation  or  peritonitis  occurs.  Then 
there  is  the  quiet  abdomen. 

Percussion. — The  abdomen  is  only  mod- 
erately tympanitic  until  the  condition  has 
advanced;  due  to  the  edema  of  the  affected 
gut  the  obstruction  becomes  complete  and 
consequently  distention  with  tympany  over 
the  abdomen  is  present. 

Palpation. — If  the  intussusception  has 
proceeded  to  complete  obstruction,  stran- 
gulation of  the  gut,  or  peritonitis  has  oc- 
curred the  abdomen  is  rigid  and  tender  on 
palpation.  Until  these  changes  have  oc- 
curred no  rigidity  or  tenderness  exists  dur- 
ing the  paroxysms.  A sausage-shaped  and 
sometimes  rounded  tumor  may  be  palpated 
anywhere  in  the  abdomen,  but  it  is  most 
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frequently  felt  cn  the  right  side.  A cystic 
tumor  which  can  be  felt  to  contract  syn- 
chronously with  the  paroxysms  of  pain  is 
pathogemonic.  The  right  iliac  fossa  seems 
empty  on  palpation  if  the  condition  is  en- 
terocolic  or  colic.  It  may  be  impossible  to 
palpate  the  tumor  unless  the  patient  is 
placed  in  a warm  bath  or  anesthesized. 

Rectal  Examination. — Many  of  the  cases 
of  intussusception  in  adults  involves  the 
large  intestine  since  it  is  a more  frequent 
site  of  polypii.  Consequently  in  many  of 
these  cases  rectal  examination  reveals  the 
intussuscepted  mass  and  the  examining  fin- 
ger will  feel  a soft  tumor  resembling  the 
cervix  uterii.  If  the  intussusception  has 
advanced  to  the  descending  colon,  ballooning 
of  the  rectum  is  present  and  the  rectal 
mucous  membrane  feels  soft  and  edematous. 
When  the  examining  finger  is  withdrawn 
quite  frequently  blood  may  be  found  on  it. 

Diagnosis. — Space  does  not  permit  one  to 
go  into  the  various  phases  of  differential 
diagnosis.  However,  we  might  mention  in 
passing,  a few  of  those  diseases  which  may 
be  and  frequently  are  mistaken.  First, 
acute  appendicitis ; second,  acute  entero- 
colitis ; third,  acute  regional  lietitis.  These 
three  will  probably  constitute  the  majority 
of  those  acute  conditions  most  frequently 
confusing  one  with  the  true  diagnosis  of 
intussusception. 

Treatment. — There  has  been  a great  deal 
written  concerning  the  treatment  of  intus- 
susception. We  will  consider  briefly  the 
preoperative,  operative,  and  postoperative 
methods  of  management. 

Preoperative  Treatment. — Preoperatively 
we  feel  that  the  fluid  balance  in  dehydrated 
individuals  must  be  maintained  by  the  use 
of  glucose  and  saline  both  intravenously 
and  parentally.  In  cases  of  late  intussus- 
ception in  which  it  is  suspected  that  stran- 
gulation and  infection  have  taken  place,  pre- 
liminary blood  transfusion  as  a supportive 
measure  is  oftentimes  good  judgment. 

Operative  Treatment. — In  early  cases  of 
intussusception,  which  may  be  easily  re- 
duced, this  is  probably  the  best  step  to  take. 
It  may  then  be  determined  from  palpation 


of  the  intestine  as  to  the  pathological  rea- 
son for  the  occurrence  of  the  intussuscep- 
tion. Should  the  causative  agent  be  deter- 
mined to  be  a tumor  of  the  small  intestine, 
resection  can  be  undertaken  on  the  spot.  If 
the  pathology  is  in  the  large  intestine  it  is 
oftentimes  wise  to  do  an  exterioration  of 
the  intussuscepted  intestine  with  subsequent 
resection.  In  those  cases  of  intussusception 
which  have  existed  longer  tham  twenty-four 
hours  we  may  strongly  suspect  from  both 
observation,  palpation,  and  history  that  the 
intussuscepted  intestine  is  not  viable.  In 
these  latter  cases  we  feel  that  resection  of 
the  mass  is  preferable  without  any  attempt 
at  reduction.  There  are  three  reasons  for 
our  saying  this : First,  at  the  end  of  a twen- 
ty-four-hour period  the  intestine  is  usually 
gangrenous;  second,  the  causative  agent  of 
the  intussusception  being  usually  a polypus, 
resection  is  likely  to  be  necessary;  third, 
the  reduction  of  the  intussusception  is  con- 
ducive to  infection  of  the  peritoneal  cavity 
through  soilage. 

As  to  the  type  of  resection  done  that  will 
of  course  depend  upon  the  type  which  the 
operator  feels  that  he  is  best  familiar  with. 
Our  own  experience  has  taught  us  that  the 
basting  stitch  technique  is  probably  the  best 
in  so  far  as  asepsis  is  concerned. 

Postoperative  Treatment. — Since  the  ad- 
vent of  the  Wangensteen  suction,  enteros- 
tomy has  been  more  or  less  discarded. 
Wangensteen  suction  has  been  used  in  our 
cases  for  the  first  forty-eight  to  seventy- 
two  hours. 

The  patient  is  placed  in  Fowler’s  position 
and  sedation  is  obtained  by  the  use  of 
opiates.  Blood  transfusions,  glucose,  and 
saline  are  all  used  to  maintain  fluid  and 
blood  chemistry  balance. 
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The  New  President 

Dr.  William  Oscar  Baird  was  born  in  Henderson,  Tennessee,  August  25, 
1885.  He  is  the  son  of  the  late  Dr.  John  W.  Baird  who  was  one  of  the 
pioneer  physicians  of  this  county  and  who  practiced  medicine  here  for  half 
a century.  His  mother,  Mrs.  Mollie  C.  Baird,  is  still  living  and  quite  ac- 
tive for  her  age. 

In  his  youth,  Dr.  Baird  attended  a private  school  and,  after  a few  years, 
entered  the  West  Tennessee  Christian  College,  later  known  as  the  Georgia 
Robertson  Christian  College.  From  this  institution  he  received  the 
following  degrees:  L.I.,  in  1901;  B.S.,  in  1902;  A.B.,  in  1903.  He  was 
also  graduated  from  the  commercial  department  of  this  college.  He  then 
took  a special  course  from  George  Peabody  College  in  Nashville.  Upon 
completion  of  a four-year  medical  course,  he  graduated  from  the  Uni- 
versity of  Louisville  where  he  obtained  his  M.D.  degree.  During  the  years 
1920-21,  he  pursued  a study  of  Internal  Medicine  at  Harvard  University 
and  the  University  of  Pennsylvania.  Upon  graduation  from  the  latter 
institution  he  was  awarded  the  M.M.  Sc.  degree. 

Dr.  Baird  has  devoted  much  time  to  postgraduate  study  in  New  York, 
New  Haven,  Boston,  Philadelphia,  New  Orleans,  St.  Louis  and  Vienna.  In 
order  to  have  a better  understanding  of  tuberculosis,  he  spent  several 
months  as  Medical  Superintendent  of  a sanatorium  in  New  Mexico. 

During  1907-08,  he  was  acting  assistant  surgeon  of  the  United  States  Ma- 
rine Hospital  in  Cleveland,  Ohio. 

In  1915-16,  he  was  associated  with  the  Memphis  Board  of  Health  as  school 
inspector.  In  1917-18,  he  was  physician  to  the  City  Tuberculosis  Hospital. 
In  addition  to  the  above  appointments,  he  enjoyed  a very  large  general 
practice  in  Memphis. 

During  the  summer  of  1918,  he  enlisted  in  the  medical  corps  of  the  United 
States  Army  as  First  Lieutenant  and  was  assigned  to  the  Tuberculosis  Sec- 
tion of  Internal  Medicine.  After  the  armistice,  he  obtained  an  honorable 
discharge.  He  returned  to  Memphis  to  resume  his  practice,  but  on  account 
of  his  health,  he  was  advised  by  physicians  to  leave  the  city  for  a rest.  Ac- 
ting upon  this  advice,  he  then  returned  to  Henderson.  After  fully  recuper- 
ating, he  preferred  to  remain  here  and  his  professional  activities  have, 
for  many  years,  kept  him  a busy  man. 

He  is  a member  of  the  Phi  Chi  fraternity,  various  fraternal  orders,  a bank 
director,  as  well  as  director  on  other  boards. 

He  has  ever  been  an  enthusiastic  worker  for  organized  medicine.  He  has 
held  membership  in  many  societies,  viz.:  Madison  County,  Tennesse  State, 
Southern,  and  American  Medical  Associations.  He  has  been  president  of 
the  Tri-County  Medical  Association.  Likewise,  he  has  been  president  of 
the  West  Tennessee  Medical  and  Surgical  Association.  For  many  years, 
he  has  served  in  the  House  of  Delegates  of  the  State  Society  and  on  the 
Committee  of  Education. 

In  1911,  he  was  married  to  Miss  Birdie  Wardlow,  of  Ripley,  Mississippi. 
They  have  one  son,  William,  who  is  now  twenty-one  and  who  is  completing 
a premedical  course. 

Dr.  Baird  is  one  of  the  outstanding  citizens  of  the  town  in  which  he  lives. 
He  has  a fine  personality  and  is  a genial  companion  to  his  many  friends. 
He  has  ever  been  interested  in  all  matters  pertaining  to  the  progress  and 
welfare  of  his  town  and  is  looked  upon  as  one  of  the  most  enterprising  citi- 
zens. The  high  regard  in  which  his  medical  friends  hold  him  is  evidenced 
bv  the  prominent  positions  to  which  he  has  been  elected. 

N.  B.  H. 
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SHALL  PATIENTS  AND  DOC- 
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OF  JUDGMENT  IN  THE  MATTER 
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THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


The  1939  Session  of  the  Tennessee 
State  Medical  Association 

We  are  now  in  position  to  view  the  meet- 
ing in  retrospect. 

A total  of  three  hundred  eighty  doctors 
registered  their  attendance.  This  registra- 
tion seems  relatively  small.  In  reality  it 
is  not  small.  When  the  meeting  is  held  in 
one  of  the  larger  cities  the  registration  of 
local  physicians  easily  may  run  the  num- 
ber over  five  hundred. 

A number  of  activities  were  going  much 
of  the  time.  The  pediatricians  held  a meet- 
ing. The  eye,  ear,  nose,  and  throat  men 
held  a meeting.  There  was  the  general 
session  of  the  association.  The  House  of 
Delegates  was  in  session  a great  deal  of  the 
time.  Several  committees  were  in  session. 
F or  example,  the  Cancer  Committee  and  the 
Committee  on  Postgraduate  Education. 

A doctor  who  had  never  served  in  the 
House  of  Delegates  before  sat  through  all 
the  sessions  of  the  House  in  Jackson,  and 
after  adjournment  said  to  the  writer,  “I 


had  no  idea  that  the  Association  was  carry- 
ing on  so  many  activities.” 

Many  activities  are  being  carried  on. 
They  are  carried  on  with  a singleness  of 
purpose.  The  single  purpose  is  the  delivery 
of  the  best  medical  care  possible  to  the  peo- 
ple of  the  state.  To  achieve  this  objective 
new  medical  knowledge  must  be  dissemi- 
nated just  as  fast  as  it  is  produced.  As 
compared  with  the  past,  a very  short  time 
elapses  between  the  development  of  a new 
therapeutic  procedure  and  the  application 
of  that  procedure  in  the  sickroom  or  hospi- 
tal ward. 

The  Program  Committee  attempted  to 
feature  those  scientific  subjects  in  which 
marked  progress  has  been  made.  For  ex- 
ample, great  advances  have  been  made  in 
the  treatment  of  pneumonia.  The  latest 
developments  in  this  connection  were  pre- 
sented. 

Great  advances  have  been  made  in  the 
subject  of  pellagra  and  allied  conditions. 
This  subject  was  featured. 

A doctor  simply  cannot  keep  himself 
abreast  of  the  times  without  attending  med- 
ical meetings  and  reading  medical  litera- 
ture. 

Recognizing  that  the  doctor  is  the  in- 
strumentality through  which  advances  in 
medical  knowledge  are  made  effective  in 
relieving  sick  people,  the  Association  is,  at 
all  times,  and  in  many  ways  trying  to  keep 
the  profession  up  to  date. 


The  American  Medical  Association  Ses- 
sion in  St.  Louis,  May  15-19,  1939 

Members  of  the  State  Association  who 
are  not  subscribers  to  the  Journal  of  the 
American  Medical  Association  may  not  be 
aware  of  the  fact  that  the  biggest  medical 
meeting  that  takes  place  in  the  United 
States  in  any  one  year  will  take  place  in 
St.  Louis,  Missouri,  May  15-19. 

The  biggest  and  best  display  of  scientific 
exhibits  to  be  seen  in  the  world  will  be  in 
St.  Louis. 

The  largest  and  best  display  of  commer- 
cial exhibits  to  be  seen  at  any  one  medical 
meeting  in  the  world  will  be  on  display. 

There  will  be  a scientific  program  of 
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broad  general  interest  Monday  and  Tues- 
day and  the  sectional  meetings  begin  on 
Wednesday  morning. 

There  are  many  doctors  in  Tennessee 
who  have  never  attended  a meeting  of  the 
American  Medical  Association. 

It  has  been  sometime  since  the  meeting 
was  held  in  such  close  proximity  to  Tennes- 
see. It  occurs  at  a time  when  doctors  need 
a little  change  from  their  daily  grind.  Ten- 
nessee doctors  can  hardly  afford  to  miss  this 
meeting. 


Suggestions  to  Doctors 

We  are  in  receipt  of  numerous  inquiries 
as  to  where  information  on  any  subject 
touching  medicine  can  be  had.  We  are  con- 
vinced that  it  is  not  generally  known  that 
the  American  Medical  Association  main- 
tains a Box  Library  Department  in  the 
headquarters  office  building,  535  North 
Dearborn  Street,  Chicago.  A request  by 
postcard  will  obtain  the  reference  desired  or 
a box  library  at  very  small  cost. 

At  the  present  moment  doctors  are  called 
upon  at  frequent  intervals  to  discuss  the 
attitude  of  the  medical  profession  on  the 
subject  of  socialized  medicine.  The  fate  of 
organized  medicine  will  be  determined,  very 
largely,  by  the  type  of  reasoning  presented 
by  doctors  to  their  local  clubs. 

We  have  endeavored  to  carry  on  the  edi- 
torial page  of  the  Journal  authoritative 
information  on  the  subject  to  the  end  that 
every  doctor  who  is  called  upon  to  discuss 
the  subject  will  be  sufficiently  familiar  with 
it  to  give  a logical  reasoning  for  the  faith 
that  is  in  him  and  to  defend  in  a convincing 
manner  the  stand  taken  by  the  profession 
of  medicine. 

It  is  not  the  one  speech  or  one  article 
that  counts  so  much.  It  is  the  effect  of  the 
sum  total  of  all  the  various  discussions  that 
take  place  that  will  determine. 


Economic  Administration  of  Health 
Insurance  Benefits 
In  the  Organization  Section  in  the  Jour- 
nal of  the  American  Medical  Association 
for  April  29,  there  appears  a discussion  of 
a recent  report  issued  by  the  International 


Labor  Office  in  Geneva  touching  the  above 
subject. 

We  believe  this  discussion  is  of  sufficient 
general  interest  to  warrant  its  reproduc- 
tion. 

“Nothing  more  illustrative  of  the  dom- 
inance of  financial  considerations  over  med- 
ical science  in  the  administration  of  sick- 
ness insurance  has  appeared  than  this 
report  of  the  International  Labour  Office.1 
Like  most  of  the  publications  of  this  office, 
it  is  the  result  of  the  work  of  several  com- 
missions of  experts.  The  material  has  been 
finally  arranged  by  Walter  Pryll,  social 
medical  officer  of  the  International  Labour 
Office  and  for  many  years  active  in  the  ad- 
ministration of  sickness  insurance  institu- 
tions in  Germany.  This  domination  of 
financial  considerations  and  the  economy 
which  it  enforces  cannot  well  be  criticized 
once  the  system  of  sickness  insurance  comes 
into  existence,  but  its  very  necessity  in- 
volves such  restrictions  on  the  development 
of  medical  science  and  its  application  to  the 
large  section  of  the  population  covered  by 
insurance  as  to  constitute  in  itself  an  in- 
dictment of  the  entire  principle  of  sickness 
insurance. 

“ ‘Social  insurance  institutions  must  base 
themselves  on  the  principle  of  economy  and, 
as  far  as  possible,  make  it  govern  all  their 
organization  and  working’  (p.  10).  ‘The 
funds  are  therefore  compelled  to  strike  the 
best  balance  they  can  between  the  special 
needs  of  those  insured  with  them  and  the 
limited  means  at  their  disposal’  (p.  13). 
Such  a program  must  restrict  the  applica- 
tion of  many  types  of  medical  care,  although 
the  funds  are  required  to  use  ‘all  the  means 
and  methods  that  have  been  approved  by 
science  and  tested  in  practice,  in  so  far  as 
they  are  easily  available  at  a reasonable 
cost’  (p.  16). 

“We  are  told  that  ‘it  was  the  principle 
of  economy  that  led  the  insurance  institu- 
tions to  engage  in  preventive  work’  and 
that  ‘prevention  is  not  only  easier,  but  also 
cheaper  than  cure  and  than  the  cost  of  com- 
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pensation'  (p.  16).  No  illustrations  are  of- 
fered, however,  of  the  extent  of  such  pre- 
ventive work  under  insurance  or  of  the 
results  it  has  produced,  and  just  a little 
later  it  is  admitted  that  the  funds  ‘must 
not  use  any  of  their  resources  for  the  indi- 
vidual or  collective  prevention  of  disease  if 
this  form  of  activity  is  not  expressly  pre- 
scribed or  permitted  by  law’  (p.  19). 

“In  spite  of  many  cleverly  worded  ex- 
planations intended  to  show  that  this  eco- 
nomical administration  does  not  injure  the 
practice  of  medicine,  any  one  accustomed 
to  the  professional  attitude  in  a country 
free  from  insurance  institutions  who  reads 
the  multitude  of  restrictions  cannot  fail  to 
be  impressed  with  the  fact  that  the  one 
dominating  thought  that  must  constantly 
be  in  the  physician's  mind  is  not  the  wel- 
fare of  the  patient,  but  the  welfare  of  the 
insurance  funds. 

“Advocates  of  sickness  insurance  in  the 
United  States  who  visualize  great  clinics 
of  specialists  using  highly  expensive  equip- 
ment might  read  with  profit  the  statement 
that  ‘it  is  sheer  extravagance  to  have  a pa- 
tient very  thoroughly  examined  by  a spe- 
cialist, with  the  aid  of  the  most  expensive 
apparatus  available,  before  considering 
whether  such  a step  is  necessary  or  likely 
to  be  fruitful,  so  that  in  the  end  such  addi- 
tional knowledge  as  may  be  obtained  is 
bought  at  too  great  an  expenditure  of  ma- 
terial, time,  and  money'  (p.  35).  In  no 
country  do  insured  patients  customarily  re- 
ceive any  such  service. 

“There  is  an  entire  chapter  on  the  appli- 
cation of  the  principle  of  economy  to  diag- 
nosis, which  alternates  between  emphasis 
on  the  necessity  of  careful  diagnosis  to  de- 
tect incipient  diseases  and  numerous  in- 
stances of  the  economic  obstacles  which  in- 
surance must  maintain  that  would  prevent 
any  such  diagnosis.  The  ideal  is  set  up  not 
only  of  the  diagnosis  of  the  disease,  but  of 
the  ‘psychophysical  state  of  the  patient,'  of 
his  relations  to  society,  and  of  the  ‘prognosis 
and  plan  of  treatment  and  cure.’  The  reader 
who  knew  nothing  of  insurance  might  think 
that  such  a diagnosis  was  common  under 
insurance,  but  the  compiler  of  this  volume 


wisely  does  not  attempt  to  give  any  exam- 
ples. 

“When  it  comes  to  the  application  of  the 
principle  of  economy  to  therapeutics,  we 
are  told  that  ‘the  private  practitioner  may 
apply  any  methods  of  diagnosis  and  treat- 
ment which  he  considers  necessary  so  far 
as  his  patient  is  prepared  to  pay  the  cost, 
whereas  a practitioner  who  is  treating  in- 
sured persons  must  follow  the  principle 
of  economy  . . .’  (p.  64).  We  are  assured 
that  ‘the  patient  must  not  be  required  to 
put  up  with  second-rate  methods  of  treat- 
ment or  with  cheap  measures  of  inferior 
quality  selected  merely  on  grounds  of  econ- 
omy,’ but  that  ‘the  necessary  treatment  is 
that  which  alone  of  all  the  appropriate, 
adequate,  and  reasonably  priced  methods 
guarantees  success  and  is  applied  only  so 
far  as  is  necessary  to  achieve  the  purpose 
of  the  insurance  scheme'  (p.  72).  The  as- 
sumption that  the  ‘necessary  treatment* 
which  ‘guarantees  success’  can  be  deter- 
mined would  seem  to  require  that  the  in- 
surance physician  have  a knowledge  that 
exceeds  medical  science.  The  point  is  re- 
peatedly emphasized  that  in  many  cases 
rest,  massage,  baths  or  other  treatment  not 
requiring  drugs  or  appliances  may  be  used 
for  reasons  of  economy.  Perhaps  this  ex- 
plains the  renaissance  of  the  ‘naturheiler’ 
and  other  cults  and  quacks  in  Germany^ 
under  Hitler.  The  physician  is  constantly 
warned  against  the  overuse  of  drugs.  No 
complaint  could  be  made  against  such  a 
warning  if  really  based  on  therapeutic  rea- 
sons, but  the  constant  emphasis  on  economy 
suggests  that  wholly  different  reasons  ac- 
tually govern.  This  is  true  of  the  recom- 
mendation that  only  drugs  included  in  the 
special  formularies  be  used  and  that  pro- 
prietaries be  avoided.  But  on  this  point  also 
the  emphasis  on  the  economy  angle  is  far 
greater  than  on  the  scientific. 

“That  politics  even  more  than  economy 
may  guide  the  actions  of  the  legislators  is 
indicated  by  the  following,  which  is  per- 
haps the  most  significant  statement  in  the 
entire  report: 

“ ‘Nor  can  the  legislative  authorities  be 
guided  solely  by  economic  considerations 
when  drawing  up  the  regulations  concern- 
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ing  benefits.  Financial  limits  may  be  im- 
posed, beyond  which  they  cannot  go.  They 
may  have  to  reject  many  ideas  that  are  ac- 
ceptable from  the  point  of  view  of  economy 
and  agree  to  others  that  are  economically 
unsound  simply  because  of  the  relative 
strength  of  the  various  political  parties  in 
the  government  at  the  time’  (p.  19). 

“There  is  an  entire  chapter  on  the  appli- 
cation of  the  principle  of  economy  to  pre- 
ventive measures,  but  no  mention  is  made 
of  immunization,  and  it  would  appear  that 
most  of  these  measures  would  consist  of 
good  advice  and  cooperation  with  health  de- 
partments and  special  institutions  for  con- 
trolling such  diseases  as  tuberculosis. 

“One  large  section  is  devoted  to  a discus- 
sion of  the  principle  of  economy  in  national 
laws  and  regulations.  Once  more  it  is  dif- 
ficult to  raise  a direct  objection  to  most  of 
these  regulations,  but  when  they  are  exam- 
ined as  a whole  they  give  the  picture  of  a 
legal  cage,  within  which  the  physician  is 
compelled  to  practice.  He  is  constantly 
warned  to  watch  the  quantity  prescribed, 
to  see  that  containers  are  returned  and  used 
again,  that  only  certain  types  of  prescrip- 
tions that  require  the  least  time  to  com- 
pound are  used,  and  so  on. 

“One  source  of  economy  is  never  men- 
tioned. There  is  no  discussion  of  the  costs 
of  administration,  of  the  palatial  offices  of 
insurance  carriers — always  so  much  better 
equipped  than  the  hospitals — or  of  the 
swarm  of  administrators  whose  expenses 
must  be  met  out  of  the  certainly  inadequate 
income  derived  from  poorly  paid  workers. 

“More  than  half  the  book  is  devoted  to 
the  national  laws  and  regulations  designed 
to  enforce  the  principle  of  economy  in 
Czechoslovakia,  France,  Germany,  Great 
Britain,  Hungary,  Poland,  and  Yugoslavia. 
These  laws  and  regulations,  with  their  pro- 
visions for  the  supervision  of  insurance 
practitioners  and  control  of  the  excessive 
treatment  and  prescribing,  are  a complete 
answer  to  those  who  say  that  there  is  no 
restriction  by  lay  authorities  of  the  practice 
of  medicine  under  insurance.  Nearly  every 
country  provides  for  elaborate  pricing  and 
statistical  compilation  of  the  cost  of  pre- 
scriptions to  establish  a median  or  average 


cost  for  each  prescription.  Any  physician 
who  exceeds  this  cost  in  any  considerable 
manner  is  warned  and,  if  he  does  not  con- 
form, is  punished.  Governments  and  insur- 
ance carriers  maintain  extensive  and  costly 
systems  of  supervising  physicians  and  ‘sick 
visitors’  to  check  the  work  of  the  insurance 
physician  and  to  see  that  he  does  not  spend 
too  much  in  treatment.  Everywhere  the 
emphasis  is  on  the  cost  rather  than  on  qual- 
ity of  medical  care. 

“The  effect  of  all  this  on  a physician  can- 
not but  be  to  compel  him  to  keep  constantly 
in  the  forefront  of  his  mind  not  the  prin- 
ciples of  the  best  medical  diagnosis  and 
treatment,  but  the  ‘principle  of  economy.’ 
He  knows  that  his  professional  reputation 
and  livelihood  will  be  destroyed  if  he  over- 
steps the  economy  principles  much  more 
quickly  than  if  he  violates  the  principles 
of  proper  diagnosis  and  adequate  treat- 
ment.” 


The  Postgraduate  Course  in  Pediatrics 
The  postgraduate  course  in  obstetrics, 
which  was  conducted  in  Tennessee  and  com- 
pleted last  year,  was  so  thoroughly  success- 
ful that  numerous  requests  are  received 
from  all  over  the  country  for  information 
concerning  conduct  of  the  course. 

A postgraduate  course  in  pediatrics  is 
now  being  given  under  the  same  auspices. 

On  another  page  of  this  issue  of  the  Jour- 
nal is  a communication  from  a committee 
of  doctors  who  have  had  the  course  now 
being  given  in  which  they  take  occasion 
to  praise  the  course  and  the  conduct  of  the 
instructor  who  is  Dr.  Willis  H.  Thompson. 
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Dr.  A.  G.  Kern 

Dr.  A.  G.  Kern,  Knoxville;  University 
of  Pennsylvania,  School  of  Medicine,  Phila- 
delphia, 1901 ; aged  sixty-three ; died  De- 
cember 5,  1938. 

Dr.  James  A.  Mourfield 
Dr.  James  A.  Mourfield,  Lenoir  City; 
Vanderbilt  University,  School  of  Medicine, 
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Nashville,  1883;  aged  eighty-three;  died 
September  16,  1938. 


Dr.  A.  L.  Lawson 

Dr.  A.  L.  Lawson,  Elk  Valley;  Hospital 
College  of  Medicine,  Louisville,  1896;  aged 
sixty-seven;  died  March  9,  1939. 


RESOLUTIONS 


Dr.  G.  G.  Mulherin 

On  January  9,  1939,  the  Haywood  County 
Medical  Society  and  Haywood  County  Me- 
morial Hospital  staff  lost  one  of  their  dis- 
tinguished members  in  the  death  of  Dr.  G. 
G.  Mulherin. 

He  was  sixty-four  years  old  and  spent 
all  of  his  life  in  Haywood  County.  He  prac- 
ticed medicine  at  Nut  Bush  a number  of 
years  before  moving  to  Brownsville  to  be- 
come associated  with  his  brother  profes- 
sionally. 

He  married  Miss  Lelly  Walker,  who  died 
some  years  ago,  leaving  him  four  sons.  He 
demonstrated  his  skill  as  a father  in  rearing 
four  exceptionally  fine  young  men. 

In  the  loss  of  Gill  Mulherin,  Brownsville 
and  Haywood  County  lost  one  of  its  most 
useful  and  public-spirited  citizens,  he  being 
a thirty-second  degree  Mason  and  Shriner, 
a member  of  the  Rotary  Club  and  Chamber 
of  Commerce.  He  was  also  local  surgeon 
for  the  Louisville  and  Nashville  Railroad. 
He  was  a member  of  the  Haywood  County 
Medical  Society,  Tennessee  State  Medical 
Association,  and  Southern  Medical  Society. 
He  attended  the  Midsouth  Postgraduate 
Medical  Assembly  at  every  meeting. 

In  recognition  of  his  faithful  service  in 
the  practice  of  medicine  and  the  noble, 
faithful  services  he  rendered  while  he  lived 
and  practiced,  the  Haywood  County  Medical 
Society  and  staff  of  the  Haywood  County 
Memorial  Hospital  offer  the  following  reso- 
lutions : 

“Be  It  Resolved,  That  the  Haywood  Coun- 
ty Medical  Society  deeply  regret  the  early 
and  sudden  passing  of  one  of  our  members 
as  he  was  approaching  the  climax  of  a dis- 
tinguished career. 

“Be  It  Further  Resolved,  That  we  extend 


to  his  sons  and  brothers  and  other  connec- 
tions our  sympathy  and  condolence. 

“Be  It  Further  Resolved,  That  a copy  of 
these  resolutions  be  sent  to  his  sons,  a copy 
to  the  secretary  and  editor  of  the  State 
Medical  Journal,  and  a copy  be  spread  on 
the  records  of  our  societies/’ 

(Signed)  John  M.  Chambers, 

R.  T.  Keeton, 

T.  C.  Chapman. 
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Jackson,  Tenn.,  May  5,  1939. 
Dr.  John  M.  Lee,  Chairman 
Committee  on  Postgraduate  Instruction  in 
Pediatrics 

420  Sixth  Avenue,  North 
Nashville,  Tennessee 
Dear  Doctor: 

We  are  just  completing  the  course  on 
postgraduate  instruction  in  pediatrics  con- 
ducted by  Dr.  Willis  H.  Thompson  and  we 
desire  to  express  here  our  appreciation  of 
his  teaching.  Dr.  Thompson  is  well  liked 
in  this  community  both  by  the  profession 
and  the  laity  with  whom  he  has  come  in 
contact.  He  is  unassuming  in  manner,  yet 
ever  ready  and  interested  in  imparting  the 
knowledge  at  his  command  in  popular  lec- 
tures to  the  Parent-Teacher  Association  and 
other  civic  bodies,  but  especially  in  his  lec- 
tures to  the  class. 

These  have  been  remarkably  illuminating 
and  thorough,  rendering  his  course  highly 
instructive  and  well  presented.  His  exam- 
inations of  subjects  before  the  class  have 
exhibited  a wide  range  of  clinical  practice 
and  experience  thoroughly  assimilated  and 
classified  into  a comprehensive  knowledge 
of  the  subject  which  impresses  his  hearers 
with  his  efficient  mastery  of  his  chosen  field. 

We  highly  recommend  him  socially  and 
professionally  and  bespeak  for  him  a suc- 
cessful stay  in  our  state. 

“Be  It  Resolved,  That  a copy  of  this  let- 
ter be  sent  to  Tennessee  State  Medical  As- 
sociation, Vanderbilt  University,  Univer- 
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sity  of  Tennessee,  Tennessee  State  Board  of 
Health,  and  Commonwealth  Fund.” 

Very  truly  yours, 

(Signed)  W.  G.  Saunders,  M.D., 
Hermon  Hawkins,  M.D., 
John  E.  Powers,  M.D., 

Committee. 


Legislation  Affecting  the  Sale  of 
Barbiturates 

The  1939  legislature  passed  an  act  reg- 
ulating the  sale  of  barbiturates,  their  de- 
rivatives, and  compounds.  The  enforce- 
ment of  this  Act  is  placed  in  the  hands  of 
the  Board  of  Pharmacy  of  the  State  of 
Tennessee. 

We  have  received  a copy  of  the  regula- 
tions promulgated  by  the  board,  and  for  the 
information  of  the  medical  profession  these 
regulations  are  given  herewith. 

These  regulations  in  no  way  interfere 
with  the  legitimate  prescribing  of  the  prep- 
arations concerned. 

We  are  furthermore  assured  that  the  reg- 
ulations may  be  modified  if  found  to  work  a 
hardship  on  the  physician  or  upon  those 
who  are  in  need  of  the  drug. 

Regulations  for  the  Enforcement  of  Chap- 
ter No.  16k,  Public  Acts  of  1939 

A supplement  to  the  Pharmacy  Act  reg- 
ulating the  sale  of  barbital,  barbituric  acid, 
also  known  as  the  malonylurea,  or  any  de- 
rivative or  compounds  or  any  preparations 
or  mixtures  thereof  possessing  hyptonic 
properties  or  effects. 

Preamble 

It  is  clearly  the  intent  of  Chapter  164, 
Public  Acts  of  1939,  to  regulate  the  dis- 
pensing of  barbital  and  its  preparations  in 
such  a manner  as  to  prevent  their  harmful 
effects.  The  medical  profession  appears  to 
be  convinced  that  these  drugs  have  a tend- 
ency to  become  habit-forming  and  their  con- 
tinued use  results  in  addiction  which  is  dif- 
ficult to  overcome.  The  spirit  of  this  law 
as  well  as  its  letter  places  upon  physicians 
and  pharmacists  the  responsibility  to  so 
restrict  the  dispensing  of  these  drugs  as  to 
protect  the  public  against  the  possibility  of 
becoming  addicted  to  their  use.  At  the 
same  time  it  is  recognized  that  the  legiti- 


mate use  may  be  most  helpful  therapeutical- 
ly where  such  use  is  indicated. 

It  will,  therefore,  be  the  policy  of  the 
Board  of  Pharmacy  of  the  State  of  Tennes- 
see, which  is  charged  with  the  enforcement 
of  this  Act,  to  so  interpret  its  provisions  as 
to  cause  as  little  interference  as  possible 
with  legitimate  prescribing  and  dispensing 
of  barbital  and  its  preparations,  and  at  the 
same  time  prevent  as  far  as  possible  the 
promiscuous  and  unlawful  dispensing  of 
such  drugs.  The  good  faith  of  the  physician 
in  prescribing  and  of  the  pharmacists  in 
dispensing  barbital  and  its  preparations 
must  be  depended  upon  to  carry  out  the  in- 
tent of  this  Act. 

Regulation  No.  1 — Scope  of  the  Act 

No  barbital,  barbituric  acid,  malonylurea, 
or  other  compounds,  derivatives  or  prepa- 
rations thereof  may  be  dispensed  or  sold  at 
retail  to  any  person  except  upon  the  written 
prescription  of  a duly  licensed  physician, 
dentist  or  veterinarian. 

For  the  purpose  and  intent  of  this  Act 
it  shall  be  understood  that  a prescription 
of  a duly  registered  physician,  dentist  or 
veterinarian  transmitted  by  telephone  to  a 
duly  registered  pharmacist  shall  be  accept- 
ed as  a written  prescription. 

All  prescriptions  for  barbital,  barbituric 
acid,  malonylurea,  or  other  compounds,  de- 
rivatives or  preparations,  as  defined  in  this 
Act,  shall  contain  the  patient’s  name  and 
address  and  the  prescribing  physician’s 
name  and  address. 

Regulation  No.  2 — Renewal  of  Prescriptions 

Prescriptions  for  barbital  and  its  prep- 
arations as  defined  in  Chapter  164,  Public 
Acts  of  1939,  shall  not  be  renewed  if  the 
physician,  dentist  or  veterinarian  prescrib- 
ing these  drugs  has  written  upon  the  pre- 
scription the  words  “Not  to  be  renewed”  or 
words  to  that  effect.  If  the  prescription 
bears  upon  its  face  the  printed  words  “Not 
to  be  renewed”  or  words  to  that  effect,  such 
printed  statements  shall  have  the  same 
force  as  the  written  statement  of  a physi- 
cian, dentist  or  veterinarian. 
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The  constant  or  very  frequent  renewal 
of  prescriptions  for  the  drugs  regulated  in 
Chapter  164,  Public  Acts  of  1939,  without 
the  knowledge  or  consent  of  the  physician, 
dentist  or  veterinarian  writing  the  original 
prescription,  must  be  considered  a violation 
of  the  spirit  of  the  law.  This  regulation 
should  not  be  interpreted  to  prohibit  fre- 
quent renewal  of  prescription  for  barbital 
and  its  preparations  as  defined  in  Chapter 
164,  Public  Acts  of  1939,  if  such  prescrip- 
tions are  known  to  be  intended  for  persons 
afflicted  with  epilepsy  and  other  nervous 
disorders  requiring  frequent  use  of  such 
drugs.  In  all  cases  involving  the  renewal 
of  prescriptions  it  is  incumbent  upon  the 
pharmacist  to  determine  that  such  renewals 
are  requested  in  good  faith  and  not  for  the 
purpose  of  evading  the  Act. 

Regulation  No.  3 — Filing  of  Prescriptions 

Prescriptions  for  barbital  and  its  prep- 
arations must  be  preserved  by  the  phar- 
macist by  filing  the  original  in  his  regular 
prescription  file.  It  is  not  necessary  to 
keep  a separate  file  of  these  prescriptions, 
but  they  must  be  kept  available  for  inspec- 
tion in  the  regular  prescription  file  of  the 
pharmacy.  They  should  not  be  kept  in  the 
same  file  as  narcotic  prescriptions. 

Regulation  No.  U — Compounding  of 
Prescriptions 

All  prescriptions  for  barbital  and  its 
preparations  must  be  compounded  by  a reg- 
istered pharmacist  or  under  the  supervision 
of  a registered  pharmacist. 

Regulation  No.  5 — Sales  of  Barbital  and 
Its  Preparations 

Sales  of  barbital  and  its  preparations  by 
manufacturers  to  wholesalers,  retailers  or 
medical,  practitioners ; by  wholesalers  to  re- 
tailers or  to  medical  practitioners;  and  by 
one  retailer  to  another,  when  carried  on  in 
good  faith  and  not  for  the  purpose  of  evad- 
ing the  provisions  of  this  Act,  are  permitted 
without  the  use  of  a prescription. 


WOMAN'S  AUXILIARY 


President Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

The  twelfth  annual  meeting  of  the  Ten- 
nessee Woman’s  Auxiliary  was  held  in  Jack- 
son,  Tennessee,  April  11  and  12,  with  the 
recently  organized  Madison  County  Medical 
Auxiliary  as  hostess.  Mrs.  W.  O.  Baird, 
president,  and  Mrs.  Jere  Crook,  general 
chairman.  The  program  was  carried  out 
per  schedule,  with  the  preconvention  board 
meeting  being  called  to  order  at  3 : 00  o’clock 
with  Mrs.  H.  E.  Christenberry  presiding. 

The  board  dinner  was  held  at  the  South- 
ern Hotel  at  7:00  o’clock.  At  the  invita- 
tion of  Dr.  H.  H.  Shoulders,  editor  of  the 
Journal  and  speaker  of  the  House  of  Dele- 
gates of  the  American  Medical  Association, 
and  Dr.  Tom  R.  Barry,  president  of  the 
Tennessee  Medical  Association,  we  were 


Mrs.  Matt  Murfree 
President 
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guests  at  the  open  session  and  heard  the 
address  of  Dr.  Barry  and  Dr.  Rock  Sleyster, 
president-elect  of  the  American  Medical  As- 
sociation. 

At  9:00  o'clock,  April  12,  the  general  ses- 
sion was  called  to  order,  the  president  pre- 
siding. Following  the  business  session  the 
auxiliary  membership  and  guests  were  en- 
tertained at  a lovely  luncheon  at  the  New 
Southern  Hotel.  At  this  luncheon  member- 
ship cups  were  awarded  by  Mrs.  B.  F.  Byrd, 
the  Floyd  cup  going  to  Rutherford  County 
and  presented  to  Mrs.  Matt  Murfree.  A 
beautiful  new  cup,  the  Christenberry  cup, 
was  presented  to  Knox  County.  After  instal- 
lation of  new  officers  they  met  on  a post- 
convention board  meeting,  which  was  pre- 
sided over  by  the  new  president,  Mrs.  Matt 
Murfree.  The  final  social  function  was  the 
annual  dinner  held  at  the  County  Club,  with 
the  president’s  pin  being  awarded  to  the 
retiring  president,  Mrs.  Christenberry,  by 
Mrs.  Everett  of  Memphis.  Mrs.  Murfree 
introduced  new  state  officers  and  chairmen. 
National  delegates  appointed  were  as  fol- 
lows: Mrs.  B.  F.  Byrd,  Nashville;  Mrs.  H. 
B.  Everett,  Memphis;  Mrs.  W.  T.  Braun, 
Memphis;  Mrs.  H.  E.  Christenberry,  Knox- 
ville. Alternates  were:  Mrs.  Jere  Crook, 
Jackson;  Mrs.  W.  0.  Baird,  Henderson; 
Mrs.  Edward  Clay  Mitchell,  Memphis ; Mrs. 
James  McClaran,  Jackson. 
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Davidson  County: 

April  18  — Tuberculosis  symposium: 
diagnosis — clinical,  Dr.  Hollis  Johnson; 
roentgenological,  Dr.  H.  S.  Shoulders.  Dis- 
cussion by  Dr.  W.  S.  Rude,  chairman  of 
State  Tuberculosis  Committee. 

April  25 — “Surgical  Treatment,”  by  Dr. 
A.  Blalock.  Discussion  by  Drs.  R.  R.  Crowe 
and  M.  B.  Davis. 

May  2 — Breast  tumors — benign,  Dr.  Ber- 
nard Weinstein ; malignant,  Dr.  Rollin  Dan- 
iel. Discussion  by  Dr.  J.  A.  Kirtley. 

May  9 — “Nephritis,”  by  Dr.  David 
Hailey.  Discussion  by  Dr.  J.  0.  Manier. 

Papers  scheduled  to  be  read: 


May  16 — “Hypernephroma  of  the  Kid- 
ney,” by  Drs.  H.  C.  and  L.  R.  Gayden.  Dis- 
cussion by  Dr.  P.  G.  Morrissey. 

“Fractures  and  Fracture  Dislocations  of 
the  Spine,”  by  Dr.  E.  M.  Regen.  Discus- 
sion by  Dr.  J.  J.  Ashby. 

May  23 — “Gastric  and  Duodenal  Ulcers 
in  Children  Under  Three  Years  of  Age,” 
by  Dr.  Joe  Strayhorn.  Discussion  by  Dr. 
James  Overall. 

May  30 — “Management  of  Tuberculosis 
Complicating  Pregnancy,”  by  Drs.  Hollis 
Johnson,  J.  C.  Burch,  and  Sam  Cowan.  Dis- 
cussion by  Dr.  Milton  S.  Lewis. 

The  academy  will  adjourn  for  the  sum- 
mer. The  next  meeting  wil  be  held  on  Sep- 
tember 5. 


Dyer , Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  in  regular  monthly 
session  May  3,  1939.  Scientific  program: 

1.  “Metrazol  and  Insulin  Shock  Treat- 
ment in  Certain  Mental  Diseases,”  by  Dr. 
Dick  C.  McCool,  Memphis. 

2.  “When  to  Suspect  a Brain  Tumor : The 
Early  Signs  and  Symptoms  of  Intracranial 
Tumors  and  the  X-ray  Evidence  of  Their 
Presence,”  by  Dr.  R.  Eustace  Semmes, 
Memphis,  and  Dr.  Francis  Murphey,  Mem- 
phis. 

(Signed)  C.  L.  Denton,  Secretary. 


Greene  County: 

The  Greene  County  Medical  Society  met 
at  the  Andrew  J ohnson  clubhouse,  Tuesday, 
May  2. 

Dr.  R.  B.  Gibson  read  a paper  on 
“Thrombophlebitis.”  Dr.  R.  S.  Cowles 
opened  the  discussion. 

Dr.  Claude  Fox  read  a paper  on  “Post 
Hoc  Ergo  Propter  Hoc  in  Medicine.”  Dr. 
C.  B.  Laughlin  opened  the  discussion. 

The  following  members  were  present : 
Drs.  R.  B.  Gibson,  M.  A.  Blanton,  L.  E. 
Dyer,  L.  E.  Coolidge,  R.  S.  Cowles,  Hal 
Henard,  I.  E.  Phillips,  H.  W.  Fox,  Claude 
Fox,  C.  B.  Laughlin,  J.  E.  Kite,  N.  H. 
Crews,  and  W.  T.  Mathes. 

(Signed)  I.  E.  Phillips,  Secretary. 
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Hamilton  County: 

The  following  papers  are  scheduled  to  be 
read: 

May  18 — Meeting  held  at  Pine  Breeze 
Sanitarium. 

May  25 — “Indications  for  Drainage  of 
the  Common  Bile  Duct,”  by  Dr.  E.  Dunbar 
Newell. 

June  1 — “The  Progress  of  Cancer  Re- 
search and  Treatment,”  by  Dr.  S.  S.  March- 
banks. 


Hardin,  Lawrence,  Lewis,  Perry,  and 
Wayne  Counties: 

The  Five-County  Medical  Society  met  on 
April  25  in  Savannah.  The  following  papers 
were  read: 

“Vitamin  Therapy,”  by  Dr.  Henry  B. 
Gotten,  Memphis. 

“Malunited  Fractures,”  by  Dr.  Willis  C. 
Campbell,  Memphis. 

“Pyelitis  in  Children,”  by  Dr.  Edward 
Clay  Mitchell,  Memphis. 

The  next  meeting  will  be  held  in  Waynes- 
boro on  May  30. 


Knox  County: 

April  18 — “Management  of  Common  Eye 
Conditions  in  the  Field  of  General  Practi- 
tioner,” by  Dr.  Edgar  L.  Grubb.  Discus- 
sion by  Dr.  W.  W.  Potter. 

April  25 — “The  Leukemias,”  by  Dr. 
Ralph  H.  Monger. 

May  9 — “Perineorrhaphy,”  by  Dr.  Rich- 
ard A.  Barr,  Nashville. 


Shelby  County: 

May  2 — “Case  Reports : Infection  Due  to 
Human  Bite,”  by  Dr.  Webb  Key. 

“Polyneuritis  in  Pregnancy,”  by  Dr.  J. 
M.  Brockman. 

“Management  of  Patients  with  Incurable 
Cancer,”  by  Dr.  J.  C.  King. 

“Fractures  of  the  Ankle,”  by  Dr.  H.  B. 
Boyd.  

Sullivan- Johnson  Counties: 

The  Sullivan- Johnson  Counties  Medical 
Society  met  in  Kingsport  on  May  3.  Dr. 
C.  J.  Reynolds  of  Bluefield,  West  Virginia, 
spoke  on  “Prostatism : Its  Cause  and  Treat- 
ment.” Dr.  Reynolds  was  very  explicit  and 


gave  an  excellent  presentation  of  this  sub- 
ject. 

(Signed)  C.  F.  N.  Schram,  M.D., 

Secretary. 
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The  Tennessee  Valley  Postgraduate  Med- 
ical Assembly  has  issued  its  fifth  annual  in- 
vitation to  the  profession.  The  meeting 
will  be  held  in  Knoxville,  June  28,  29,  30. 
The  guest  speakers  include  the  leaders  in 
medicine  from  all  over  the  eastern  half  of 
the  United  States.  Full  programs  will  be 
mailed  at  a later  date.  Those  desiring  ad- 
vance information  on  the  meeting  should 
write  Dr.  Jesse  Hill,  Secretary,  Doctors 
Building,  Knoxville. 


The  West  Tennessee  Medical  and  Surgical 
Association  will  meet  in  Huntingdon  on 
May  25. 

The  following  physicians  will  appear  on 
the  program : Carey  Bringle,  Memphis ; 
Sam  T.  Parker,  Jackson;  John  Jackson, 
Dyer;  L.  W.  Edwards,  Nashville;  J.  0. 
Manier,  Nashville;  James  Brockman,  Mem- 
phis; W.  L.  Rucks,  Memphis;  J.  S.  Speed, 
Memphis. 


The  Middle  Tennessee  Medical  Associa- 
tion will  meet  in  Columbia  on  May  25  and 
26.  The  tentative  program  is  as  follows: 

“Pneumothorax  in  General  Practice,”  by 
Dr.  W.  W.  Pyle,  Franklin. 

“Diarrhea  in  Infants  and  Children,”  by 
Dr.  0.  Reed  Hill,  Lebanon. 

“Auricular  Fibrillation:  Its  Significance 
and  Management,”  by  Dr.  William  R.  Cate, 
Nashville. 

“Surgery  of  the  Gall  Bladder,”  by  Dr. 
Barney  Brooks,  Nashville. 

Presidential  address  by  Dr.  Sam  Fentress, 
Goodlettsville. 

“Toxemias  of  Pregnancy,”  by  Dr.  M.  S. 
Lewis,  Nashville. 

“Sulfanilamide  and  Sulfapyridine  and 
Report  of  Its  Use  in  Smith  County,”  by  Dr. 
Thayer  S.  Wilson,  Gordonsville. 

“Fracture  of  the  Neck  of  the  Femur,” 
by  Dr.  J.  J.  Ashby,  Nashville. 
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“A  Most  Interesting  Case  Report,”  by 
Dr.  M.  A.  Beasley,  Madison. 

“A  Plea  for  More  Careful  Interpretation 
of  the  Symptoms  in  Coronary  Disease,”  by 
Dr.  T.  J.  Stockard,  Lawrenceburg. 

“William  C.  Gorgas,”  by  Dr.  K.  S.  How- 
lett,  Franklin. 

“Headache,”  by  Dr.  W.  de  Gutierrez- 
Mahoney,  Nashville. 

“Diagnosis  of  Pulmonary  Tuberculosis,” 
by  Dr.  Hollis  Johnson,  Nashville. 

“Duodenal  Stasis,”  by  Dr.  Elkin  L.  Rippy, 
Nashville. 

“The  Serum  Treatment  of  Pneumonia,” 
by  Dr.  E.  C.  Mason,  Quebeck. 


Vanderbilt  Medical  Society 
March  3,  1939 

1.  “Botulism:  A Case  Report,”  by  Dr. 
Pearl  Zink. 

Patient  was  a fifty-two-year-old  white 
woman  with  a history  of  ingestion  of  home- 
canned  okra  and  beans  four  days  before  ad- 
mission, followed  shortly  by  headache,  nau- 
sea, hoarseness,  diplopia  and  dysphagia, 
and  with  neurological  examination  showing 
paralysis  of  the  third,  fourth,  fifth,  sixth, 
tenth,  and  eleventh  cranial  nerves.  She 
was  given  intravenous  and  subcutaneous 
fluids,  prostigmine  and  physostigmine  with- 
out appreciable  effect,  and  died  of  respira- 
tory paralysis  seven  days  after  eating  con- 
taminated food.  Her  husband,  who  also  ate 
the  food,  vomited  soon  afterward,  and  sub- 
sequently showed  no  symptoms  of  botulism. 
The  patient  was  presented  as  a typical 
picture  of  botulism.  Investigations  to  de- 
termine the  presence  of  toxin  in  the  food 
eaten  by  the  patient  are  being  conducted 
at  the  present  time. 

This  case  was  discussed  by  Dr.  A.  E. 
Keller. 

2.  “Improved  Method  for  Bio-Assay  of 
Vitamin  E,”  by  Dr.  Karl  E.  Mason 
and  Mr.  W.  L.  Bryan. 

An  improved  dietary  procedure,  per- 
mitting preparation  of  rats  uniformly  and 
critically  depleted  of  vitamin  E from  the 
beginning  of  life,  has  reduced  the  time  and 
labor  involved  in  the  bio-assay  procedure  to 
approximately  one-third  that  is  usually  nec- 


essary. The  period  of  assay  has  also  been 
shortened  by  establishing  a more  satisfac- 
tory criteria  of  response,  based  upon  the 
weight  of  the  uterine  contents  and  the  num- 
ber of  living  fetuses  present  at  the  sixteenth 
day  of  gestation.  Application  of  these 
methods  to  the  investigation  of  problems 
relating  to  the  physiology  of  vitamin  E, 
and  to  the  histopathology  of  E deficiency, 
were  outlined  and  discussed. 

This  paper  was  discussed  by  Drs.  Morton 
Mason  and  Walter  E.  Garrey. 

3.  “The  Processes  Which  Terminate  the 
Anesthetic  Action  of  Barbituric  Acid 
Derivatives,”  by  Drs.  Thomas  C.  But- 
ler and  Milton  T.  Bush. 

The  numerous  derivatives  of  barbituric 
acid  differ  strikingly  in  their  duration  of 
action.  The  rate  of  renal  excretion  may 
account  for  some  differences,  but  excretion 
is  not  an  important  factor  in  the  inactiva- 
tion of  the  short-acting  compounds.  Many 
of  them  cannot  be  recovered  in  the  urine  in 
any  form.  The  chemical  nature  and  site 
of  their  degradation  is  unknown.  N-methyl 
barbituric  acids  are  demethylated  in  vivo, 
and  this  reaction  is  in  part  responsible  for 
their  characteristic  short  duration  of  action. 
The  accumulation  of  the  less  active  deme- 
thylated compounds  may  produce  a residual 
action  of  long  duration. 

This  paper  was  discussed  by  Drs.  Paul 
Lamson  and  Alfred  Blalock. 


Vanderbilt  Medical  Society 
April  7,  1939 

1.  “A  Case  of  Boeck’s  Sarcoid,”  by  Dr. 

Smith  Hopkins. 

A fifty-two-year-old  woman  complaining 
of  an  itching  skin  eruption  of  three  years’ 
duration  and  exertional  dyspnea  of  three 
months’  duration.  On  examination  skin 
showed  discrete,  shiny  papules  involving  all 
areas  except  the  face,  palms  of  the  hands, 
and  soles  of  the  feet.  There  was  marked 
enlargement  of  the  mediastinal  glands  on 
examination  and  X-ray.  The  liver  and 
spleen  were  enlarged.  Left  epitrochlear 
was  markedly  enlarged  and  biopsy  showed 
changes  compatible  with  Boeck’s  sarcoid. 
There  was  a moderate  leukopenia  and  total 
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serum  proteins  ranged  from  9.6  to  11.6 
grams.  Skin  tests  were  negative  with  tu- 
berculin and  Frei  antigen. 

This  case  was  discussed  by  Drs.  Hugh  J. 
Morgan  and  Ernest  W.  Goodpasture. 

2.  “A  Study  of  Pathogenesis  and  Im- 
munity of  Meningococcus  Infection  in 
Chick  Embryos,”  by  Dr.  G.  John  Bud- 
dingh  and  Miss  Alice  Polk. 

A strain  of  meningococci  obtained  direct- 
ly from  the  spinal  fluid  of  a clinical  case 
has  been  propagated  in  the  chick  embryo 
amniotic  fluid  in  serial  transfer  for  two  and 
one-half  years.  Besides  being  a suitable 
medium  for  the  propagation  of  the  micro- 
organism the  chick  embryo  is  susceptible  to 
infection  by  it.  By  the  use  of  embryos  of 
the  proper  age  and  utilizing  various  routes 
of  inoculation  the  lesions  encountered  in 
human  meningococcus  infection  (viz.,  a sep- 
ticemia, sinusitis,  pneumonia,  and  menin- 
gitis) can  be  reproduced.  Detailed  study 
of  the  development  of  the  infection  in  chick 
embryos  indicates  that  the  meningococcus 
invades  the  meninges  via  the  blood  stream 
and  not  by  direct  extension  from  the  naso- 
pharynx. 

A study  of  the  protective  action  of  poly- 
valent antiserum,  commercially  prepared, 
against  the  experimental  infection  showed 
that  only  about  forty-five  per  cent  protec- 
tion was  conferred.  Using  monovalent, 
homologous  antisera,  eighty  per  cent  pro- 
tection was  conferred.  No  cross  protection 
resulted  by  the  use  of  different  strains  of 
meningococci. 

This  paper  was  presented  by  Dr.  Bud- 
dingh  and  was  discussed  by  Drs.  Ernest  W. 
Goodpasture,  Katherine  Dodd,  Hugh  Mor- 
gan, and  John  Youmans. 

3.  “Relief  of  Obstructions  of  the  Ex- 
ternal Respiratory  Passages  by  Plastic 
Operative  Procedures,”  by  Dr.  Beverly 
Douglas. 

Obstructions  of  the  external  respiratory 
passages  may  be  of  many  varieties,  but  are 
always  distressing  and  sometimes  fatal. 
Those  which  the  plastic  surgeon  is  common- 


ly called  upon  to  treat  are:  (1)  nasal,  in- 
cluding collapse  of  the  ala,  scarring  in  the 
vestibule  or  displacement  of  the  nasal  bones 
or  superior  maxilla  from  fracture;  (2) 
labial,  which  exist  immediately  and  usually 
temporarily  following  closure  of  harelips, 
at  a time  when  the  nasal  passages  are 
usually  temporarily  blocked;  (3)  linguo- 
epiglottic  which  accompany  congenital  mi- 
crognathism,  a condition  in  which  the  man- 
dible is  small  and  in  retroposition  and  the 
tongue  consequently  falls  backward  on  in- 
spiration and  acts  as  a ball  valve  at  the 
glottis.  Original  plastic  operations  and 
procedures  which  serve  for  the  permanent 
relief  of  these  conditions  were  outlined.  A 
case  of  micrognathism  was  described  in 
which  a simple  operation  designed  to  fix 
the  tongue  forward  appeared  to  be  lifesav- 
ing. 
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By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Preanesthetic  Drugs : An  Anesthetist’s  Viewpoint.  Bots- 
ford,  California,  and  Western  Medicine,  February, 
1937. 

Various  forms  of  opium  used  as  preanesthetic 
medication  have  never  been  superseded  by  any 
newer  drug,  but  its  action  has  been  aided  by  such 
adjuvants  as  the  barbiturates,  avertin,  and  paralde- 
hyde. Idiosyncrasy  occurs  to  morphine  in  only  two 
per  cent,  while  to  barbiturates  it  is  more  frequent. 
A test  dose  of  a barbiturate  should  be  given  the 
night  before  and  the  proper  dose  be  given  about 
an  hour  before  operation. 

The  addition  of  atropine  to  morphine  is  to  be 
condemned,  as  it  is  antagonistic,  for  it  stimulates 
respiration,  interfering  with  abdominal  relaxation. 
The  only  anesthetic  that  requires  a preliminary 
dose  of  atropine  is  chloroform  where  a stimulant 
is  needed.  Scopolamine,  once  in  disfavor  due  to 
deaths  resulting  from  an  impure  product,  is  now 
being  used  in  combination  with  morphine  acting 
nicely  as  a sedative.  Barbiturates  are  very  useful 
in  allaying  fear  and  dread  of  operative  procedures, 
as  the  patient  is  either  unconscious  or  indifferent. 
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OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayobn,  M.D. 

Suite  234  Doctors  Building.  Nashville 


Prevention  and  Treatment  of  Postoperative  Throm- 
bophlebitis. N.  W.  Baker  and  V.  S.  Counseller. 

American  Journal  of  Obstetrics  and  Gynecology,  Vol. 

37,  April,  1939,  p.  644. 

No  satisfactory  routine  procedure  has  been  de- 
vised for  the  prevention  of  postoperative  throm- 
bophlebitis. Measures  are  discussed  which  will 
help  to  minimize  the  three  essential  factors  of  local 
vein  injury,  slowing  of  venous  blood  flow  and 
alteration  in  the  coagulability  of  the  blood.  The 
author  states  that  postoperative  thrombophlebitis 
may  be  successfully  treated  in  the  acute  stage  by 
-adequate  elevation  of  the  limb  and  the  use  of  ex- 
tensive hot  wet  packs  locally.  It  is  advisable  to 
get  the  patient  up  as  soon  as  the  temperature  has 
been  normal  for  three  days,  swelling  below  the  knee 
Las  subsided,  and  local  tenderness  in  the  involved 
veins  has  disappeared.  As  soon  as  the  patient  is 
out  of  bed  it  is  necessary  to  equip  him  with  an 
adequate  leg  support,  and  for  this  a heavy  pure 
rubber  bandage  is  recommended.  The  bandage  can 
usually  be  discarded  in  from  three  to  twelve  months 
without  the  subsequent  appearance  of  any  signs  or 
symptoms  of  chronic  venous  insufficiency.  Once 
the  clinical  picture  of  acute  postoperative  femoral 
or  iliac  thrombophlebitis  has  appeared,  the  danger 
of  fatal  pulmonary  embolism  is  small. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


The  Treatment  of  Retinitis  Pigmentosa  by  Lauber’s 
Method.  I.  A.  Vasserman.  Archives  of  Ophthalmol- 
ogy, April,  1939- 

Lauber  established  by  clinical  and  experimental 
studies  that  there  is  a definite  relation  between 
the  diastolic  pressure  in  the  retinal  arteries  and 
the  intraocular  pressure.  The  decrease  of  the  in- 
traocular tension  is  favorable  for  the  diastolic 
pressure  and  the  nutrition  of  the  retina,  while  the 
increase  of  the  intraocular  tension  without  a corre- 
sponding increase  of  the  general  blood  pressure  is 
unfavorable  for  the  circulation  of  the  retina,  and 
an  atrophy  of  the  optic  nerve  or  retinitis  pig- 
mentosa may  result.  In  order  to  maintain  the  nor- 
mal equilibrium  between  the  diastolic  retinal  and 
intraocular  pressure,  Lauber  recommends  that  the 
intraocular  tension  be  reduced  with  the  administra- 
tion of  pilocarpine  hydrochloride  or  by  cyclodialysis 
and  that  the  blood  pressure  be  increased  by  injec- 
tions of  caffein  or  strychnine. 

Vasserman  treated  eleven  patients  (twenty-one 
eyes)  from  eighteen  to  fifty-one  years  of  age  who 
were  suffering  from  retinitis  pigmentosa,  the  period 


of  observation  being  from  three  to  seven  months. 
The  functional  tests  of  the  eye  and  measurements 
of  the  blood  pressure  were  done  before,  during, 
and  at  various  times  after  the  treatment.  A two 
per  cent  solution  of  pilocarpine  hydrochloride  was 
instilled  into  the  eye  three  days  preceding  the  in- 
jections. One  cubic  centimeter  of  a solution  of 
strychnine  in  a concentration  of  1:1000  was  in- 
jected subcutaneously  daily  up  to  thirty  injections; 
the  pilocarpine  hydrochloride  was  instilled  simul- 
taneously. 

The  intraocular  tension  and  its  daily  variations 
were  found  to  be  higher  in  eyes  with  retinitis 
pigmentosa  than  in  normal  eyes;  it  was  decreased 
under  the  influence  of  miotics  and  its  daily  varia- 
tion curve  was  more  regular.  The  blood  pressure 
was  low  in  the  majority  of  the  patients.  In  those 
patients  in  whom  it  could  be  raised  by  the  injec- 
tion of  strychnine,  the  therapeutic  result  was  good. 
The  near  and  distance  vision  was  improved  in 
nearly  all  patients,  while  the  visual  fields  were 
improved  in  only  three.  Recent  infections  re- 
sponded to  the  treatment  more  readily  than  the 
infections  which  had  been  neglected. 

Vasserman  concludes  that  simultaneous  reduc- 
tion of  the  intraocular  tension  and  the  increase  of 
the  blood  pressure  give  favorable  results  in  the 
treatment  of  retinitis  pigmentosa;  further  observa- 
tions are  necessary.  It  was  easier  to  reduce  the 
intraocular  tension  than  to  increase  the  blood  pres- 
sure. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


The  Use  of  Sulfapyridine  in  Primary  Pneumococcic 
Pneumonia  and  in  Pneumococcic  Pneumonia  Associ- 
ated with  Measles.  Horace  L.  Hodes,  M.D.,  et  al. 
The  Journal  of  Pediatrics,  1 4:  4 17  (April),  1939. 

Seventy-one  children  with  pneumococcic  pneu- 
monia were  treated  with  sulfapyridine  and  all  re- 
covered. Thirty-three  had  primary  pneumonia  and 
thirty-eight  had  pneumonia  associated  with  measles. 
In  every  case  the  pneumonia  was  demonstrated  by 
X-ray  and  typable  pneumococci  recovered  from  the 
nasopharynx.  The  patients  were  from  four  months 
to  nine  years  of  age. 

The  dosage  of  the  drug  varied  from  1.2  gram 
to  6.0  grams  in  twenty-four  hours,  depending  upon 
the  age,  given  after  the  manner  of  Barnet.  The 
drug  was  given  every  six  hours  and  continued  until 
the  temperature  had  been  normal  from  five  to  eight 
days.  In  some  cases  the  total  twenty-four-hour 
dose  was  given  at  once  on  admission. 

The  temperature  became  normal  in  all  of  these 
cases  in  from  thirty  to  forty  hours  regardless  of 
the  day  of  illness  on  which  treatment  was  started. 
The  clinical  improvement  and  fall  of  the  tempera- 
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ture  following  the  use  of  the  drug  was  just  as 
prompt  and  as  striking  in  the  measles  cases  as  in 
the  cases  of  primary  pneumonia. 

Many  of  the  children  had  anorexia  and  a few 
had  nausea  and  vomiting,  none  being  severe  enough 
to  stop  the  drug.  Six  developed  mild  forms  of 
granulocytopenia  that  recovered  promptly  when  the 
drug  was  withdrawn.  Gross  hematuria  appeared 
in,  two  cases  and  cleared  when  the  medication  was 
stopped,  leaving  no  evidence  of  renal  damage.  A 
morbilliform  rash  on  the  face,  trunk,  and  extremi- 
ties with  fever  and  vomiting  disappeared  eight 
hours  after  sulfapyridine  was  discontinued  in  one 
patient.  It  is  suggested  that  these  reactions  might 
have  been  avoided  by  the  use  of  smaller  doses. 

The  authors  feel  that  the  general  use  of  sul- 
fapyridine in  pneumonia  is  not  unwise,  but  the 
possible  ill  effects  of  the  drug  must  be  kept  in 
mind.  They  advise  leucocyte  counts,  hemoglobin 
determinations  and  urinalyses  on  all  patients  under 
treatment  every  other  day  in  order  to  detect  un- 
toward symptoms  as  early  as  possible. 

The  essential  details  of  each  of  the  cases  in  this 
study  are  set  out  in  tables. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


The  Value  of  Radiation  in  the  Treatment  of  Carcinoma 

of  the  Breast.  L.  G.  Allen.  Radiology,  Vol.  32,  No. 

1,  p.  63,  January,  1939. 

While  there  is  still  some  disagreement  as  to  the 
exact  place  of  irradiation  in  treatment  of  cancer 
of  the  breast,  practically  all  will  agree  that  it  is 
of  increasing  value. 

Surgery  is  acknowledged  to  occupy  a most  im- 
portant place  in  the  treatment  of  cancer  of  the 
breast.  Combined  statistics  from  many  sources 
show: 

Five-Year  Survivals 

Untreated  cancer  of  breast,  12.0  per  cent;  aver- 
age after  operation  only,  29.4  per  cent;  average 
after  pre  and  postoperative  irradiation  as  well  as 
operation,  51.3  per  cent. 

PortmamTs  statistics  on  a group  operated  oh 
by  one  person,  when  classified  as  to  type,  show  no 
better  results  in  the  early  Group  I,  where  the  lesion 
is  small  and  definitely  restricted  to  the  breast, 
when  operation  and  irradiation  are  used,  than  when 
operation  alone  is  used.  The  danger  in  withhold- 
ing irradiation  from  these  cases  lies  in  the  fact 
that  an  accurate  clinical  diagnosis  is  often  difficult, 
and  a case  that  appears  to  be  Group  I may  fall  in 


Group  II.  In  the  other  groups  Portmann’s  find- 
ings were  as  follows: 

Five-Year  Cures 

Group  II — Operation  only,  52.4  per  cent;  opera- 
tion and  irradiation,  76.2  per  cent.  Group  III — 
Operation  only,  2.7  per  cent;  operation  and  irra- 
diation, 8.1  per  cent. 

Unfortunately  at  least  eighty  per  cent  of  cases 
coming  for  treatment  are  in  Groups  II  or  III. 

While  statistics  regarding  the  relative  value  of 
pre  and  postoperative  irradiation  are  not  available 
in  sufficient  quantity  or  over  a sufficient  time  to 
allow  an  accurate  evaluation,  the  present-day  opin- 
ion of  many  experienced  workers  is  that  both 
should  be  used,  except  perhaps  in  the  early  cases, 
where  preoperative  diagnosis  is  difficult. 

The  application  of  Pfahler’s  fractional  dose 
method  and  saturation  technique  and  Coutard’s 
theory  of  periodicity  have  improved  results.  In 
cases  that  are  inoperable,  and  in  tumors  that  are 
very  sensitive  to  irradiation,  the  best  results  may 
be  obtained  by  irradiation  alone.  In  the  average 
case,  as  far  as  radio  sensitivity  is  concerned,  and 
in  very  radio  resistant  tumors,  surgery  and  irra- 
diation should  be  combined. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


Appendicitis  in  Children.  Charles  E.  Farr,  M.D.  Sur- 
gical Clinics  of  North  America,  April,  1939. 

Every  doubtful  case  of  appendicitis  in  childhood 
should  have  the  benefit  of  operation.  Since  no 
way  of  estimating  the  extent  of  the  lesion  or  the 
probability  of  its  unfavorable  progression  is  known, 
we  gamble  with  death  if  we  wait  for  a certainty  in 
diagnosis.  Prophylactic  appendectomy  in  young 
children,  while  considered  extreme,  would  save  from 
30,000  to  40,000  lives  yearly.  This,  of  course,  in- 
cludes deaths  in  adults. 

The  history  in  a typical  case  in  a child  is  similar 
to>  that  of  an  adult.  Local  tenderness  is  the  most 
nearly  diagnostic  sign  we  have.  Rebound  tender- 
ness and  rigidity  are  signs  of  more  advanced  dis- 
ease. Tenderness  by  rectal  examination  may  be 
helpful,  but  this  must  be  done  very  gently.  This 
will  also  rule  out  fecal  impaction.  Laboratory  find- 
ings: a moderate  increase  in  the  total  white  count 
and  a considerable  increase  in  the  polymorphonu- 
clear are  the  rule. 

Variations  from  the  typical  case  may  show  very 
high  to  normal  temperatures  and  high  or  low  blood 
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counts.  Red  and  white  cells  in  the  urine  do  not 
rule  out  appendicitis.  The  history  with  children 
may  be  unreliable  because  of  fear  of  being  put  to 
bed  or  of  medication. 

The  differential  diagnosis  is  not  difficult.  Acute 
mesenteric  lymphodenitis  is  often  confused  and 
differentiation  is  almost  impossible  unless  the  ap- 
pendix has  previously  been  removed.  Unless  the 
child  can  be  kept  under  accurate  and  constant 
observation  this  diagnosis  is  hazardous.  It  is  usu- 
ally safer  to  advise  appendectomy.  Early  pneu- 
monia and  contagious  diseases  at  the  onset  may 
resemble  appendicitis.  Other  abdominal  conditions 
such  as  intussusception,  gastroenteritis,  pyelitis, 
stone  in  kidney  or  ureter,  and  ovarian  cyst  may 
be  confused  with  acute  appendicitis.  A careful 
evaluation  of  the  history  and  physical  signs  will 
usually  rule  out  these  conditions. 

Chronic  appendicitis  is  much,  more  controversial. 
Chronic  constipation,  cyclic  vomiting,  acidosis,  pye- 
litis, malnutrition — all  may  be  associated  with  or 
result  from  chronic  appendicitis.  Roentgenograms 
may  be  helpful  in  making  the  diagnosis. 

In  the  early  acute  case  no  preliminary  treatment 
is  given.  If  dehydration  is  present  an  infusion  of 
five  per  cent  glucose  in  saline  is  given.  Open  ether 
is  advised  for  the  anesthetic,  although  avertin  in 
small  doses  may  be  given  as  an  adjunct.  Careful 
handling  during  operation  is  stressed  and  in  most 
cases  a McBurney  incision  is  preferable. 

Postoperatively  the  child  should  be  largely  in  the 
hands  of  the  pediatrician.  Fluids  by  vein  or  hypo- 
dermoclysis  are  often  invaluable.  If  a pelvic  ab- 
scess should  develop  it  will  frequently  rupture  into 
the  rectum  or  drain  through  the  abdominal  wound 
and  should  not  be  explored  too  early. 


UROLOGY 

By  Tom  R.  Barry,  M.D..  F.A.C.S. 
By  G.  A.  Wiluamson.  Jr.,  M.I>. 
Medical  Building.  Knoxville 


Urological  Complications  in  Malignant  Disease  of  the 
Rectum.  Charles  J.  E.  Kickham.  Journal  of  Urology, 
April,  1939. 

There  are  297  males  and  143  females  included 
in  this  investigation.  The  age  varied  from  twenty 
to  over  eighty,  the  majority  being  between  fifty 
and  seventy. 

Of  the  operable  group  30.4  per  cent  of  the  males 
and  36.7  per  cent  of  the  females  complained  of 
urinary  symptoms.  Urgency,  frequency,  and  dysu- 
ria  were  the  most  common  symptoms  complained 
of.  In  ninety-six  cases  tne  malignancy  was  on  the 
anterior  wall  of  the  rectum  and  invaded  the  blad- 


der or  prostate.  Where  the  malignancy  was  defi- 
nitely adherent  to  the  prostate,  fifty  per  cent  had 
bladder  difficulty.  The  malignant  disease  is  prone 
to  invade  the  periureteral  tissue,  and  cause  ob- 
struction of  the  upper  urinary  tract  with  resultant 
hydronephrosis  and  pyelonephritis.  This  occurred 
in  47.7  per  cent  of  the  post-mortem  cases.  There 
was  sufficient  renal  damage  to  cause  death  in  forty- 
nine  of  the  series  of  cases. 

In  operating  rectal  malignancy  the  ureter  may 
be  injured  or  incised.  The  bladder  may  be  opened, 
resulting  in  a fistula,  or  the  membranous  urethra 
may  be  injured. 

Disturbance  of  vesical  function,  due  to  injury 
of  the  nerve  supply,  is  a frequently  encountered 
urological  complication  in  operations  for  rectal 
malignancy.  The  sympathetic  nerves  are  possibly 
subject  to  trauma  in  the  course  of  the  abdominal 
stage,  and  the  parasympathetic  injury  occurs  more 
frequently  in  the  perineal  stage,  resulting  in  a 
cord  bladder.  The  supervention  of  sepsis  in  these 
cases  with  fistulae  or  faulty  innervation  of  the 
bladder  may  prove  fatal  regardless  of  drastic 
measures  to  combat  it. 

Neurogenic  disturbance  was  absent  in  the  fe- 
male, but  occurred  in  44.8  per  cent  of  the  males. 
Impotence  was  a universal  complaint  following 
operation,  probably  due  to  neurogenic  disturbance 
of  the  blood  vessels  and  muscles. 

The  authors  are  of  the  opinion  that  a complete 
preoperative  urological  investigation  should  be  rou- 
tine in  all  rectal  malignancies.  Their  study  of  the 
urogenital  system  will  detect  any  local  invasion  of 
the  growth,  bladder  neck  obstruction,  and  urosepsis 
which  might  prove  to  be  a postoperative  hazard. 


Case  Report:  Snake  in  the  Urinary  Bladder 

A cursory  review  of  the  American  literature 
records  one  case  similar  to  ours. 

Geyerman  reported  the  cystoscopic  removal  from 
the  bladder  of  a decapitated  snake  that  had  been 
introduced  into  the  urethra  for  the  relief  of  an 
assumed  bladder  ailment. 

Our  case  was  that  of  a white  male  sixty-four 
years  of  age  and  apparently  of  sound  mind.  He 
was  a coal  miner  by  occupation.  He  stated  “that 
twenty-four  hours  previously  while  sitting  in  the 
field  he  caught  a small  ground  snake  and  intro- 
duced it  alive  into  the  urethra  with  the  result  that 
it  disappeared  from  sight.”  A few  hours  follow- 
ing this  he  experienced  severe  dysuria,  frequency, 
and  hematuria,  for  which  he  was  seeking  imme- 
diate relief. 

He  was  instructed  to  void  in  two  glasses,  both 
of  which  were  the  color  of  bright  blood  and  of 
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unpleasant  odor.  Examination  of  the  first  glass 
revealed  a small  snake  five  inches  in  length  and 
apparently  intact  except  part  of  the  head  which 
was  missing. 

Search  for  the  missing  member  through  a cys- 
toscope  revealed  an  acutely  reddened  mucosa 
throughout,  but  no  evidence  of  the  culprit. 


Persistent  questioning  as  to  the  reason  for  such 
an  act  failed  to  enlighten  us,  nor  was  he  able  to 
describe  the  sensation  experienced  by  the  journey 
of  the  reptile  through  the  urethra. 

References 

1.  Geyerman:  J.  A.  M.  A.,  April  24,  1937. 
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ACUTE  INTUSSUSCEPTION  IN  INFANCY* 

Philip  C.  Elliott,  M.D.,  Nashville 


INTUSSUSCEPTION  is  probably  the 
commonest  form  of  intestinal  obstruc- 
tion in  infancy.  And  since  the  mortal- 
ity in  the  untreated  is  practically  100  per 
cent  and  still  approximately  fifty  per  cent 
even  in  the  treated,  it  would  seem  to  be  a 
subject  well  worth  the  full  consideration  of 
all  physicians. 

By  intussusception  we  mean  a telescoping 
or  invagination  of  a segment  of  bowel  into 
an  adjacent  section.  Practically  all  are 
from  above  downward;  that  is,  proximal 
into  distal  gut.  Agonal  types  occur,  but 
are  not  of  practical  importance.  A simple 
classification  of  the  vital  type  consists  of: 
First,  ileocecal,  in  which  the  ileocecal  valve 
invaginates  into  the  ascending  colon  carry- 
ing the  appendix  and  cecum  with  it,  but 
with  the  ileocecal  valve  continuing  as  the 
apex  of  the  intussusception.  This  type 
comprises  about  fifty  per  cent  of  all  types. 
Second,  ileocolic,  in  which  a portion  of  the 
ileum  above  the  ileocecal  valve  is  telescoped 
into  the  colon,  carrying  along  with  it,  in 
the  course  of  its  progress,  the  cecum  and 
appendix.  This  comprises  about  thirty  per 
cent  of  the  cases.  Third,  colic,  and  fourth, 
enteric,  each  comprising  about  ten  per  cent 
of  the  cases,  and  as  the  names  imply  con- 
sist of  cases  in  which  the  invagination  is 
limited  to  either  the  colon  or  the  small  in- 
testine. Rarely  compound  or  multiple  in- 
foldings occur. 


*Read  before  the  Tennessee  State  Pediatric  So- 
ciety, Jackson,  April  11,  1939. 


Of  prime  importance  in  the  consideration 
of  intussusception  is  an  early  diagnosis. 
This  throws  the  main  responsibility  on  the 
general  practitioner  and  the  pediatrician 
who  are  most  likely  to  first  see  the  child. 
Occasionally  an  adult  develops  the  condi- 
tion, but  eighty  per  cent  of  cases  occur  in 
patients  under  two  years  of  age.  After 
the  fifth  year  but  few  cases  are  seen.  The 
youngest  case  reported  was  two  days  old, 
but  it  is  seldom  found  in  the  first  few  weeks. 
Fifty  per  cent  of  all  cases  are  between  the 
fifth  and  seventh  months. 

Males  are  affected  more  frequently  than 
females,  approximately  three  to  one.  Single 
children  seem  to  be  more  susceptible. 

Seldom  does  one  find  a history  of  pre- 
vious illness.  The  children  are  generally 
well  developed,  well  nourished,  and  in  per- 
fect health  till  the  sudden  onset  of  symp- 
toms of  bowel  obstruction. 

When  we  come  to  the  pathogenesis  of  this 
condition  we  are  still  in  the  main  on  theo- 
retical ground.  In  a small  group  a quite 
definite  cause  is  present.  For  instance,  at 
times  we  find  a tumor  in  the  bowel,  papil- 
loma, lipoma  or  cyst  which  acts  definitely 
as  a foreign  body.  The  bowel  in  trying  to 
forcibly  expel  it  causes  an  invagination  at 
that  point.  Similarly  in  rare  cases  an  ap- 
pendix or  Meckel’s  diverticulum  may  in- 
vert and,  acting  as  a foreign  body,  start 
an  intussusception.  Malignant  tumors  are 
much  less  likely  to  cause  such  a process 
since  there  generally  is  scarring  and  adher- 
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ence  to  the  surrounding  tissues  with  nar- 
rowing of  the  lumen  and  dilitation  above. 

Marked  hyperplasia  of  the  lymphoid 
structures  in  the  intestinal  walls,  hemor- 
rhages into  the  mucous  membrane,  adhe- 
sions, foreign  bodies,  and  intestinal  para- 
sites may  act  to  start  an  intussusception. 

It  is  hard,  however,  to  find  a satisfactory 
explanation  for  the  preponderance  of  cases 
in  early  infancy  and  at  the  ileocecal  junc- 
tion on  the  above  basis.  Nor  can  we  easily 
explain  it  by  saying  it  is  purely  abnormal 
peristalsis,  temporary  paralysis,  or,  con- 
versely, spasticity  of  a bowel  segment.  The 
nearest  approach  we  have  yet  to  an  all- 
inclusive  theory  is  based  on  studies  of  in- 
fant bowel  anatomy.  Realizing  that  most 
of  the  trouble  originated  in  the  ileocecal  re- 
gion Perrin  and  Lindsay  made  the  follow- 
ing observation.  First,  “the  mucosa  at  the 
ileocecal  valve  is  very  densely  studded  with 
patches  of  lymphoid  tissue  that  form  a ring 
about  the  orifice.  This  condition  exists  to 
a lessening  extent,  as  the  examination  is 
carried  up  the  lower  six  inches  of  ileum. 
Second,  the  ileocecal  valve  at  this  age  pro- 
jects about  three-eighths  of  an  inch  into  the 
cecum.  Third,  the  lumen  of  the  colon  and 
the  lower  ileum  are  relatively  small  in  the 
first  year  of  life.  Fourth,  the  entire  colon, 
and  especially  the  cecum  and  ascending 
colon,  has  a relatively  long  mesocolon  in 
infancy.  This  makes  the  colon  very  mobile 
and  readily  permits  invagination.” 

With  these  facts  in  view  Perrin  and 
Lindsay  reasoned  a slight  gastrointestinal 
disturbance  might  cause  such  a swelling  of 
the  lymphoid  tissue  at  the  ileocecal  junction 
as  to  practically  close  the  narrow  lumen  of 
the  ileum.  It  would  also  cause  the  ileocecal 
valve  to  protrude  even  further  into  the 
cecum.  There  would  be  a practical  loss  of 
response  to  peristaltic  impulses  over  this 
more  or  less  rigid  area  and  it  would  act  then 
as  a foreign  body  which  the  rest  of  the  gut 
would  attempt  to  expel.  This  effort  would 
cause  an  increasing  infolding  into  the  distal 
bowel. 

Cases  starting  in  the  colon  could  be  due 
to  swollen  lymphoid  follicles  which  densely 
stud  the  folds  of  mucosa.  Similarly  in  the 
small  bowel  engorged  Peyer’s  patches  might 


initiate  the  same  process.  They  also  point 
out  that  swelling  of  these  lymphoid  struc- 
tures is  produced  by  some  slight  digestive 
upset  and  not  by  diarrhea  which  through 
dehydration  generally  shrinks  them. 

This  theory  seems  to  satisfy  the  situa- 
tion, as  we  find  it  clinically  better  than  any 
other  today. 

The  seriousness  of  the  situation  arises 
from  the  constriction  and  strangulation  of 
the  mesentery  and  mesocolon  as  they  are 
drawn  farther  and  farther  in  with  the  in- 
vaginated  gut.  It  is  this  that  causes  the 
swelling  and  stasis  and  soon  gangrene  if  not 
relieved.  Peritonitis  is  the  certain  result 
from  invasion  of  bacteria  from  the  gut 
lumen  through  the  damaged  mucosa.  This 
impairment  of  circulation  and  gangrene  is 
often  merely  a matter  of  hours,  hence  such 
need  for  early  diagnosis  and  correction. 

The  symptoms  usually  are  typical  and 
definite.  A well-developed  and  healthy 
child,  generally  a boy,  suddenly  doubles  up 
with  abdominal  pain.  His  face  evidences 
pallor  and  pain  and  even  surprise.  In  a 
few  moments  the  pain  subsides  only  to  re- 
cur at  short  intervals.  He  usually  vomits. 
It  may  be  once  or  it  may  be  persistent  and 
projectile.  His  bowels  may  move.  Between 
attacks  he  lies  quietly — apathetically — not 
showing  the  usual  interest  in  his  surround- 
ings— may  even  sleep.  The  temperature 
remains  normal  or  subnormal.  As  time 
passes  the  attacks  become  more  severe  and 
longer,  his  stool  is  mixed  with  blood.  Soon 
he  passes  nothing  but  mucus  and  blood, 
not  even  flatus.  In  about  half  of  the  cases 
this  blood  appears  during  the  first  six  hours. 
He  becomes  more  and  more  toxic  and  by 
forty-eight  hours  if  unrelieved  distention 
and  a rise  of  temperature  indicate  terminal 
peritonitis.  Death  itself,  however,  fre- 
quently seems  to  be  largely  from  shock 
rather  than  peritonitis  alone. 

Before  the  advent  of  peritonitis,  as  a rule, 
the  abdomen  is  soft  and  relaxed  and  easily 
examined.  In  nine-tenths  of  the  cases  a 
sausage-shaped  tumor  can  be  felt  of  varia- 
ble length  and  size.  As  it  is  difficult  to 
feel  this  during  the  first  twenty-four  hours 
the  mass  most  frequently  is  found  in  the 
left  iliac  fossa.  It  has  been  known  to  reach 
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the  rectum  as  early  as  within  twelve  hours. 
During  paroxysms  of  pain  it  is  more  read- 
ily palpated. 

Rectal  examination  should  never  be  neg- 
lected. Occasionally  even  on  inspection  of 
the  anus  a protruding  tumor  mass  may  be 
seen,  looking  like  a prolapse,  but  in  reality 
is  the  apex  of  the  intussusception,  if  a blunt 
object  or  finger  may  be  easily  passed  up 
between  it  and  the  bowel  wall.  If  a pro- 
jecting intussusception  is  not  seen,  finger 
examination  of  the  rectum  will  sometimes 
encounter  the  tip  which  feels  like  a cervix 
in  a vaginal  examination.  If  this  is  not 
present  the  rectum  will  generally  feel  un- 
usually empty  and  relaxed  due  to  the  re- 
peated straining  and  tenesmus.  On  with- 
drawing the  finger  frequently  a little  spurt 
of  bloodstained  mucus  follows  and  the 
examining  finger  usually  has  some  of  the 
same  material  clinging  to  it.  The  impor- 
tance of  this  current  jelly  mucus  as  a diag- 
nostic sign  cannot  be  overemphasized. 

To  be  safe  one  must  consider  the  possi- 
bility of  intussusception  in  every  infant 
who  passes  blood.  If  it  occurs  in  a well- 
developed  previously  healthy  child  and  with 
severe  cramping  it  is  very  suggestive.  If  a 
palpable  tumor  is  present  it  is  almost  cer- 
tain. If  the  tumor  is  absent  but  blood- 
stained mucus  is  present,  it  is  equally  prob- 
able. While  vomiting  is  practically  always 
present  it  is  of  no  great  value  in  the  diag- 
nosis. X-ray  and  barium  enemas  are  oc- 
casionally of  help,  but  some  danger  is  in- 
volved in  the  latter  under  unskilled  hands 
and  the  findings  are  difficult  to  evaluate  at 
times,  hence  the  time  necessary  to  their 
use  is  not  generally  conceded  to  be  worth 
the  help  obtained,  especially  where  time  is 
at  such  a premium. 

A differential  diagnosis  in  infancy  must 
include  mainly  those  conditions  causing 
blood  in  the  stools.  First,  acute  ileocolitis 
will  produce  bloodly  mucus,  but  this  under 
the  microscope  shows  a massive  discharge 
of  leucocytes  and  bacteria  with  very  few 
epithelial  cells,  while  intussusception 
shows  only  an  abundance  of  unchanged 
epithelial  cells.  Generally  too  the  diarrhea 
fever  and  toxicity  precede  the  blood,  nor 
will  there  be  a palpable  mass.  Second, 


Henoch’s  purpura  may  give  severe  abdom- 
inal pain,  but  generally  is  not  so  colicky  and 
intermittent.  A mass  may  be  felt  if  there 
is  a large  hematoma  in  the  bowel  wall,  but 
usually  subcutaneous  hemorrhages  have  ap- 
peared or  will  appear  soon  after  the  onset. 
Third,  a Meckel’s  diverticulum  may  cause 
blood  to  appear  in  the  stools  especially  if 
an  ulcer  is  present,  but  there  is  not  the  same 
type  of  pain  and  the  blood  is  mixed  with 
fecal  material.  Fourth,  influenzal  infec- 
tions may  produce  blood  per  rectum,  but 
there  are  generally  other  evidences  of  in- 
fection— fever,  malaise,  toxicity,  etc. — 
early.  Fifth,  prolapse  of  the  rectum  has 
been  mentioned  earlier.  Sixth,  congenital 
bands  about  the  ileocecal  junction  may 
cause  bleeding,  but  these  cannot  be  diag- 
nosed before  operation. 

Meningitis  may  give  colicky  pain  and  vom- 
iting, but  there  is  no  bleeding  of  the  rectum 
and  usually  other  signs  of  meningeal  irri- 
tation are  present.  Appendicitis  usually 
occurs  with  some  fever  and  muscular  spasm 
and  the  pain  is  not  the  severe  paroxysmal 
type  found  in  intussusception,  nor  are  the 
tumor  or  bloody  mucus  present. 

The  prognosis  for  all  practical  purposes 
depends  entirely  on  the  rapidity  with  which 
diagnosis  and  operative  relief  are  per- 
formed. While  spontaneous  reduction  or 
cure  by  sloughing  of  the  gangrenous  portion 
occurs  in  one  or  two  per  cent  of  the  cases, 
it  is  too  rare  to  rely  on.  Even  with  sur- 
gical reduction  fairly  early  death  may  occur 
a few  hours  later  due  to  liberation  of  toxic 
materials  from  the  strangulated  portion. 
Mortality  figures  still  hover  around  the  fifty 
per  cent  mark. 

Earlier  diagnosis  and  earlier  surgical 
treatment  is  the  only  answer  to  this  ap- 
pallingly high  figure.  Nonsurgical  treat- 
ment is  only  mentioned  to  be  condemned  for 
abdominal  massage  or  taxis,  succussion, 
rectal  injections  or  reductions  under  the 
fluoroscope  are  limited  procedures,  appli- 
cable only  to  certain  types  and  all  with  the 
danger  of  further  damage  to,  or  perfora- 
tion of,  the  already  weakened  and,  at  times, 
gangrenous  bowel.  Reduction  is  frequently 
impossible  even  under  actual  vision. 

Ether  is  considered  by  most  to  be  the 
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best  anesthetic  agent  due  to  the  more  com- 
plete relaxation  obtained.  A median  or 
right  rectus  incision  is  made,  the  mass 
grasped,  and  as  much  of  the  reducing  done 
as  possible  within  the  abdominal  cavity, 
carefully  milking  it  out  from  below  upward 
rather  than  pulling  on  the  invaginated  part. 
Careful,  steady  pressure  over  the  apex  to 
reduce  edema,  such  as  is  employed  in  re- 
ducing a phimosis  or  a hernia,  is  the  most 
effective  and  safest  method  to  attempt  re- 
duction. Even  if  reduction  is  easily  accom- 
plished the  bowel  should  be  carefully  in- 
spected to  be  sure  it  is  all  viable.  However, 
unless  it  is  definitely  necrotic,  it  is  safer  to 
leave  the  bowel  intact  and  close  the  incision, 
as  resection  carries  such  a high  mortality 
in  children. 

If  the  mass  is  not  reducible  one  is  left 
with  the  possibility  of:  first,  making  an 
enterostomy  or  colostomy  above  the  ob- 
struction, leaving  the  intussusception  in- 
tact; second,  making  a lateral  anastomosis 
around  the  mass  again,  leaving  it  in  the 
abdomen ; third,  performing  a Mikulicz, 
leaving  the  ends  open  after  resecting  the 
mass;  fourth,  making  a lateral  or  end-to- 
end  anastomosis  after  resecting  the  mass; 
or  fifth,  resecting  the  intussusception  after 
making  an  incision  in  the  outer  layer  as  in 
the  Coffey  operation. 

Probably  the  safest  is  the  lateral  anasto- 
mosis around  the  obstruction  after  sutur- 
ing the  invaginated  portion  so  as  to  prevent 
further  infolding,  for  the  mortality  in  re- 
section in  children  is  usually  extremely  high 
and  enterostomies  allow  too  much  fluid 
and  food  loss. 

In  successful  reductions  some  surgeons 
attempt  to  prevent  recurrences  by  suturing 
the  ileum  and  ascending  colon  side  by  side 
and  anchoring  the  colon  to  the  parietal  wall. 
This  additional  manipulation  is  hardly  wise, 
however  in  most  cases  since  recurrences  are 
so  infrequent. 

Following  operation  the  usual  precautions 
in  childhood  surgery  should  be  taken.  Shock 
must  be  combatted  with  heat  and  stimula- 
tion if  necessary.  Mineral  and  fluid  bal- 
ance must  be  maintained.  Parenteral  saline 
or  preferably  Hartmann’s  solution,  fre- 


quently reinforced  with  glucose,  is  neces- 
sary. 

Occasionally  continuous  Wegenstein  suc- 
tion is  lifesaving.  Feedings  by  mouth  do 
not  need  to  be  hurried;  though  if  the  re- 
duction has  been  early  and  easy,  delay  is 
not  necessary  except  for  postoperative 
nausea.  If  reduction  has  been  difficult  or 
impossible  and  the  course  is  necessarily 
stormy,  morphine  or  some  of  its  derivatives 
in  relatively  large  doses  may  be  and  should 
be  given  freely.  Transfusions  during  con- 
valescence are  at  times  necessary. 

The  average  mortality  in  intussusception 
is  fifty  per  cent.  If  reduction  is  not  possible 
it  amounts  to  ninety  per  cent.  Even  after 
easy  reductions  at  times  death  occurs  evi- 
dently due  to  toxins  in  the  bowel  liberated 
by  the  restored  circulation  and  bowel  con- 
tinuity. 

Better  results  than  these  are  attained  in 
certain  institutions  where  earlier  diagnosis 
and  operation  are  possible  through  constant 
alertness. 

Of  at  least  local  interest  are  the  following 
statistics  from  Nashville  institutions: 

Total  recorded  cases  of  intussusception, 
infant  and  adult,  in  the  five  Nashville 
hospitals  for  the  ten-year  period,  1929 


to  1938,  inclusive 51 

Male  and  Female-.. 2.75:1 

Under  six  months  of  age 33.3% 

Under  twelve  months  of  age 64.7% 

Under  twenty-four  months  of  age 74.5% 

Vanderbilt,  twenty-seven  cases,  mortality  48.2% 

Nashville  General,  ten  cases,  mortality 30% 

Protestant,  four  cases,  mortality 25% 

St.  Thomas,  eight  cases,  mortality 0.0% 

Hubbard,  two  cases,  mortality 100% 

Average  mortality  total 37.25% 

Duration  of  symptoms  of  those  dying 3%  days 

(Excluding  one  of  eight  hours  which  died 
of  bronchopneumonia  on  the  third  day) 

Ileocecal  type 88% 

Resection  performed 19% 

Mortality  of  those  resected 50% 


Probable  cause  (where  noted) — Polypi,  age  of 
patients,  twenty-one,  eighteen,  sixteen  years; 
glands,  eight  months,  six  years,  eight  months;  car- 
cinoma, fifty-four  years;  lymphosarcoma,  six 
months;  appendix,  four  months. 

While  these  are  better  than  average  fig- 
ures, the  number  of  cases  is  not  great 
enough  to  give  one  a feeling  of  complacency 
or  to  cause  one  to  relax  his  alert  attitude 
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in  an  endeavor  to  recognize  these  cases  and 
have  them  treated  in  the  course  of  a few 
hours  rather  than  days.  The  results  are 
abundantly  worth  while. 

In  conclusion  simply  let  us  remember 
that  intussusception  is  predominantly  an 
early  childhood  problem,  and  that  whatever 


its  pathogenesis  the  diagnosis  is  generally 
easy  if  only  one  bears  the  possibility  of 
intussusception  in  mind.  Whenever  one 
finds  abdominal  pain  or  bloody  stools  it 
must  be  considered  routinely.  The  treat- 
ment is  surgical.  The  reward  is  a living 
infant. 
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STATEMENT  SUBMITTED  TO  THE  SUBCOMMITTEE  OF  THE 
SENATE  COMMITTEE  ON  EDUCATION  AND  LABOR  ON  S.  1620 


Mr.  J.  G.  Crownhart,  Madison,  Wisconsin 
Secretary , State  Medical  Society  of  Wisconsin 


Pertaining  to  Title  XIII  of  the  Bill 

INASMUCH  as  Wisconsin,  according  to 
the  National  Resources  Board,  enjoys 
the  distinction  of  being  one  of  the  three 
leading  states  in  the  United  States  in  health 
accomplishments  and  achievements,  the 
medical  profession  of  Wisconsin,  which  has 
been  the  initiating  force  for  much  of  the 
health  legislation  of  the  state,  feels  a partic- 
ular interest  in  all  efforts  that  will  truly 
and  permanently  advance  the  public  health. 
Favoring,  as  we  do,  measures  to  advance 
the  public  health,  we  are  impelled  because 
of  that  interest  to  oppose  the  bill  now  be- 
fore you. 

In  the  limited  time  at  my  disposal,  I ad- 
dress myself  in  particular  to  Title  XIII, 
“Grants  to  States  for  Medical  Care,”  begin- 
ning on  page  thirty-four  and  ending  on 
page  forty. 

Anxious  to  study  and  to  develop  in  Wis- 
consin any  procedure  to  further  the  use  of 
health  services  and  sickness  care  facilities 
among  the  citizenry,  the  State  Medical  So- 
ciety of  Wisconsin,  as  part  of  an  extensive 
threefold  field  study,  authorized  me  to  study 
firsthand  the  European  systems  for  the  dis- 
tribution of  sickness  care,  and  in  particular 
the  only  system  that  has  been  widely  and 
continuously  advocated  by  the  groups  pro- 
posing this  measure — compulsory  sickness 
insurance. 

As  background  for  that  study  completed 
just  last  summer,  I have  had  the  privilege 
for  sixteen  years  of  being  the  lay  secretary 
of  the  State  Medical  Society  of  Wisconsin, 
and  during  seven  years  of  that  period,  sec- 
retary of  the  Wisconsin  Hospital  Associa- 
tion. Recently  I had  the  privilege  of  for 
more  than  a year  acting  as  chairman  of  the 
Health  Section  of  the  Governor’s  Commit- 
tee on  Public  Welfare  in  Wisconsin. 
Throughout  my  particular  interest  has  been 
in  the  field  of  the  distribution  of  health 
services  and  sickness  care  and  my  studies 


abroad  were  materially  aided  by  extensive 
credentials  that  gave  me  entree  to  authentic 
and  widely  varied  sources  of  information. 

1.  There  have  been  many  detailed  studies 
of  laws  relating  to  compulsory  sickness  in- 
surance. Accepting  these  as  accurate,  my 
studies  were  made  to  ascertain  the  major 
point  of  real  importance — how  and  with 
what  degree  of  success  the  health  services 
and  sickness  care  under  compulsory  systems 
actually  reached  the  insured  population  on 
the  receiving  end,  for  unlike  other  social 
insurances,  compulsory  sickness  insurance 
pays  in  terms  of  services  and  not  in  terms 
of  money. 

2.  The  whole  purpose  of  the  studies  was 
to  determine  then  whether  that  framework 
of  compulsory  legislation,  either  as  it  stood 
or  with  modifications,  could  be  brought  back 
and  applied  in  our  own  State  of  Wisconsin 
as  a means  of  further  advancing  the  health 
of  our  people. 

The  laws  on  this  subject  in  France,  Eng- 
land, Norway,  Sweden,  Denmark,  Germany, 
and  other  countries  vary  widely,  and  yet 
out  of  each  of  the  studies,  and  all  of  them, 
the  observer  is  increasingly  and  constantly 
impressed  that  there  are  certain  factors 
and  elements  that  come  to  the  fore  in  every 
country  that  has  such  a law.  It  is  self- 
evident  from  intensive  firsthand  observa- 
tion that  these  elements  are  inherent  to  the 
system. 

Because  they  are  inherent  to  the  system, 
they  would  operate  in  this  country  under 
any  state  law  either  to  secure  the  presumed 
advantage  of  compliance  with  the  proposed 
federal  law  or  to  prevent  loss  of  the  state’s 
share  of  federal  subsidy  offer. 

The  Wagner  Bill  is  so  designed  as  vir- 
tually to  insure  the  inauguration  of  state 
compulsory  sickness  insurance  plans  subject 
to  the  control  and  direction  of  the  federal 
government.  Consequently,  these  inherent 
elements  that  permeate  the  European  sys- 
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terns  to  the  destruction  of  scientific  ad- 
vances and  to  the  prevention  of  the  delivery 
of  proper  medical  care  would  be  brought 
into  play  as  domestic  plans  became  effective. 

In  the  brief  time  at  my  disposal,  it  is  my 
purpose  to  outline  to  you  some  of  the  more 
important  of  these  inherent  elements  which 
everywhere  operate  to  defeat  the  announced 
purpose  of  compulsory  sickness  insurance. 

1.  The  tax  contribution  of  the  employee 
is  fixed  in  the  initial  legislation,  and  re- 
mains fixed  in  that  amount  throughout 
years  to  follow.  It  having  been  announced 
to  the  public  that  the  benefits  of  complete 
and  thorough  medical  care  will  be  furnished 
for  that  contribution,  and  the  tax  applying 
in  volume  to  the  small  pay  check,  it  may  be 
economically  impossible  and  always  politi- 
cally inexpedient  to  increase  that  contribu- 
tion. But,  on  the  other  hand,  the  total 
amount  received  and  available  for  care  of 
the  sick  may  vary  with  economic  conditions 
of  the  country  and  changing  costs  of  admin- 
istration with  no  corresponding  changes  in 
the  total  amount  of  benefits  promised.  The 
funds  may  be  vitally  affected  by  waves  of 
health  fads  that  periodically  sweep  every 
country,  or  by  epidemics  of  unanticipated 
character.  As  the  people  affected  become 
health-conscious  and  then  “policy-conscious’' 
so  do  their  demands,  warranted  or  unwar- 
ranted, increase.  The  end  result  is  a sys- 
tem wherein  the  administrator  loses  his 
social  service  concept  and  of  necessity  be- 
comes the  trustee  and  conservator  of  funds 
instead  of  the  guardian  of  health.  He  fur- 
nishes the  insured  population  with  the  bare 
essentials,  and  often  less  than  that,  instead 
of  all  that  is  needed,  keeping  a skeptical  eye 
and  the  purse  strings  tight  on  the  advances 
of  science  and  improvements  in  the  rendi- 
tion of  medical  care. 

2.  Unlike  sickness  care  rendered  under 
workmen’s  compensation  acts,  there  is  no 
penalty  upon  the  administration  for  the 
furnishing  of  a service  deficient  in  quality 
or  amount,  or  both,  and,  on  the  other  hand, 
there  is  the  budget  necessity  for  balanced 
books.  This  driving  force  results  in  cheap- 
ening the  health  services. 

3.  The  administration  is  not  only  inter- 
ested in  securing  its  medical  service  at  a 


fixed  cost  per  patient  per  year  in  order  to 
have  certainty  of  balanced  books,  but  ob- 
viously it  must  be  interested  from  a finan- 
cial viewpoint  in  what  the  physician  does 
and  prescribes,  because  that  costs  the  insur- 
ance administration  money.  The  result  is 
that  in  each  system  there  is  to  be  found  the 
book  of  rules  and  regulations,  ad  infinitum , 
within  the  limits  of  which  the  physician 
must  stay  at  the  risk  of  a money  penalty — 
and,  may  I add — within  which  the  physi- 
cian, dependent  upon  the  system  for  a sub- 
stantial amount  of  his  income,  learns  to  stay 
if  he  is  to  remain  in  the  system. 

4.  The  systems  do  not  administer  them- 
selves any  more  than  insurance  companies 
administer  themselves,  and  from  an  ad- 
mitted twelve  per  cent  administrative  cost, 
to  what  appears  to  be  a more  nearly  actual 
eighteen  to  twenty  per  cent  administrative 
cost,  is  found  everywhere.  The  adminis- 
trative force  must  include  the  system  phy- 
sician to  check  on  the  treatment  in  unusual 
illness;  the  prescription  checker  to  deter- 
mine whether  the  physician  has  stayed 
within  the  prescription  rule  book,  and  the 
pharmacist  abided  by  the  fixed  price;  and 
the  sick  visitor  who  endeavors  to  detect  the 
malingerer;  the  accountant  who  checks  the 
pay  roll  deductions;  and  office  staffs  that 
result  in  a total  administrative  force  in  the 
estimation  of  the  International  Labor  Of- 
fice of  from  one  person  for  every  fifty  to 
one  person  for  every  one  hundred  that  are 
insured.  This  vast  administrative  army  of 
laymen,  which  in  my  own  State  of  Wiscon- 
sin would  number  3,000  or  more,  becomes 
as  large  and  larger  than  the  number  of  phy- 
sicians giving  actual  sickness  care.  The 
administrative  army  diverts  part  of  the 
funds  and  controls  all  of  them,  which  in 
turn  results  in  a state  and  federal  control 
of  medical  service  itself.  This  is  inherent 
in  a law  such  as  is  here  contemplated. 

5.  Finally,  I direct  your  attention  to  the 
fact  that  under  this  type  of  legislation,  and 
under  bills  proposed  in  my  own  state,  writ- 
ten by  the  Social  Security  Board  staff,  the 
administrator  is  politically  appointed,  se- 
lects the  physicians,  and  he  may  discharge 
them  at  will  so  long  as  he  complies  only 
with  the  procedure.  He  is  responsible  to 
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no  court  for  the  reasons.  In  Germany  this 
system  has  resulted  in  the  observer  being 
unable  to  find  medical  scientists  of  yester- 
year of  international  importance.  And 
there  is  no  safeguard  against  such  misuse 
of  this  type  of  control  that  inherently  exists 
in  such  legislation. 

I say  to  you  that  these  concepts  of  sick- 
ness care  are  foreign  to  every  concept  of 
our  physicians  in  Wisconsin  and  that  type 
of  care  that  has  resulted  in  our  own  state 
having  a record  of  health  achievements  ex- 
celled by  no  country  that  has  adopted  such 
legislation.  The  inherent  elements  in  any 
system  of  compulsory  sickness  insurance 
are  such  as  change  both  the  concept  of  the 
people  and  the  role  of  the  physician  from 
the  present-day  American  concept  of  health 
attained  by  prevention  and  individual  care 
to  a limited  treatment  of  disease  with  the 
physician  in  the  salvage  role. 

In  conclusion,  may  I remind  you  that  the 
authentic  report  of  Political  and  Economic 
Planning,  after  two  years  of  study  of  the 
British  health  services  points  out:  “The  na- 
tion needs  sickness  services,  but  a nation 
which  regards  them  as  a substitute  for 
health  services  is  going  to  find  the  confu- 


sion expensive  in  money  and  suffering.  . . . 
It  is  no  less  necessary  for  those  concerned 
with  national  health  to  examine  the  diseases 
of  insurance  schemes  than  it  is  to  study 
heart  disease  and  cancer.” 

If  it  is  possible,  I should  like  the  record 
to  show  that  a copy  of  my  studies  abroad 
will  be  left  for  the  information  of  each 
member  of  the  committee. 

I say  to  you  in  all  sincerity  and  with  all 
the  earnestness  at  my  command  that  the 
health  achievements  of  Wisconsin  and  of 
this  nation  have  not  been  made,  as  some 
would  have  you  believe,  in  spite  of  our  fail- 
ure to  adopt  European  systems  of  compul- 
sory sickness  insurance,  but  because  of  our 
foresight  in  avoiding  the  very  concepts  of 
control  that  are  inherent  to  such  govern- 
mentally  systematized  services.  The  social 
purchase  price  for  the  adoption  of  such 
legislation  is  the  surrender  for  all  time  of 
our  concept  of  education  for  health  and  in 
times  of  illness,  our  concept  of  the  sick 
man,  womjan,  or  child  as  an  individual  with 
highly,  individualistic  reactions  requiring, 
deserving,  and  securing  a personalized 
service. 
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YOUR  Reference  Committee  has  care- 
fully considered  the  bill  designated  as 
Senate  Bill  1620 — “A  bill  to  provide 
for  the  general  welfare  by  enabling  the  sev- 
eral states  to  make  more  adequate  provision 
for  public  health,  prevention  and  control  of 
disease,  maternal  and  child  health  services, 
construction  and  maintenance  of  needed 
hospitals  and  health  centers,  care  of  the 
sick,  disability  insurance,  and  training  of 
personnel;  to  amend  the  Social  Security 
Act;  and  for  other  purposes.” 

This  bill  was  introduced  by  Senator  Rob- 
ert A.  Wagner  of  New  York,  February  28, 
1939,  and  is  commonly  referred  to  as  the 
Wagner  Health  Bill.  The  bill  itself  pro- 
vides that,  if  it  be  enacted,  it  may  be  cited 
as  the  “NATIONAL  HEALTH  ACT  OF 
1939.”  The  purposes  of  the  bill  are  suffi- 
ciently stated  in  the  title,  but  the  bill  itself 
must  be  recognized  as  a proposed  amend- 
ment to  the  Social  Security  Act  of  1935. 
The  bill  is  intended  to  make  effective  a na- 
tional health  program  recommended  by  the 
Interdepartmental  Committee  to  coordinate 
health  and  welfare  activities. 

The  House  of  Delegates  of  the  American 
Medical  Association  at  its  special  session  in 
Chicago,  September  16,  1938,  considered 
the  National  Health  Program  and  adopted 
resolutions  based  on  five  recommendations 
contained  in  the  program.  It  is  important 
that  this  fact  be  borne  in  mind,  for  the  bill, 
which  was  drafted  long  after  these  resolu- 
tions were  adopted  and  at  a time  when  the 
resolutions  were  presumably  known  to  the 
proponents  of  this  measure,  does  not  recog- 
nize either  the  spirit  or  the  text  of  these 
resolutions.  Any  criticism  of  this  bill  by  the 
association  is  not  to  be  construed,  there- 
fore, as  a repudiation  of  any  of  the  princi- 
ples adopted  by  the  1938  Special  Session 
of  the  House  of  Delegates. 

Analysis  of  the  Bill 
Senate  Bill  1620  proposes  to  amend  Title 
V of  the  Social  Security  Act — Grants  to 
States  for  Maternal  and  Child  Welfare  ; and 
Title  VI — Public  Health  Work  and  Investi- 


gations; and  proposes  to  add  to  the  Social 
Security  Act  certain  new  titles:  namely, 
Title  XII — Grants  to  States  for  Hospital 
and  Health  Centers;  Title  XIII — Grants  to 
States  for  Medical  Care;  and  Title  XIV — 
Grants  to  States  for  Temporary  Disability 
Compensation. 

Already  some  individuals  and  organized 
groups  in  the  United  States  have  appeared 
before  the  Senate  Subcommittee  which  has 
this  bill  under  consideration  and  have  urged 
its  immediate  enactment.  Although  the 
stated  objectives  of  the  Wagner  Health  Bill 
are  generally  recognized  as  desirable,  your 
committee  cannot  approve  the  methods  by 
which  these  objectives  are  to  be  attained. 

Repeatedly,  physicians  and  all  other  qual- 
ified professional  groups  have  recommended 
the  coordination  and  consolidation  of  the 
health  activities  of  the  federal  government. 
The  Wagner  Health  Bill  leaves  existing  and 
proposed  preventive  and  curative  medical 
services  widely  scattered  through  several 
federal  agencies. 

This  bill  does  not  in  any  way  safeguard 
the  continued  existence  of  the  private  prac- 
titioners who  have  always  brought  to  the 
people  the  benefits  of  scientific  research  and 
treatment. 

It  does  not  provide  for  the  use  of  the 
thousands  of  vacant  beds  now  available  in 
hundreds  of  church  and  community  general 
hospitals. 

The  Wagner  Health  Bill  proposes  an  ex- 
tensive program  in  the  field  of  “health, 
diagnostic,  and  treatment  centers,  institu- 
tions and  related  facilities,”  without  defin- 
ing their  functions. 

This  bill  proposes  to  make  federal  aid  for 
medical  care  the  rule  rather  than  the  ex- 
ception, since  it  does  not  specifically  limit 
its  benefits  to  persons  unable  to  pay  for  ade- 
quate medical  care. 

The  Wagner  Health  Bill  does  not  recog- 
nize the  need  for  suitable  food,  sanitary 
housing,  and  the  improvement  of  other  en- 
vironmental conditions  necessary  to  the  con- 
tinuous prevention  of  disease  and  promo- 
tion of  health. 
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This  bill  insidiously  promotes  the  devel- 
opment of  a complete  system  of  tax-sup- 
ported governmental  medical  care,  thus  un- 
dermining and  debasing  present  standards 
of  medical  services. 

The  House  of  Delegates  in  September, 
1938,  urged  compensation  for  the  loss  of 
wages  during  sickness.  The  Wagner  Health 
Bill  deviates  from  this  suggestion  by  pro- 
posing to  provide  medical  services  in  addi- 
tion to  compensation. 

The  Wagner  Health  Bill  would  authorize 
an  enormous  expansion  of  governmental 
medical  services  and  therewith  ultimately 
unlimited  appropriations  for  its  health  pro- 
gram. The  funds  necessary  would  be  so 
great  as  to  increase  still  further  the  present 
burdensome  general  taxation. 

The  Wagner  Health  Bill  provides  for  su- 
preme federal  control.  Rules  and  regula- 
tions must  be  promulgated  by  the  Chief  of 
the  Children’s  Bureau  in  the  Department 
of  Labor,  the  Surgeon  General  of  the  Pub- 
lic Health  Service,  the  Federal  Emergency 
Administrator  of  Public  Works,  and  the 
Social  Security  Board.  These  federal  agents 
are  given  authority  to  disapprove  plans  pro- 
posed by  the  individual  states. 

The  House  of  Delegates  at  its  September, 
1938,  session  approved  the  expansion  of 
preventive  and  other  medical  services  when 
the  need  could  be  shown.  The  Wagner 
Health  Bill  prescribes  no  method  for  de- 
termining the  nature  and  extent  of  the 
needs  for  which  it  proposes  allotments  of 
funds. 

The  provisions  in  the  Wagner  Health  Bill 
that  have  been  considered  by  the  House  of 
Delegates  are:  the  authorization  of  appro- 
priations for  studies,  investigations  and 
demonstrations,  and  the  creation  of  federal 
and  state  advisory  councils. 

The  Wagner  Health  Bill,  as  judged  by 
the  considerations  that  have  been  here  pre- 
sented, is  inconsistent  with  the  fundamental 
principles  of  medical  care  established  by 
years  of  scientific  professional  medical  ex- 
perience, and  in  the  opinion  of  your  com- 
mittee it  is,  therefore,  contrary  to  the  best 
interests  of  the  American  people. 

For  years  the  health  of  the  people  of  the 
United  States,  as  measured  by  sickness  and 


death  rates,  has  been  better  than  that  of 
most  foreign  countries,  and  this  improve- 
ment has  been  continuous.  The  fortunate 
health  conditions  in  the  United  States  can- 
not be  disassociated  from  the  standards  and 
methods  of  medical  practice  that  have  pre- 
vailed under  the  present  system  of  medical 
practice. 

No  other  profession  and  no  other  organi- 
zation has  done  more  for  the  prevention  of 
disease,  the  promotion  of  health,  and  the 
care  of  the  sick  than  have  the  medical  pro- 
fession and  the  American  Medical  Asso- 
ciation. No  other  groups  have  shown  more 
genuine  sympathetic  interest  in  human  wel- 
fare. 

The  contribution  of  the  individual  mem- 
bers of  the  American  Medical  Association 
to  medical  care  is  universally  regarded  as 
monumental  in  total  volume.  The  contribu- 
tion of  the  American  Medical  Association, 
through  a program  of  medical  education 
and  the  activities  of  its  numerous  councils 
which  safeguard  medical  service,  gives 
abundant  proof  of  interest  in  the  problems 
of  the  national  health.  It  has  given  contin- 
ued consideration  to  these  problems,  where- 
as others  show  concern  with  these  proposals 
because  of  a present,  but,  it  is  to  be  hoped, 
a temporary  need  for  relief.  These  are  the 
groups  which  request  revolutionary  legis- 
lative action  as  indispensable  for  the  exten- 
sion and  further  diffusion  of  health  fa- 
cilities. 

In  view  of  its  record  and  in  consideration 
of  the  responsibility  which  American  social 
history  and  the  nature  of  medical  care  have 
imposed  on  the  medical  profession,  the 
American  Medical  Association  would  fail 
in  its  public  trust  if  it  neglected  to  express 
itself  unmistakably  and  emphatically  re- 
garding any  threat  to  the  nation’s  health 
and  well-being. 

The  American  Medical  Association  must, 
therefore,  speaking  with  professional  com- 
petence, oppose  the  Wagner  Health  Bill. 

Nevertheless,  recognizing  the  soundness 
of  the  principles  stated  in  the  resolutions 
adopted  by  the  House  of  Delegates  at  its 
special  session  in  1938,  namely,  the  expan- 
sion of  preventive  medicine  and  public 
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health  where  need  can  be  shown,  the  exten- 
sion of  medical  care  for  the  indigent  and 
the  medically  indigent  where  the  need  can 
be  demonstrated,  with  local  determination 
of  needs  and  local  control  of  measures  to 
supply  these  needs,  your  committee  would 
urge  the  development  of  a mechanism  for 
meeting  these  needs  within  the  philosophy 
of  the  American  form  of  government  and 
without  damage  to  the  quality  of  medical 
services. 

This  question,  as  it  relates  to  the  aid  to 
be  given  by  an  individual  state  to  its  own 
counties,  municipalities  or  other  local  po- 
litical units,  is  not  immediately  before  this 
Association.  The  answer  is  to  be  found  in 
the  individual  state  constitutions  and  state 
statutes.  Counties,  townships,  and  munic- 
ipalities are  creatures  of  the  individual 
states  and  can  be  molded  and  guided  by 
the  state  for  its  own  purposes.  The  indi- 
vidual state,  itself,  is  not  a creature  of  the 
federal  government.  The  federal  govern- 
ment is,  as  a matter  of  fact,  a creature  of 
the  individual  states. 

The  fundamental  question  is  how  and 
when  a state  should  be  given  financial  aid 
by  the  federal  government  out  of  the  re- 
sources of  the  states  as  a whole  pooled  in 
the  federal  treasury.  Disasters,  such  as 
floods,  dust  storms,  fire  and  epidemics,  have 
long  been  recognized  as  justifying  such  fed- 
eral aid.  No  state  or  person  has  ever  been 
heard  to  object  to  the  use  of  funds  out  of 
the  federal  treasury  for  such  purposes.  No 
one  has  ever  proposed,  however,  that  be- 
cause federal  aid  is  extended  under  such 
conditions  to  a state  in  distress,  a corre- 
sponding aid  must  be  extended  to  every 
other  state  regardless  of  its  need.  Nor  has 
any  one  ever  been  heard  to  say  that  federal 
aid  to  a state  in  distress,  because  of  flood, 
dust  storm,  fire  or  epidemic,  shall  not  be 
extended,  unless  and  until  the  suffering 
state  has  produced  from  its  own  treasury 
a stated  amount  of  money  to  aid  in  afford- 
ing the  relief.  The  development  of  such 
bizarre  thinking  may  be  traced  to  those 
who  have  originated  within  comparatively 
recent  years  the  granting  of  federal  sub- 
sidies— sometimes  referred  to  as  '‘grants  in 
aid” — to  induce  states  to  carry  on  intra- 


state activities  suggested  frequently  in  the 
first  instance  by  officers  and  employees  of 
the  federal  government.  The  use  of  federal 
subsidies  to  accomplish  such  federally  de- 
termined activities  has  invariably  involved 
federal  control.  Any  state  in  actual  need  of 
financial  aid  from  the  federal  government 
for  the  prevention  of  disease,  the  promotion 
of  health,  and  the  care  of  the  sick  should 
be  able  to  obtain  aid  in  a medical  emergency 
without  stimulating  every  other  state  to 
seek  and  to  accept  similar  aid  and  thus  to 
have  imposed  on  it  the  burden  of  federal 
control. 

The  mechanism  by  which  this  end  is  to 
be  accomplished,  whether  through  a federal 
agency  to  which  any  state  in  need  of  federal 
financial  assistance  can  apply,  or  through 
a new  agency  created  for  this  purpose  or 
through  responsible  officers  of  existing  fed- 
eral agencies,  must  be  developed  by  the  ex- 
ecutive and  the  congress  who  are  charged 
with  these  duties.  Such  methods  would  af- 
ford to  every  state  an  agency  to  which  it 
might  apply  for  federal  assistance  to  en- 
able it  to  care  for  its  own  people  without 
involving  every  other  state  in  the  Union  or 
the  entire  government  in  the  transaction, 
and  without  disturbing  permanently  the 
American  concept  of  democratic  govern- 
ment. 

Summary 

1.  The  Wagner  Health  Bill  does  not  rec- 
ognize either  the  spirit  or  the  text  of 
the  resolutions  adopted  by  the  House 
of  Delegates  of  the  American  Medical 
Association  in  September,  1938. 

2.  The  House  of  Delegates  cannot  ap- 
prove the  methods  by  which  the  objec- 
tives of  the  National  Health  Program 
are  to  be  obtained. 

3.  The  Wagner  Health  Bill  does  not  safe- 
guard in  any  way  the  continued  exist- 
ence of  the  private  practitioners  who 
have  always  brought  to  the  people  the 
benefits  of  scientific  research  and  treat- 
ment. 

4.  The  Wagner  Health  Bill  does  not  pro- 
vide for  the  use  of  the  thousands  of 
vacant  beds  now  available  in  hundreds 
of  church  and  community  general  hos- 
pitals. 
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5.  This  bill  proposes  to  make  federal  aid 
for  medical  care  the  rule  rather  than 
the  exception. 

6.  The  Wagner  Health  Bill  does  not  rec- 
ognize the  need  for  suitable  food,  sani- 
tary housing,  and  the  improvement  of 
other  environmental  conditions  neces- 
sary to  the  continuous  prevention  of 
disease. 

7.  The  Wagner  Health  Bill  insidiously 
promotes  the  development  of  a com- 
plete system  of  tax-supported  govern- 
mental medical  care. 

8.  While  the  Wagner  Health  Bill  provides 
compensation  for  loss  of  wages  during 
illness,  it  also  proposes  to  provide  com- 
plete medical  service  in  addition  to 
such  compensation. 

9.  The  Wagner  Health  Bill  provides  for 
supreme  federal  control : federal  agents 
are  given  authority  to  disapprove  plans 
proposed  by  the  individual  states. 

10.  The  Wagner  Health  Bill  prescribes  no 
method  for  determining  the  nature  and 
extent  of  the  needs  for  preventive  and 
other  medical  services  for  which  it 
proposes  allotments  of  funds. 

11.  The  Wagner  Health  Bill  is  inconsistent 
with  the  fundamental  principles  of 
medical  care  established  by  scientific 
medical  experience  and  is  therefore 
contrary  to  the  best  interests  of  the 
American  people. 

12.  The  fortunate  health  conditions  which 
prevail  in  the  United  States  cannot  be 
disassociated  from  the  prevailing  stand- 
ards and  methods  of  medical  practice. 

13.  No  other  profession  and  no  other  group 
have  done  more  for  the  improvement 
of  public  health,  the  prevention  of  dis- 
ease, and  the  care  of  the  sick  than  have 
the  medical  profession  and  the  Ameri- 
can Medical  Association. 

14.  The  American  Medical  Association 
would  fail  in  its  public  trust  if  it  neg- 
lected to  express  itself  unmistakably 
and  emphatically  regarding  any  threat 
to  the  national  health  and  well-being. 
It  must,  therefore,  speaking  with  pro- 
fessional competence,  oppose  the  Wag- 
ner Health  Bill. 

15.  The  House  of  Delegates  would  urge  the 
development  of  a mechanism  for  meet- 


ing the  needs  for  expansion  of  preven- 
tive medical  services,  extension  of  med- 
ical care  for  the  indigent  and  the  med- 
ically indigent,  with  local  determination 
of  needs  and  local  control  of  adminis- 
tration within  the  philosophy  of  the 
American  form  of  government  and 
without  damage  to  the  quality  of  med- 
ical service. 

16.  The  fundamental  question  is  how  and 
when  a state  should  be  given  financial 
aid  by  the  federal  government  out  of 
the  resources  of  the  states  as  a whole 
pooled  in  the  federal  treasury. 

17.  The  bizarre  thinking  which  evolved  the 
systems  of  federal  subsidies — some- 
times called  “grants-in-aid” — is  used 
to  induce  states  to  carry  on  activities 
suggested  frequently  in  the  first  in- 
stance by  officers  and  employees  of  the 
federal  government. 

18.  The  use  of  federal  subsidies  to  accom- 
plish such  federally  determined  activi- 
ties has  invariably  involved  federal 
control. 

19.  Any  state  in  actual  need  for  the  pre- 
vention of  disease,  the  promotion  of 
health,  and  the  care  of  the  sick  should 
be  able  to  obtain  such  aid  in  a medical 
emergency  without  stimulating  every 
other  state  to  seek  and  to  accept  similar 
aid,  and  thus  to  have  imposed  on  it  the 
burden  of  federal  control. 

20.  The  mechanism  by  which  this  end  is  to 
be  accomplished,  whether  through  a 
federal  agency  to  which  any  state  in 
need  of  federal  financial  assistance  can 
apply,  or  through  a new  agency  created 
for  this  purpose  or  through  responsible 
officers  of  existing  federal  agencies, 
must  be  developed  by  the  executive  and 
the  congress,  who  are  charged  with 
these  duties. 

21.  Such  a method  would  afford  to  every 
state  an  agency  to  which  it  might  ap- 
ply for  federal  assistance  without  in- 
volving every  other  state  in  the  Union 
or  the  entire  government  in  the  trans- 
action. 

22.  Such  a method  would  not  disturb  per- 
manently the  American  concept  of  dem- 
ocratic government. 
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MANY  ADVANCES  have  been  made 
since  Bright’s  disease  was  first  de- 
scribed. Thanks  to  the  brilliant 
work  of  numerous  investigators  of  the  kid- 
ney, the  clinician  raises  his  head  above  the 
previously  existing  chaos.  Works  like  that 
of  Fishberg,  Elwyn,  and  McElroy  admi- 
rably summarize  the  contributions  to  the 
knowledge  of  kidney  affection. 

In  many  good  hospitals  and  clinics,  heart 
disease  is  investigated  etiologically,  anatom- 
ically, and  functionally.  A patient  with 
nephritis,  however,  will  be  merely  diag- 
nosed as  chronic  nephritis.  Yet  from  the 
studies  made,  a better  understanding  of  the 
patient’s  illness  can  be  obtained.  How  far 
has  his  disease  advanced? 

It  is  the  purpose  of  this  paper  to  place 
the  patient  with  chronic  nephritis  in  the 
proper  stage  of  his  disease  and  also  to  sug- 
gest a diagram  of  the  progression  of  these 
stages.  The  writer  believes  that  this  can 
be  done  in  most  cases  by  the  same  studies 
that  are  now  daily  carried  on  in  almost  all 
hospitals.  It  is  not  the  purpose  of  this 
paper  to  imply  that  all  is  known  of  the 
affections  of  the  kidney. 

The  kidney  is  not  an  organ  of  mystic 
functions.  It  forms  an  integral  part  of  the 
delicately  adjusted  mechanism  maintaining 
life  processes  in  our  bodies.  Water  and 
salt  metabolism,  excretion  of  catabolic 
products,  and  the  equilibration  of  body 
fluids  for  the  proper  functions  of  the  or- 
ganism concern  the  kidney.  The  kidney 
functions  on  a physical-chemical-biological 
basis. 

According  to  the  latest  work,  urine  for- 
mation occurs  in  the  following  manner. 
Catabolic  products  to  be  excreted  pass  into 
the  blood  from  the  interstitial  fluid  by  vir- 
tue of  the  greater  osmotic  pressure  in  the 
blood  stream.  This  osmotic  pressure  or 
drawing  power  is  exerted  by  the  serum  pro- 
teins. Blood  carrying  waste  products 
reaches  the  glomerular  tuft  by  an  afferent 
arteriole.  Water  and  crystalloids  of  the 


serum  filter  through  the  endothelium  of  the 
capillaries  and  through  the  visceral  epithe- 
lial layer  of  Bowman’s  capsule  into  the 
capsular  space.  The  serum  proteins  are 
held  back  by  the  visceral  epithelial  layer, 
while  water,  chlorides,  glucose,  urea,  phos- 
phates, calcium,  etc.,  filter  through.  The 
filter  in  the  kidney  is  this  flat  epithelial 
layer.  The  ratio  of  the  different  crystal- 
loids filtering  through  is  directly  propor- 
tional to  their  quantity  in  the  blood  plasma. 

The  protein-free  filtrate  now  leaves  Bow- 
man’s space  and  enters  the  tubular  system. 
As  this  filtrate  begins  its  passage  through 
the  tubules,  the  relative  quantities  of  its 
various  constituents  are  still  proportionally 
the  same  as  they  were  in  the  blood  plasma. 
But  this  soon  changes ; concentration  of  the 
filtrate  begins.  Water  is  reabsorbed  from 
the  solution  by  the  tubular  cells  and  re- 
turned to  the  blood  by  a venule.  But  more 
than  just  water  is  reabsorbed.  A certain 
proportion  of  all  the  solutes  is  reabsorbed. 
Each  solute  (urea,  chloride,  glucose,  etc.) 
has  its  own  reabsorption  ratio,  depending 
upon  certain  physical  and  chemical  charac- 
teristics of  the  solute  and  also  upon  its 
quantitative  need  by  the  body.  It  is  this 
reabsorption  ratio  that  decides  the  final  con- 
centration of  the  various  crystalloids  in  the 
bladder  urine.  Urea  in  the  urine  is  sixty- 
five  times  that  of  the  urea  in  the  blood 
serum;  urine  chloride  is  1.5  times  that  of 
the  serum  chloride.  Sodium  is  present  in 
the  same  concentration  in  the  urine  as  it 
is  in  the  serum,  while  glucose  is  almost 
entirely  returned  to  the  blood  and  is  nor- 
mally present  in  the  urine  in  very  small 
amounts.  The  body  needs  even  some  of  its 
catabolic  products,  such  as  urea  and  cre- 
atinine (these,  in  certain  amounts,  stim- 
ulate life  processes  of  body  cells)  and  these 
are  therefore  reabsorbed  to  some  extent. 

Not  all  of  the  glomeruli  take  part  in  the 
filtration  process  at  the  same  time.  It  is 
estimated  that  only  about  one-third  of  their 
number  participate  during  ordinary  physio- 
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logical  activity.  But  more  glomeruli  are 
flooded  with  blood  as  need  arises  for  greater 
filtration  surface.  A glomerular  reserve 
is  therefore  present.  Also  each  glomerulus 
may  have  only  a portion  of  its  capillaries 
at  work,  holding  the  other  branches  of  the 
tuft  in  reserve. 

In  studying  the  patient,  one  of  course 
wishes  a classification  of  Bright’s  disease. 
Fishberg’s  modification  of  Volhard  and 
Fahr’s  classification  is  preferred  by  the 
writer. 

1.  Benign  albuminuria. 

2.  Nephroses  (degenerative). 

3.  Nephritis  (inflammatory). 

a.  Diffuse  glomerulonephritis. 

b.  Focal  nephritis. 

c.  Acute  interstitial  nephritis. 

4.  Multiple  glomerular  embolization. 

5.  Nephrosclerosis. 

a.  Essential  hypertension. 

(1)  Benign. 

(2)  Malignant. 

b.  Senile  arteriosclerotic  kidney. 

This  paper  will  deal  only  with  diffuse 

glomerulonephritis.  This  is  the  most  im- 
portant disease  of  the  chronic  inflammatory 
affections  of  the  kidney.  The  following 
cases  are  presented  to  illustrate  the  various 
stages  of  the  disease. 

Case  No.  1 — Acute  Diffuse  Glomerulo- 
nephritis 

Alfred  C.,  a white  boy  of  fourteen,  was 
brought  into  the  Philadelphia  Jewish  Hos- 
pital on  December  7,  1936,  with  the  diag- 
nosis of  “acute  urine  retention.”  The  boy 
was  a member  of  the  high  school  football 
team  and  had  participated  in  a game  on 
December  1,  a cold  and  rainy  day.  Two 
days  later  the  boy  complained  of  headache. 
Twenty-four  hours  later  his  face  became 
somewhat  puffed.  During  the  next  two 
days  he  complained  of  dizziness  and  vom- 
ited several  times.  On  December  7 the  boy 
was  brought  to  the  hospital  in  a delirious 
condition ; he  had  not  voided  for  forty-eight 
hours. 

He  has  had  whooping  cough  and  chicken 
pox  in  early  childhood,  and  pneumonia  at 


the  age  of  seven.  He  never  complained  of 
sore  throat  and  had  only  occasional  colds. 

On  admission  the  boy  was  well  developed, 
well  nourished,  with  a pale  and  puffy  face. 
He  was  mentally  confused  and  restless.  T. 
100,  P.  100,  R.  28,  B.  P.  170/110.  The 
tonsils  were  enlarged,  and  the  anterior  pil- 
lars moderately  inflamed.  The  chest  and 
lungs  were  normal.  The  heart  tones  were 
forceful,  regular  in  rhythm,  A2  greater 
than  P2,  P.  M.  I.  in  fifth  interspace  eight 
centimeters  from  the  M.  S.  L.  The  urinary 
bladder  was  not  distended.  There  was 
slight  pitting  edema  of  the  hands  and 
wrists,  but  no  ankle  edema.  Reflexes  were 
normal.  Catheterization  yielded  sixty-five 
cubic  centimeters  of  urine.  Following  this 
procedure  the  boy  showed  involuntary  con- 
tractions of  the  muscles  of  the  face  and 
arms. 

Laboratory  studies : Urine — acid  reac- 
tion; sp.gr.  1.027;  albumin — cloud;  sugar 
and  acetone — negative ; a few  grandular 
casts;  two  to  four  W.  B.  C.,  ten  to  twelve 
R.  B.  C.  per  high  power  field.  Blood — 
eighty-eight  per  cent  hb.,  4,750,000  R.  B.  C., 
6,300  W.  B.  C.,  fifty-eight  per  cent  neutro- 
philes,  forty  per  cent  lymphocytes,  two  per 
cent  eosinophiles  per  cubic  millimeter  of 
blood.  Urea  nitrogen  fifty-one  milligrams, 
creatinine  2.1  milligrams,  sugar  ninety-six 
milligrams,  serum  albumin  3.5  grams,  se- 
rum globulin  1.7  grams  per  100  cubic  centi- 
meters of  blood. 

We  permit  ourselves  to  visualize  the  kid- 
ney lesion  and  to  understand  the  underlying 
pathologic  physiology.  The  kidneys  are  the 
seat  of  the  first  attack  of  acute  diffuse 
glomerulonephritis.  The  glomeruli  are  dif- 
fusely involved;  we  learn  this  from  the 
oliguria  and  urea  nitrogen  retention.  How- 
ever, there  are  many  glomeruli  which  are 
not  completely  blocked.  A very  small 
amount  of  filtration  occurs  in  almost  all 
glomeruli.  These  partially  blocked  glo- 
meruli furnish  for  concentration  a small 
amount  of  fluid  to  each  of  their  correspond- 
ing tubules.  We  learn  this  from  the  high 
specific  gravity  of  the  urine  and  the  Fish- 
berg  concentration  test,  1.022,  1.024,  1.027. 
We  can  also  try  to  understand  the  general 
capillaritis  which  permits  the  escape  of 
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serum  proteins  into  the  interstitial  tissues 
— the  puffiness  of  the  face,  the  edema  (ne- 
phritic) of  the  hands  and  wrists,  the  pale- 
ness of  the  skin,  the  slightly  lowered  blood 
serum  proteins — all  are  evidences  of  that. 

During  the  first  day  after  admission,  the 
boy  did  not  void;  on  the  second  and  third 
days  he  voided  550  cubic  centimeters  and 
500  cubic  centimeters,  respectively;  on  the 
fourth  day  he  voided  900  cubic  centimeters. 
The  blood  pressure  and  urea  came  down  to 
normal.  The  R.  B.  C.  disappeared  from  the 
urine  on  December  15,  and  albumin  was 
evident  only  in  a faint  trace.  Will  the 
glomeruli  clear  completely,  or  will  the 
“toxin”  reappear  again  and  cause  a gradual 
progression  of  the  disease  into  the  first 
stage  of  chronic  diffuse  glomerulonephritis  ? 
(See  diagram.) 

of  the  S<»e«csicB  of  Everts  In  Diffuse  Olooerulo-Eerhrltls. 


Case  No.  2 — Latent  Type  First  Stage 
Chronic  Diffuse  Glomerulonephritis 
Louis  R.,  a white  male  of  twenty-seven, 
was  admitted  to  the  Jewish  Hospital  (Phil- 
adelphia) on  September  27,  1936,  to  the 
service  of  Dr.  J.  C.  Doane,  complaining  of 
weakness.  About  six  weeks  before,  the 
patient  was  chilled  while  bathing  in  the 
ocean.  Several  days  later  Mr.  R.  felt  some- 
what under  par  and  noticed  a morning  puf- 
finess about  his  eyes.  After  a few  days 
the  patient  consulted  a physician , who 
found  a cloud  of  albumin  in  the  urine,  with 


R.  B.  C.  and  hyaline  and  granular  casts. 
The  blood  pressure  was  normal.  His  phy- 
sician put  him  on  a low  protein,  salt-poor 
diet.  The  patient  since  noticed  a gradual 
increasing  weakness,  with  shortness  of 
breath  on  exertion.  He  has  not  been  heart- 
conscious and  has  not  had  palpitation  or 
precordial  distress.  There  is  no  history  of 
scarlet  fever  or  diphtheria.  He  is  subject 
to  frequent  head  colds;  tonsillectomy  was 
performed  in  1933.  The  urine  at  the  time 
was  normal. 

On  examination  T.  98,  P.  72,  R.  20,  B.  P. 
120/78.  Except  for  a paleness  about  the 
face  everything  else  was  normal.  There 
was  no  edema;  the  heart  was  normal  in 
size,  position,  tone,  and  rhythm;  no  mur- 
murs were  heard.  Eye  grounds  were  nor- 
mal; no  foci  of  infection  were  found.  The 
electrocardiogram  showed  a slight  left  ven- 
tricular preponderance. 

Studies:  Urine — alkaline  reaction;  sp.gr. 
1.008;  albumin — cloud  (plus  one)  ; occa- 
sional granular  casts ; no  R.  B.  C. ; no  dou- 
ble retractile  bodies.  Blood — 4,850,000  R. 
B.  C.,  8,900  W.  B.  C.,  sugar  eighty-one 
milligrams;  urea  nitrogen  thirteen  milli- 
grams; uric  acid  four  milligrams;  creati- 
nine 1.5  milligrams;  cholesterol  275  milli- 
grams; albumin  5.5  grams;  globulin  two 
grams ; chlorides  480  milligrams ; Wasser- 
mann  negative.  Urine  concentration  varied 
between  sp.gr.  1.003  and  1.027  by  the 
Mosenthal  test.  The  basal  metabolism  was 
minus  seven. 

Because  of  the  history  of  swelling  of  the 
face  accompanied  by  albuminuria,  cylin- 
druria,  and  slight  hematuria,  a diagnosis  of 
glomerulonephritis  was  made  by  his  physi- 
cian. In  view  of  the  occurrence  of  urinary 
abnormalities  for  the  first  time,  the  attack 
was  thought  to  be  the  first.  At  the  hospi- 
tal, six  weeks  after  the  onset  of  the  pa- 
tient’s illness,  it  was  believed  that  the  pa- 
tient was  either  getting  over  his  first  attack 
of  acute  diffuse  glomerulonephritis  or  that 
he  was  in  the  latent  type  of  first  stage 
chronic  diffuse  glomerulonephritis.  The 
normal  semipermeable  filter  of  some  of  the 
glomeruli  had  become  permeable  to  protein 
because  of  the  previous  acute  attack.  Kid- 
ney function  was  good,  probably  because 


202 


DIFFUSE  GLOMERULONEPHRITIS— Scheinberg 


June,  1939 


only  a few  glomeruli  remained  permanently 
blocked. 

The  patient  was  put  on  a well-balanced 
diet  (including  at  least  a gram  of  proteins 
per  kilo  of  body  weight)  and  discharged  to 
the  care  of  his  family  physician  on  October 
10,  1936.  However,  in  spite  of  precise  in- 
structions in  regard  to  the  protein  intake, 
his  physician  insisted  on  a low  protein  diet. 
The  patient  returned  to  the  hospital  on 
December  12,  1936,  complaining  of  increas- 
ing weakness.  Physical  examination  was 
negative  except  for  a slight  paleness.  There 
was  no  edema.  B.  P.  110/70.  The  urine 
had  a cloud  of  albumin,  occasional  hyaline 
cast,  no  R.  B.  C.  The  blood  studies  revealed 
sugar  eighty-one  milligrams;  urea  nitro- 
gen ten  milligrams  (proteins  were  some- 
what lower  than  on  the  previous  admis- 
sion) ; serum  albumin  4.6  grams,  serum 
globulin  1.8  grams,  R.  B.  C.  4,950,000.  The 
urine  concentration  by  the  kidneys  was 
good;  the  specific  gravity  varied  between 
1.016  and  1.032. 

A diagnosis  of  latent  type  first  stage 
chronic  diffuse  glomerulonephritis  was 
made;  the  weakness  and  the  low  normal 
level  of  the  serum  proteins  were  attributed 
to  the  low  protein  diet  that  the  patient  was 
on.  Can  one  say  that  the  protein-permeable 
filters  of  the  affected  glomeruli  in  time  will 
return  to  normal?  Yes,  one  may  answer 
encouragingly,  if  he  were  assured  that  the 
etiologic  agent  of  glomerulonephritis  did 
not  strike  again  and  again,  stealthily  or 
openly,  gradually  crippling  more  and  more 
glomeruli.  However,  one  can  say  that  the 
patient  at  the  present  can  lead  a normal 
life  on  a well-balanced  diet  and  careful  hy- 
gienic regime. 

Case  No.  3 — Nephrotic  Type  of  First 
Stage  Chronic  Diffuse  Glomerulo- 
nephritis 

This  is  the  stage  of  chronic  nephritis 
which  frequently  gives  rise  to  the  contro- 
versy of  whether  the  condition  originated 
as  a nephritis  or  as  nephrosis,  not  only 
among  clinicians,  but  even  among  patholo- 
gists. Such  a controversy  was  present  in 
the  following  case. 

Theresa  B.,  thirty-three-year-old  Italian 


mother  of  three  children,  was  admitted  to 
Graduate  Hospital,  Philadelphia,  on  July 
9,  1935,  to  the  service  of  Dr.  George  Morris 
Piersol  with  the  chief  complaints  of  short- 
ness of  breath  and  swelling  of  face  and 
ankles.  About  two  and  a half  months  be- 
fore admission  the  patient  became  ill  and 
went  to  bed  for  six  weeks  with  “cold  in 
kidneys.”  There  was  no  fever,  but  she  had 
headaches,  edema  of  face  and  ankles,  and 
shortness  of  breath.  Four  weeks  before 
admission  she  was  treated  in  the  cardiac 
dispensary  for  the  edema  and  dyspnea,  dur- 
ing which  time  the  B.  P.  was  125/78,  and 
the  electrocardiogram  showed  a slight  left 
axis  deviation.  In  her  past  medical  history 
we  find  only  measles  and  whooping  cough; 
she  has  had  no  trouble  during  her  three 
pregnancies. 

On  examination  the  patient  was  rather 
emaciated.  T.  99,  P.  110,  R.  22,  B.  P. 
122/78.  The  face  was  edematous;  tonsils 
were  cryptic,  thyroid  was  not  palpable.  The 
heart  was  one  centimeter  to  the  left  of  the 
midclavicular  line ; A2  greater  than  P2, 
tones  were  good ; no  murmurs,  regular 
rhythm.  Abdomen  was  negative.  Pretibial 
and  ankle  edema  was  present.  Urine — acid 
reaction;  sp.gr.  1.028;  albumin  one  per 
cent;  sugar  negative;  occasional  granular 
cast,  no  R.  B.  C.;  blood— R.  B.  C.  3,840,000, 
hb.  10.5  grams,  leucocytes  6,500,  4,940 
polymorphs,  1,040  lymphs,  Wassermann 
and  Kahn  were  negative.  Blood  sugar 
ninety-two  milligrams ; urea  nitrogen  twelve 
milligrams ; cholesterol  200  milligrams. 
Fishberg  concentration  test — 1.027,  1.026, 
1.022.  Eye  grounds  were  negative.  After  a 
tonsillectomy  she  was  discharged  on  July 
3,  1935,  only  to  return  again  six  weeks 
later. 

At  the  present  we  wish  to  consider  the 
nature  of  the  illness  which  confined  the  pa- 
tient to  bed  for  six  weeks  prior  to  admis- 
sion to  the  hospital.  We  are  sure  that  the 
condition  left  an  injured  filter  in  the  kid- 
neys which  now  allows  albumin  to  come 
through  into  the  urine  at  the  concentration 
of  one  per  cent.  Was  this  illness  which 
caused  the  patient  to  have  edema  of  face 
and  ankles  and  shortness  of  breath  a ne- 
phrosis or  acute  diffuse  glomerulonephritis? 
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There  is  no  record  of  the  findings  at  that 
particular  time,  but  we  do  have  the  history 
of  a sudden,  severe  onset.  We  also  have 
evidence  that  a cardiogram  at  the  dispen- 
sary soon  after  showed  a definite  left  axis 
! deviation.  Later  electrocardiographic  find- 
| ings  (no  left  axis  deviation)  show  that  the 
j left  ventricular  strain  was  only  temporary 
as  caused  by  an  acute  hypertension.  We 
are  inclined  to  believe  that  the  patient  at 
that  time  was  confined  to  bed  with  acute 
diffuse  glomerulonephritis.  The  acute  at- 
tack subsided,  clearing  almost  all  glomeruli, 
caused  no  residual  kidney  insufficiency  as 
! inability  to  concentrate  or  urea  retention, 

| but  it  did  leave  a vast  diseased  filtration 
area.  The  visceral  epithelial  layer  of  nu- 
merous glomerular  tufts  had  been  left  de- 
generated— their  ability  to  hold  back  albu- 
min had  been  lost.  It  is  this  which  brought 
the  patient  to  us. 

One  week  after  her  discharge  from  the 
hospital  the  patient  came  to  0.  P.  D.  com- 
plaining of  headaches  and  nausea,  also  of 
morning  swelling  about  her  eyes.  No  noc- 
turia or  dyspnea.  She  was  sent  into  the 
hospital  on  August  18,  1935 ; the  edema  had 
greatly  increased.  Examination  at  time  re- 
vealed: T.  98,  P.  90,  R.  24,  B.  P.  125/75. 
Heart  and  lungs  were  normal;  there  was 
puffiness  of  the  face,  with  pitting  edema  of 
sacral  and  pretibial  regions.  The  abdomen 
showed  evidence  of  shifting  dullness;  the 
liver  and  spleen  were  not  palpable.  (The 
continued  loss  of  blood  proteins  into  the 
! urine  gradually  but  surely  disturbed  the 

! dynamic  equilibrium  in  the  body,  lowered 

the  osmotic  pressure  of  the  blood  stream, 
reduced  its  ability  to  draw  fluids  from  the 
interstitial  tissue,  and  a gradually  increas- 
ing generalized  edema  resulted.) 

Studies  at  this  time:  Urine  output  dur- 
ing the  first  five  days  varied  in  amount  be- 
tween 350  cubic  centimeters  and  500  cubic 
centimeters  (pre-renal  deviation  of  water 
with  accumulation  in  the  tissues  and  di- 
minished urine  output).  Urinalysis — acid 
reaction;  sp.gr.  1,040;  albumin  two  per 
cent;  sugar  0.6;  acetone — negative;  loaded 
with  hyaline  and  granular  casts ; leucocytes 
ten  to  twelve  p.  h.  f. ; no  R.  B.  C. ; double 
refractile  bodies  were  present.  Blood:  R. 


B.  C.  4,100,000;  hb.  11.5  grams;  W.  B.  C. 
7,600;  Wassermann  negative.  Vandenbergh 
less  than  0.2  milligram ; serum  albumin  2.16 
grams;  globulin  1.7  grams  (ratio,  globulin- 
one — albumin  1.2).  Urea  nitrogen  rose  to* 
2.43  grams,  a reversal  of  the  albumin-glob- 
ulin ratio ; the  sedimentation  rate  was. 
thirty-three  millimeters  in  sixty  minutes; 
urea  clearance  eighty-seven  per  cent.  Blood 
sugar  ninety-six  milligrams,  cholesterol  370 
milligrams.  Basal  metabolic  rate  minus 
seven,  B.  P.  118/52.  The  electrocardiogram 
showed  no  axis  deviation,  but  a slight  myo- 
cardial degeneration.  Urine  had  three  per 
cent  albumin  and  one  per  cent  sugar.  The 
patient  improved  on  a high  protein  diet  and 
was  discharged  on  December  23,  1935. 

Here  we  have  the  patient  in  a full-blown 
state  of  nephrosis.  The  total  serum  pro- 
teins are  lowered;  the  albumin-globulin  ra- 
tio is  reversed;  the  cholesterol  of  the  blood1 
is  elevated;  the  urine  contains  two  to  three 
per  cent  of  albumin  with  casts  and  double 
refractile  bodies ; there  is  nephrotic  edema. 
But  all  is  the  result  of  the  damage  done 
to  the  renal  filters  at  the  time  of  the  acute 
diffuse  glomerulonephritis.  It  is  normal, 
for  most  of  the  glomeruli  are  not  blocked, 
and  the  blood  pressure  is  normal. 

An  explanation  can  here  be  asked  for  the 
sugar  found  in  the  urine  (one  per  cent)  in 
spite  of  a rather  low  normal  blood  sugar. 
One  merely  has  to  realize  that  sugar  nor- 
mally passes  through  the  renal  filter  into 
the  tubule  and  is  reabsorbed  almost  entirely 
by  the  tubule  and  returned  to  the  blood 
stream.  In  this  case  the  damaged  filter  al- 
lowing albumin  into  the  tubule  brings  about 
an  increase  in  the  osmotic  pressure  of  the 
filtrate  in  the  tubule  (exerted  by  the  albu- 
min). The  reabsorption  by  the  venule  is 
somewhat  reduced  not  only  because  of  the 
increased  osmotic  pressure  in  the  tubule, 
but  also  because  of  the  reduction  of  osmotic 
pressure  in  the  venule.  The  blood  in  venule 
is  poorer  in  protein  than  the  blood  which 
reached  the  glomerulus. 

An  opportunity  to  study  the  pathological 
histology  in  this  stage  presented  itself.  The 
patient  was  readmitted  to  the  hospital  on 
February  16,  1936,  ten  months  after  the 
onset  of  the  first  signs  of  nephritis.  The 
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chief  complaint  this  time  was  pain  in  both 
loins.  T.  103,  P.  100,  R.  30,  B.  P.  110/70. 
The  patient  appeared  acutely  ill,  in  severe 
pain.  There  was  severe  edema  of  feet,  legs, 
thighs,  and  back,  with  evidence  of  fluid  in 
the  abdomen.  There  was  marked  tenderness 
and  excruciating  pain  in  right  loin.  The 
chest  was  clear  and  the  heart  tones  were 
of  fair  quality.  A diagnosis  of  acute  peri- 
tonitis was  made,  but  surgical  intervention 
was  not  advisable. 

Twenty-four-hour  urine  output  on  the 
second  day  was  fifty  cubic  centimeters. 
This  increased  to  450  cubic  centimeters  on 
the  third  day.  Urinalysis — alkaline  reac- 
tion; sp.gr.  1.023;  albumin  two  per  cent; 
sugar  0.8  per  cent;  acetone  and  diacetic 
acid  negative;  one  to  three  leukocytes  p.  h. 
f. ; occasional  R.  B.  C.  Blood — R.  B.  C. 
3,270,000 ; hb.  8.5  grams ; 31,200  leukocytes ; 
eighty-eight  per  cent  polymorphs;  serum 
albumin  two  grams;  globulin  1.75  grams; 
urea  nitrogen  fifty-five  milligrams.  The 
patient  ran  a high  temperature  and  died  on 
February  22,  1936. 

An  intercurrent  infection  which  is  not 
infrequent  in  the  nephrotic  stages  of 
chronic  nephritis  brought  an  end  to  the 
patient’s  kidney  condition.  What  was  the 
cause  of  the  elevated  blood  urea?  Does  this 
plus  the  oliguria  point  toward  an  acute 
exacerbation  of  the  nephritis?  It  is  a pos- 
sibility, but  one  is  inclined  not  to  think  so 
for  several  reasons.  First,  although  the 
condition  of  the  heart  was  fair,  there  was 
no  elevation  of  blood  pressure  at  any  time. 
(It  is  of  course  true  the  hypertension  need 
not  always  be  present  in  an  acute  attack  of 
glomerulonephritis).  Second,  we  have  a 
cause  at  hand  clinically  that  can  easily  ac- 
count for  the  elevation  of  urea — the  infec- 
tion. Severe  infections  often  cause  a tem- 
porary rise  in  blood  urea.  The  increase  in 
urea  is  due  to  the  toxemia  which  brings 
about  an  increase  in  protein  catabolism. 
Third,  the  microscopic  picture  at  necropsy 
does  not  reveal  an  acute  diffuse  blockage  of 
the  glomeruli. 

The  necropsy  was  limited  to  the  abdo- 
men. The  peritoneal  cavity  contained  1,200 
cubic  centimeters  of  white  purulent  fluid 
containing  a large  amount  of  fibrinous 


flakes.  The  liver  weighed  1,300  grams 
and  showed  degeneration.  The  gall  bladder 
was  negative  (no  biliary  calculi).  The 
spleen  weighed  eighty  grams,  was  firm,  and 
the  splenic  pulp  was  considerably  atrophied. 
The  right  kidney  weighed  180  grams,  the 
left  kidney  weighed  180  milligrams.  The 
capsule  stripped  readily.  The  underlying 
surface  was  smooth,  glistening,  and  edema- 
tous, pale  yellow  in  color.  On  section  the 
cortical  medullary  structures  were  almost 
entirely  replaced  by  a finely  granular  fatty- 
like swollen  tissue.  The  pelvis  and  ureters 
were  normal. 

Histologic  Examination.  — Liver.  Fatty 
degeneration  with  the  lobular  structure  de- 
stroyed. Spleen.  Congestion  of  capillaries 
and  sinuses;  the  trabeculae  are  thickened 
with  marked  atrophy  of  splenic  pulp.  (Is 
this  marked  reduction  of  the  reticulo-endo- 
thelial  tissue  evidence  that  it  is  a great 
source  of  protein  which  is  constantly  being 
given  up  to  the  protein-poor  blood  stream 
during  the  nephrotic  stage?)  Kidneys.  The 
changes  are  most  marked  in  the  tubules; 
the  lining  cells  are  filled  with  hyaline  gran- 
ules. In  areas  the  lining  epithelium  is 
flattened  or  wanting  entirely,  the  wall  of 
the  tubules  being  represented  by  fibrous 
structures.  Some  glomeruli  show  hyaline 
deposit  and  proliferation  of  Bowman’s  cap- 
sule (evidence  of  a previous  attack  of  acute 
glomerulonephritis) . Fibrous  replacement 
is  present,  but  is  not  very  extensive.  Re- 
port of  smear  and  culture  or  peritoneal 
exudate  was  positive  for  staphylococcus 
aureus  (hemolytic) . 

Case  No.  4 — Second  Stage  Chronic  Dif- 
fuse Glomerulonephritis 

Elizabeth  M.,  a white  unmarried  female 
of  forty-one,  was  admitted  to  the  Jewish 
Hospital  on  August  23,  1935,  with  the  chief 
complaints  of  swelling  of  the  face,  abdo- 
men, and  legs  accompanied  by  weakness 
and  dyspnea.  Six  years  before  she  had  an 
attack  of  “flu,”  during  which  time  she  had 
bladder  irritation  accompanied  by  puffiness 
of  the  face.  About  ten  months  before 
admission  she  had  another  attack,  the 
swelling  of  the  face  lasting  for  four  weeks. 
During  the  last  three  months  the  patient 
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noticed  an  increasing  swelling  of  the  face, 
abdomen,  and  legs.  Past  medical  history 
otherwise  reveals  only  measles  and  mumps 
as  a child,  no  scarlet  fever. 

On  examination  the  patient  was  some- 
what short  of  breath.  T.  98,  P.  90,  R.  26, 
B.  P.  166/112.  The  face  was  pasty  and 
pitted  on  pressure.  The  thyroid  was  not 
palpable.  Both  pleural  cavities  contained 
free  fluid.  The  left  border  of  the  heart  was 
two  centimeters  to  the  left  of  the  midclavic- 
ular  line.  The  heart  tones  were  regular, 
but  only  fair  in  force ; A2  was  greater  than 
P2.  The  abdomen  was  distended;  shifting 
dullness  was  present;  the  liver  and  spleen 
not  palpable.  The  lower  extremities  were 
markedly  edematous.  The  eye  grounds  re- 
vealed a slight  arteriosclerosis. 

Urine — acid  reaction;  sp.gr.  1.022;  al- 
bumin— very  heavy  cloud  (plus  three)  ; 
sugar  negative ; urea  nitrogen  eighteen 
milligrams;  sugar  118  milligrams;  choles- 
terol 350  milligrams;  albumin  2.5  grams; 
globulin  3.7  grams.  Fishberg  concentration 
test — 1.022  to  1.038.  On  a high  protein  diet 
plus  the  use  of  salyrgen,  the  edema  greatly 
diminished,  and  the  patient  was  discharged 
improved. 

The  nephritic  process  was  advanced  to 
the  second  stage  in  which  we  find  the  com- 
bination of  a nephrotic  picture  and  hyper- 
tension. Previous  to  her  admission,  the 
patient  was  aware  of  at  least  two  attacks 
which  were  probably  acute  or  acute  exacer- 
bations. These  undoubtedly  affected  the 
renal  histologic  structure.  The  complete 
obstructions  of  some,  plus  the  partial  ob- 
struction of  many  glomeruli,  may  be  said 
to  account  at  least  partially  for  the  hyper- 
tension. The  large  diseased  but  relatively 
patent  filtration  area  allows  much  serum 
albumin  to  be  lost.  This  accounts  for  the 
resulting  nephrotic  picture.  Filtration  of 
catabolic  products  is  as  yet  carried  on  by 
many  glomeruli  (although  many  may  be 
partially  blocked).  Renal  function  is  good 
in  this  stage. 

Case  No.  5 — End  Stage  Chronic  Diffuse 
Glomerulonephritis  (Stage  of  De- 
compensated Renal  Insufficiency) 

Bessie  C.  was  a white  married  female  of 
forty,  who  was  admitted  to  the  Jewish  Hos- 


pital on  December  3,  1936,  complaining  of 
headache,  dizziness,  nausea,  vomiting,  and 
weakness.  We  found  that  the  condition 
which  brought  the  patient  to  the  hospital 
began  some  years  ago.  In  1924  the  patient 
came  to  Dr.  Charles  Mazer  because  of  ste- 
rility. In  her  past  medical  history  there 
was  no  scarlet  fever  or  any  condition  simu- 
lating a severe  attack  of  acute  glomerulo- 
nephritis. Dr.  Mazer  found  the  patient  to 
have  at  that  time  a blood  pressure  of  160/ 
100.  There  was  no  edema.  The  urine  was 
acid  in  reaction;  sp.gr.  1.024;  albumin — 
heavy  cloud  (plus  two)  ; sugar  negative,  oc- 
casional R.  B.  C.,  and  occasional  granular 
casts.  The  patient  had  not  been  in  the  best 
of  health  since.  There  were  periods  of 
swelling  of  the  face  and  shortness  of  breath 
on  exertion.  However,  there  is  no  record 
of  any  definite  studies  until  1932,  when  the 
patient  again  consulted  a physician.  The 
B.  P.  was  200/120,  and  the  urine  was  of 
low  specific  gravity,  containing  a cloud  of 
albumin  and  casts. 

On  October  16,  1936,  the  patient  was 
brought  to  the  Temple  University  Hospital 
in  a stuporous  condition,  having  had  con- 
vulsions at  home.  The  B.  P.  was  250/140. 
Urinalysis  showed  a cloud  of  albumin,  fine- 
ly granular  and  hyaline  casts,  with  a few 
white  and  red  cells.  The  blood  urea  nitro- 
gen was  ninety-five  milligrams  on  admis- 
sion and  was  seventy-eight  milligrams  on 
discharge  (November  11,  1936).  The  urea 
clearance  test  was  four  per  cent  of  the  aver- 
age normal  function. 

Before  we  describe  the  patient  as  she 
appeared  at  the  Jewish  Hospital,  let  us  re- 
view the  course  the  disease  had  taken  dur- 
ing the  last  twelve  years.  There  is  no 
history  as  to  when  the  nephritic  process 
started,  but  in  1924  the  patient  presented 
herself  to  Dr.  Mazer  with  signs  and  symp- 
toms of  nephritis.  In  what  stage  of  her 
disease  was  the  patient  at  that  time  ? Urine 
concentration  was  good,  there  was  no 
edema;  but  there  was  a hypertension  with 
a cloud  of  albumin  in  the  urine.  In  view 
of  the  later  progression  of  the  disease,  we 
can  readily  say  that  the  patient  was  in  the 
hypertensive  type  of  first  stage  chronic 
diffuse  glomerulonephritis.  (See  diagram.) 
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Did  the  patient  ever  present  clinically  the 
second  stage  of  the  disease?  No,  we  do  not 
think  so.  It  is  true  that  for  several  years 
following  1924  the  patient  had  puffiness  of 
the  face,  but  there  is  no  history  of  a full- 
blown nephrotic  type  of  picture  with  exten- 
sive edema.  If  there  had  been  such  a 
picture,  it  would  certainly  have  been  re- 
membered by  the  patient.  Following  the 
first  stage,  the  progressive  complete  removal 
of  functioning  glomeruli  was  either  too  fast 
to  allow  enough  diseased,  protein-losing 
filters  to  exist  long  enough  to  deplete  the 
blood  serum  proteins,  or  the  process  was  so 
gradual  as  to  involve  new  glomeruli  hand- 
in-hand  with  the  complete  obliteration  of 
previously  diseased  ones.  Because  there  is 
no  history  that  during  the  first  few  years 
following  1924  a severe  acute  exacerbation 
had  occurred  and  because  of  the  duration 
of  the  illness,  we  are  inclined  to  believe 
that  the  involvement  and  obliteration  of 
glomeruli  was  gradual. 

We  say  that  the  patient  was  in  the  third 
stage  (compensated  renal  insufficiency) 
when  she  presented  herself  to  her  physician 
in  1932  with  hypertension,  inability  to  con- 
centrate urine,  polyuria,  and  nocturia.  At 
the  Temple  University  Hospital  in  1936  the 
patient  suffered  from  an  acute  exacerbation 
of  the  nephritis  with  an  accompanying  hy- 
pertensive encephalopathy  (stupor  and  con- 
vulsions). This  undoubtedly  destroyed 
many  more  glomeruli  in  the  already  glo- 
meruli-poor  kidneys. 

When  the  patient  presented  herself  to 
the  Jewish  Hospital  twelve  years  after  the 
disease  was  first  recognized,  she  complained 
of  vomiting  and  headache.  She  was  how- 
ever somewhat  better  since  the  acute  ex- 
acerbation, as  the  blood  urea  nitrogen  had 
dropped  down  from  seventy-eight  milli- 
grams on  November  11,  1936  (at  Temple 
University  Hospital),  to  fifty-two  milli- 
grams on  admission  to  our  institution.  Be- 
fore we  give  the  physical  findings  we  want 
to  call  attention  to  the  low  protein  diet  that 
the  patient  lived  on  for  the  last  ten  years. 

Examination  revealed  a middle-aged 
white  female,  fairly  well  developed,  and 
slightly  obese.  There  was  no  edema,  but 
the  skin  looked  pasty.  She  was  pale  and 


not  very  alert  mentally.  T.  98,  P.  90,  R. 
20,  B.  P.  120/110.  Head,  eyes,  ears,  and 
nose  were  negative.  The  tonsils  had  been 
removed.  The  chest  was  negative.  The 
heart  was  enlarged  to  three  centimeters  to 
the  left  of  midclavicular  line  in  the  fifth 
interspace.  The  sounds  were  of  fairly  good 
tone,  regular  in  rhythm;  systolic  murmur 
at  the  base  transmitted  to  the  neck.  A2 
was  greater  than  P2.  Abdomen  was  nega- 
tive. The  extremities  were  negative,  ex- 
cept for  a slight  ankle  edema.  The  spinal 
fluid  pressure  was  eighteen  millimeters  of 
mercury.  Eye  ground  examination  revealed 
slight  compression  of  the  veins,  small  hem- 
orrhages, and  cotton  wool  spots.  The  elec- 
trocardiograph showed  a left  axis  deviation 
with  possible  myocardial  changes. 

Urine — alkaline;  sp.gr.  1,010;  heavy 
traces  of  albumin ; no  sugar ; occasional 
granular  and  hyaline  casts;  many  W.  B.  C. 
with  clumps;  few  R.  B.  C.  Twenty-four- 
hour  urine  output,  500  cubic  centimeters. 
Blood  Wassermann  negative;  2,550,000  R. 

B.  C. ; forty-eight  per  cent  hb. ; 6,500  W.  B. 

C.  ; sugar  115  milligrams ; creatinine  six 
milligrams;  cholesterol  290  milligrams;  se- 
rum albumin  3.1  grams ; serum  globulin  0.7 
grams.  (Is  it  possible  that  the  elevation  of 
cholesterol  plus  the  lowering  of  serum  pro- 
tein was  the  result  of  the  low  protein  diet?) 
Mosenthal  test  sp.gr. — 1.004-1.007. 

The  patient  gradually  progressed  down- 
ward. On  December  19  she  began  to  run  a 
temperature  of  101.  The  blood  pressure 
varied  between  250/140  and  170/100.  In 
spite  of  an  abundant  fluid  intake,  the  urine 
output  gradually  diminished  daily — 600, 
500,  400,  300,  200,  100,  fifty  cubic  centi- 
meters. The  urea  nitrogen  of  the  blood 
gradually  climbed,  and  the  patient  became 
more  and  more  apathetic.  On  December 
22,  1936,  the  xanthoprotheic  reaction  was 
strongly  positive  for  serum  aromatic  amino- 
acids.  On  Christmas  Eve  the  patient  was 
in  comatous  state.  The  breath  was  urinif- 
erous,  and  a fine  crystalline  frost  was  on 
the  face  and  chest.  The  pulse  was  of  fair 
volume.  The  heart  tones  were  fairly  good ; 
a systolic  murmur  was  present  over  the 
precordium;  a to-and-fro  rub  concomitant 
with  the  heartbeat  was  heard  best  in  the 
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third  interspace  on  the  left.  The  end  of 
the  end  stage  chronic  diffuse  glomerulone- 
phritis. 

At  necropsy  the  pericardium  revealed 
marked  recent  acute  fibrinous  pericarditis 
with  shaggy,  reddish  brown,  friable  masses 
adherent  to  the  epicardium  (“bread  and 
butter  heart”).  The  heart  was  moderately 
enlarged,  weighing  370  grams.  Myocardium 
tonicity  was  fairly  good,  although  some- 
what paler  than  normal.  The  coronaries 
showed  slight  atherosclerosis.  The  lungs 
showed  slight  congestion.  The  uterus  was 
infantile  and  somewhat  bicornuate.  The 
tubes  were  small  (sterility).  Each  kidney 
weighed  fifty  grams.  They  were  very  firm, 
reddish  gray;  the  capsules  were  thickened 
but  not  adherent.  Neither  kidney  showed 
deep  scarring,  but  were  somewhat  granular, 
revealing  a few  dark  red  petechial  areas 
surrounded  by  firm  elevated  grayish  white 
areas.  Fibrous  scarring  was  fine  and  dif- 
fuse. 

Histologically  the  kidneys  revealed  a 
picture  of  the  end  stage  of  chronic  diffuse 
glomerulonephritis  with  replacement  of 
most  of  the  glomeruli  by  fibrous  tissue. 

Case  No.  6 — Acute  Diffuse  Glomerulo- 
nephritis Running  a Severe  Sub- 
acute Course 

The  patient,  a white  housewife  of  thirty, 
was  admitted  to  the  Jewish  Hospital  on 
October  12,  1936,  with  the  diagnosis  of 
“acute  nephritis.”  She  had  been  well  until 
six  days  before  admission,  when  she  began 
to  complain  of  headache,  fatigue,  and  spots 
before  her  eyes.  These  symptoms  increased 
and  on  the  third  day  swelling  of  the  ankles 
and  puffiness  under  the  eyes  appeared.  She 
also  began  to  vomit  several  times  daily  and 
had  two  to  four  liquid  stools  a day.  Urine 
output  was  scanty,  and  she  was  brought 
into  the  hospital  in  a stuporous  condition. 
Soon  after  admission  she  had  two  epilepti- 
form convulsions,  one  involving  the  right 
side  of  the  face  and  left  arm  and  leg,  and 
the  other  involving  left  side  of  the  face 
and  right  arm  and  leg. 

She  has  not  had  scarlet  fever  or  diph- 
theria, and  has  never  been  pregnant.  The 
tonsils  were  removed  following  an  attack 


of  tonsillitis,  four  months  before  admission. 
At  the  time  of  the  tonsillectomy  the  B.  P. 
was  120/80,  and  the  urine  was  entirely 
negative. 

Examination  revealed  a well-developed, 
fairly  well-nourished  white  female  of  thirty 
lying  in  a semistuporous  condition,  pale  and 
sallow.  T.  99,  P.  130,  R.  26,  B.  P.  210/100. 
The  forehead  pitted  on  pressure ; there  was 
suborbital  puffiness;  the  pupils  were  equal 
and  reacted  to  light ; nystagmus  to  the  right 
was  present.  There  were  moist  rales  in 
both  bases.  The  heart  tones  were  regular 
and  forceful;  A2  was  louder  and  greater 
than  P2;  no  murmurs  were  heard.  The 
P.  M.  I.  was  in  the  fifth  interspace  in  the 
left  midclavicular  line.  The  abdomen  was 
negative.  Pretibial  edema  was  present,  and 
the  deep  reflexes  were  exaggerated  bi- 
laterally in  all  four  extremities.  The  spinal 
fluid  was  under  increased  pressure,  the 
monometer  reading  twelve  millimeters  of 
mercury.  The  eye  grounds  were  pale,  but 
were  otherwise  normal. 

Studies : Urine — acid  reaction ; sp.gr. 

1.011 ; albumin — heavy  cloud  (plus  two)  ; 
suger  negative;  loaded  with  granular  and 
hyaline  casts ; clumps  of  W.  B.  C.  and  many 
R.  B.  C.  Blood  fifty-two  per  cent  hb. ; 
2,700,000  R.  B.  C.;  6,400  W.  B.  C.;  Wasser- 
mann  negative;  urea  nitrogen  thirty-eight 
milligrams;  n.  p.  n.  sixty  milligrams;  cre- 
atinine three  grams ; sugar  100  milligrams ; 
chlorides  560  milligrams;  serum  albumin 
3.5  grams;  serum  globulin  1.5  grams. 

It  was  immediately  realized  that  the 
patient  was  having  a severe  attack  of  acute 
diffuse  glomerulonephritis.  In  the  usual 
first  attack  most  of  the  glomeruli  are  only 
partially  blocked,  and  these  furnish  filtrate 
to  the  tubules  for  concentration ; and 
though  there  is  urea  retention,  the  concen- 
tration power  of  the  kidneys  is  not  im- 
paired. In  this  case  the  specific  gravities 
of  the  Mosenthal  test  on  October  20  varied 
between  1.002-1.004.  On  October  30  blood 
urea  nitrogen  was  fifty-eight  milligrams, 
and  the  urea  clearance  was  eight  per  cent 
of  the  average  normal.  The  blocking  of 
the  glomeruli  must  have  been  so  severe  as 
to  remove  all  filtration  function  from  most 
of  them.  The  complete  removal  of  many 
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glomeruli  removes  simultaneously  the  cor- 
responding tubules  and  automatically  elimi- 
nates the  tubules’  concentrating  function. 

During  the  patient’s  five-weeks  stay  in 
the  hospital,  the  blood  pressure  fluctuated 
between  220/110  and  150/70.  During  the 
last  week  the  twenty-four-hour  urine  out- 
put reached  1,000  cubic  centimeters  on  a 
2,000  cubic  centimeter  fluid  intake.  On  No- 
vember 2 b.  u.  n.  was  fifty-five  milligrams, 
and  urea  clearance  was  six  per  cent  of  the 
average  normal  function.  November  14 
the  blood  urea  nitrogen  was  still  fifty-five 
milligrams,  and  urine  was  alkaline  in  reac- 
tion, sp.gr.  1.005,  heavy  traces  of  albumin 
(plus  one),  and  occasional  granular  casts. 
The  electrocardiogram,  which  on  October 
15  was  normal,  showed  a left  axis  deviation 
on  November  14.  The  patient  was  dis- 
charged to  the  care  of  her  family  physician 
on  November  16  improved,  but  with  a poor 
prognosis  for  the  future  in  view  of  the 
failure  of  the  B.  P.  and  kidney  function  to 
return  to  normal.  It  was  felt  that  the 
course  of  the  disease  would  be  that  of  a 
severe  subacute  diffuse  glomerulonephritis. 

On  November  28,  1936,  the  patient  was 
readmitted  to  the  hospital  in  a critical  con- 
dition. Since  her  discharge  from  the  hos- 
pital on  November  14  she  had  contracted  a 
cough.  Since  then  she  had  been  nauseated 
and  vomited  on  several  occasions.  The 
urine  had  been  scanty.  On  arriving  in  the 
emergency  ward,  the  patient  had  a convul- 
sion with  frothing  at  the  mouth,  muscular 
twitchings,  and  clonic  contractions  of  all 
limbs.  T.  99,  P.  104,  R.  28,  B.  P.  230/114. 
The  breath  was  ammonical;  the  heart  was 
slightly  enlarged  to  the  left,  the  tone  was 
fair,  and  the  rhythm  was  regular.  There 
was  dullness  in  both  bases  with  greatly  di- 
minished breath  sounds  and  numerous 
moist  rales.  Blood  urea  nitrogen  was  sev- 
enty milligrams;  creatinine  4.1  milligrams. 
The  patient  died  within  fifteen  hours  after 
admission,  having  had  twenty  convulsions, 
each  lasting  thirty  seconds  to  a minute.  The 
clinical  diagnosis  made  was  acute  exacer- 
bation of  subacute  diffuse  glomerulonephri- 
tis with  hypertensive  encephalopathy,  ure- 
mia, and  pulmonary  edema.  The  term  sub- 
acute is  reserved  to  include  those  cases 


running  a severe  course  and  dying  with 
renal  failure  within  nine  months  or  a year. 

We  shall  mention  the  salient  points  in 
the  autopsy  findings.  There  was  marked 
pallor  of  all  the  tissues;  a bilateral  hydro- 
thorax of  moderate  amount  was  present. 
Heart  showed  only  a slight  hypertrophy  of 
the  left  ventricle.  There  was  marked  pul- 
monary edema,  but  there  also  appeared  to 
be  in  both  lungs  a diffuse  inflammatory 
reaction  without  consolidation,  interstitial 
pneumonitis.  The  adrenals  were  grossly 
normal.  Each  kidney  weighed  100  grams. 
The  capsules  stripped  easily,  leaving  a very 
slightly  granular  surface.  The  kidneys 
were  almost  dead  white;  the  surface  was 
speckled  here  and  there  with  black  pete- 
chiae.  Glomeruli  could  not  be  made  out 
grossly.  There  was  no  suppuration.  The 
ureters  and  urinary  bladder  were  normal. 
The  renal  vessels  were  also  normal.  The 
uterus  had  the  appearance  and  consistency 
of  a virgin  uterus;  tubes  and  ovaries  were 
normal.  On  microscopy  there  was  edema 
and  fragmentation  of  the  heart  muscle.  The 
adrenals  were  normal.  In  the  kidney  al- 
most every  glomerulus  was  involved  either 
in  fibrous  atrophy  or  in  semichronic  “demi- 
lune” formation;  an  acute  arteriolitis  was 
seen  in  some  fields  with  edematous  thicken- 
ing of  arteriole  walls,  splitting  of  the  in- 
tima,  acute  hyalinization  of  the  media,  and 
acute  or  subacute  thrombosis.  Areas  of 
parenchymatous  atrophy  were  present  in 
all  sections.  Pathological  diagnosis  was 
subacute  diffuse  glomerulonephritis. 

This  patient  first  came  to  us  during  her 
first  attack  of  acute  diffuse  glomerulone- 
phritis. The  attack  was  so  severe  as  to 
impair  kidney  function  immediately,  as 
shown  by  concentration  test  clinically.  The 
kidney  lesions  failed  to  show  signs  of  much 
improvement.  While  at  home  with  her 
kidneys  in  the  subacute  (severe)  state,  a 
respiratory  infection  was  superadded.  This 
respiratory  infection  precipitated  an  acute 
exacerbation  of  the  nephritis,  which  in  turn 
brought  about  the  hypertensive  encephalop- 
athy, the  uremia,  and  the  acute  myocardial 
strain,  and  terminated  the  picture  of  dif- 
fuse glomerulonephritis  within  seven  weeks 
of  its  onset. 
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Each  kidney  weighed  only  fifty  grams. 
They  were  very  firm,  reddish  gray ; the  cap- 
sules were  thickened  but  not  adherent. 
Neither  kidney  showed  deep  scarring,  but 
were  somewhat  granular,  revealing  a few 
dark  red  petechial  areas  surrounded  by  firm, 
elevated,  grayish- white  areas.  Fibrous 
scarring  was  fine  and  diffuse. 


Histologically  the  kidneys  revealed  a pic- 
ture of  the  end  stage  of  chronic  diffuse 
glomerulonephritis  with  replacement  of 
most  of  the  glomeruli  by  fibrous  tissue. 

Summary 

1.  A correlation  of  the  pathological  phys- 
iology with  the  clinical  picture  of  chronic 


CLINICAL  FINDINGS  IN  CHRONIC  DIFFUSE  GLOMERULONEPHRITIS 


Finding 

Latent 
1st  Stage 

Latent 
1st  Stage 

Hypertensive 
1st  Stage 

2nd  Stage 

3rd  Stage 

End  Stage 

1 

Albuminuria 

Slight 

Heavy 

Slight 

Heavy 

Slight 

Slight 

2 

Hematuria 

Present 

or 

not  found 

Same 

Same 

Same 

Same 

Same 

3 

Urine 
Sp.  Gr. 

Normal 

Normal 

Normal 

Normal 

Low 

Low 

4 

Urine 

Volume 

Normal 

Normal 

or 

decreased 

Normal 

Normal 

or 

decreased 

Increased 

Much 

decreased 

5 

Hypertension 

Absent 

Absent 

Present 

Present 

Present 

Present 

6 

Nephrotic 

Edema 

Absent 

Present 

Absent 

Present 

Absent 

Absent 

7 

Serum  Protein 

Normal 

Low 

Normal 

Low 

Normal 

N ormal 

8 

Alb.-Glob.  Ratio 

Normal 

Normal 

or 

reversed 

Normal 

Normal 

or 

reversed 

Normal 

Normal 

9 

Serum  Nitrogen 

Normal 

Normal 

Normal 

Normal 

Normal 

Increased 

10 

Serum  Chloride 

Normal 

Normal 

or 

increased 

Normal 

Normal 

or 

increased 

Normal 

Normal 

or 

increased 

11 

Serum 

Cholesterol 

Normal 

Increased 

Normal 

Increased 

Normal 

Normal 

or 

decreased 

12 

Urine 

Concentration 

Tests 

Normal 

Normal 

Normal 

Normal 

Impaired 

Impaired 

13 

Urea  Clearance 

Normal 

Normal 

Normal 

Normal 

Impaired 

Impaired 

14 

Cardiac 

Hypertrophy 

Absent 

Absent 

Absent 

or 

Slight 

Usually 

Present 

Present 

Present 

15 

Albuminuric 

Retinitis 

Absent 

Absent 

Absent 

Usually 

Absent 

Present 

or 

Absent 

Usually 

Present 

An  acute  exacerbation  of  nephritis  superimposed  on  any  stage  may  alter  the  above  findings. 
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diffuse  glomerulonephritis  enables  the  phy- 
sician to  designate  the  patient’s  progress 
in  his  illness.  Such  an  attempt  has  here 
been  made. 

2.  A diagram  of  the  succession  of  events 
in  chronic  nephritis  has  been  offered. 

3.  The  various  stages  may  be  determined 
according  to  certain  clinical  positive  and 
negative  findings. 

4.  In  studying  the  patient,  it  must  be  re- 
membered that  certain  factors  may  alter 
the  clinical  picture  of  the  various  stages. 
These  factors  may  be  secondary  to  nephritis 
or  extrarenal.  These  extrarenal  factors 
are:  (a)  acute  exacerbation  of  nephritis, 
(b)  secondary  infection,  (c)  pregnancy, 
and  (d)  myocardial  insufficiency. 

BIBLIOGRAPHY 

1.  Ashe,  B.  I.,  and  Brugar,  M. : The  Cholesterol 
Content  of  the  Plasma  in  Chronic  Nephritis  and 
Retention  Uremia.  Am.  J.  M.  Sc.,  186:  670,  1933. 

2.  Bloom,  Maximow:  Textbook  of  Histology. 

Philadelphia,  1930,  W.  B.  Saunders  Company. 

3.  Boyd,  William:  Pathology  of  Internal  Dis- 
eases. Philadelphia,  1932,  Lea  and  Febiger. 

4.  Bruger,  M.,  and  Poindexter,  C.  A. : Relation  of 
the  Plasma  Cholesterol  to  Obesity  and  to  Some  of 
the  Complicating  Degenerative  Diseases.  Arch. 
Int.  Med.,  53:  423,  1934. 

5.  Bruger,  M.,  and  Somach,  I.:  The  Diurnal 
Variations  of  the  Cholesterol  Content  of  the  Blood. 
J.  Biol.  Chem.,  97:  23,  1932. 

6.  Ekehorn,  G.:  Principles  of  Renal  Function. 
Acta  Medici  Scandinavica,  Supp.  36,  pp.  1-717, 
1931. 

7.  Ekehorn,  G.:  Review  of  Last  Decade  of  Renal 


Physiology.  Acta  Medici  Scandinavica,  75:  91, 

1931. 

8.  Ellis,  Arthur:  The  Treatment  of  Nephritis. 
The  Lancet,  1:  333,  February  17,  1934. 

9.  Elwyn,  Herman:  Nephritis.  New  York,  1926, 
The  Macmillan  Company. 

10.  Fishberg,  Arthur  M.:  Hypertension  and  Ne- 
phritis. Philadelphia,  1931,  Lea  and  Febiger. 

11.  Harding,  V.  J.,  and  Myers,  V.  C. : Nonpro- 
tein Nitrogen  Constituents  of  the  Blood.  The 
Cyclopedia  of  Medicine,  Philadelphia,  F.  A.  David 
Company. 

12.  Howell,  W.  H. : Blood  Urea  Nitrogen:  A 
Textbook  of  Physiology.  Philadelphia,  1933,  W. 
B.  Saunders  Company. 

13.  Karr,  Walter  G. : Lectures  on  Biochemistry. 
Graduate  School  of  Medicine,  University  of  Penn- 
sylvania. 

14.  Lassen,  H.  C.  A.:  Studies  on  Kidney  Func- 
tion After  the  Rehberg  Method.  Acta  Medici 
Scandinavica,  79:  275,  December,  1932. 

15.  Lassen,  H.  C.  A.:  Studies  on  Kidney  Func- 
tion and  Heart  Disease.  Acta  Medici  Scandi- 
navica, 79:  522,  1933. 

16.  Lassen,  H.  C.  A.,  and  Husfeldt,  Erick:  Kid- 
ney Function  and  Blood  Pressure,  Journal  Clinical 
Investigation,  13:  263,  March,  1934. 

17.  McElroy,  J.  B.:  Tice  Practice  of  Medicine. 
Hagerstown,  W.  F.  Prior  Company. 

18.  Morse:  Applied  Biochemistry.  Philadelphia, 
1927,  W.  B.  Saunders  Company. 

19.  Peters,  John  P.:  Water  and  Salt  Balance. 
Medicine,  11:  435,  December,  1932. 

20.  Robertson,  T.  B.:  Principles  of  Biochemistry. 
Philadelphia,  1924,  Lea  and  Febiger. 

21.  Trumper,  M.,  and  Canterow,  A.:  Biochem- 
istry in  Internal  Medicine.  Philadelphia,  1933,  W. 
B.  Saunders  Company. 

22.  White,  P.  D.:  Heart  Disease.  New  York, 

1932,  the  Macmillan  Company. 


June,  1939 


BENIGN  UTERINE  PAPILLOMA  WITH  ASSOCIATED 
MYOSARCOMA 


211 


J.  C.  Mobley,  Jr.,  B.S.,  M.D.,  Memphis 


THERE  are  several  features  which 
unite  to  make  this  case  interesting 
and  reportable. 

Papilloma  of  the  endometrium  is  itself  in- 
frequently found.  Dafoe  in  1930  presented 
one  case  and  reviewed  the  literature,  finding 
only  two  others.  These  were  similar  to  his 
case  in  symptoms  and  pathological  findings, 
all  being  benign.  I have  not  been  able  to 
find  a report  of  other  cases. 

Sarcoma  uteri  usually  occurs  in  women 
forty-five  to  fifty  years  of  age,  and  is  al- 
most always  secondary  to  a fibroma.  This 
case  satisfies  neither  expectancy.  Instead, 
it  favors  the  theory  that  traumatism  and 
inflammation  cause  malignancy. 

The  diagnosis,  papilloma,  and  associated 
myosarcoma  was  made  on  pathological  ex- 
amination ; nor  could  it  have  been  otherwise, 
for  the  classical  symptoms  and  findings 
were  absent.  The  patient’s  complaint  was 
obviously  due  to  a complete  prolapse  of  the 
uterus. 

Case  Report 

Mrs.  T.  D.  S.,  white,  housewife,  gravida 
ii,  para  ii,  age  twenty-seven. 

Family  History. — Negative  for  cancer. 
Past  History. — Seven  years  ago,  prior  to 
marriage,  had  occasional  attacks  of  pain  in 
the  right  lower  quadrant.  On  operation  the 
surgeon  removed  the  appendix,  the  right 
tube,  and  a cystic  right  ovary.  Menses  were 
regular  and  without  dysmenorrhea  after 
this.  Four  years  ago  her  first  baby  was 
born.  An  episiotomy  was  not  done,  and 
there  were  no  visible  lacerations.  How- 
ever, she  later  had  bearing-down  sensations, 
backache,  and  abdominal  pains  which  her 
physician  said  were  due  to  a “loose  womb.” 
Her  second  child  was  born  one  year  ago. 
She  started  menstruating  the  first  month 
post  partum  and  continued  regularly  until 
onset  of  present  illness. 

Present  Illness. — Two  months  ago  the  pa- 
tient began  to  complain  of  frequent  pain  in 
the  lower  back,  occasional  discomfort  in 


the  lower  abdomen,  and  a dropping  sensa- 
tion in  the  pelvis  and  abdomen.  She  had 
missed  a period,  and  so  she  went  to  her 
physician,  who  said  she  was  not  pregnant; 
he  then  initiated  a scanty  menstrual  flow  by 
a uterine  injection.  Since  then  she  has  be- 
come progressively  worse,  and  about  three 
weeks  ago  noticed  the  mass  protruding  from 
the  vagina. 

Physical  Examination. — T.  P.  R.  normal. 
B.  P.  124/94.  Pallor  of  mucous  membrane. 
Cervix  and  lower  portion  of  uterus  seen 
protruding  from  the  vagina.  Slight  muco- 
sanguinous  discharge  from  the  cervix, 
which  was  much  enlarged  and  elongated, 
and  presented  rather  marked  inflammation 
and  excoriation. 

Preoperative  Course. — Patient  was  put  to 
bed  in  order  to  reduce  the  prolapsed  uterus. 
For  the  next  ten  days  she  bled  profusely 
and  cramped  considerably.  After  this 
ceased,  a pelvic  examination  was  done.  The 
cervix  was  improved ; the  uterus  was  possi- 
bly enlarged  and  softened,  retrodisplaced, 
and  painful  on  motion;  the  left  ovary  was 
tender,  slightly  enlarged,  and  softer  than 
normal.  A pessary  was  inserted,  and  the 
patient  was  prepared  for  operation.  The 
diagnosis  at  this  time  was : cystocoele,  rec- 
tocoele,  complete  prolapse  of  uterus,  possi- 
ble oophoritis  and  salpingitis,  left. 

Operation. — Cauterization  of  cervix;  su- 
pravaginal hysterectomy ; left  salpingo- 
oophorectomy.  The  uterus  was  very  soft 
and  easily  torn.  The  left  tube  and  ovary 
had  a few  friable  adhesions.  The  left  ovary 
was  cystic  and  had  no  demonstrable  func- 
tional tissue. 

Postoperative  Course. — Negative  except 
for  urinary  tract  infection.  Five  hundred 
cubic  centimeters  of  blood  was  given  to 
counteract  the  preoperative  anemia  and  to 
boost  convalescence.  After  healing  of  the 
wound,  the  patient  was  surrendered  to  the 
radiologist  for  deep  irradiation  because  of 
the  possibility  of  extension  or  early  metas- 
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tasis.  Her  subsequent  course  (one  month) 
has  been  excellent. 

Pathology. — “Specimen  in  two  pieces — 
largest  is  uterus.  The  serosal  surface  shows 
bloodstained  fibrous  tags.  It  is  increased 
in  size.  The  cut  surface  shows  a papilloma- 
tous soft  growth  from  the  posterior  surface 
midway  between  the  fundus  and  the  os. 
The  line  of  demarcation  between  this 
growth  and  the  muscle  beneath  is  indefinite. 
The  muscularis  is  soft  and  easily  torn. 
Gross  appearance  is  that  of  malignancy. 

Microscopic. — “Section  through  papillom- 
atous growth  shows  a greatly  changed 
appearance  of  the  uterine  glands.  The  uter- 
ine muscle  is  infiltrated  with  large  giant 
cells  and  small  round  cells.  The  giant  cells 
appear  hyperchromatic  and  are  surrounded 
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with  cytoplasm  resembling  muscle  tissue. 
The  uterine  glands  are  so  distorted  as  to 
make  their  identity  uncertain.  The  lining 
cells  appear  benign.  There  are  also  areas 
of  necrosis  and  small  masses  of  hemosid- 
erin scattered  among  the  papillomatous 
masses.  The  blood  vessels  show  marked  in- 
timal  thickening.  Many  are  occluded.  Mi- 
croscopic feature  is  indeed  queer  with  strik- 
ing features  of  tumor  formation  with  asso- 
ciated infection. 

Conclusions. — “Benign  uterine  papilloma 
with  associated  infection  and  hemorrhage 
and  associated  myosarcoma.” 

This  report  was  made  by  Dr.  J.  A.  Mc- 
Intosh, pathologist  of  the  St.  Joseph  Hos- 
pital. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


A Sentence  Well  Put 

Dr.  Haven  Emerson  in  testifying  against 
the  Wagner  Bill  is  quoted  as  making  the  fol- 
lowing statement: 

“Neglected  sickness  is  less  often  the  cause 
of  economic  misfortunes  than  vice  versa.” 

An  effort  has  been  made  through  propa- 
ganda to  convince  the  public  that  illness  is 
the  most  frequent  cause  of  economic  dis- 
tress. The  obvious  intention  of  the  propa- 
ganda is  to  leave  the  thought  that  if  enor- 
mous sums  of  money  were  placed  at  the 
disposal  of  certain  federal  agencies,  they,  in 
turn,  would  either  stop  illness  or  cure  illness 
and  thereby  correct  the  economic  difficulties 
created  by  illness. 

For  some  years  we  listened  to  propa- 
ganda to  the  effect  that  education  would 
cure  both  poverty  and  crime.  Enormous 
sums  have  been  spent,  but  poverty  and 
crime  are  both  still  with  us  to  as  great  an 
extent,  if  not  a greater  extent  than  was 
ever  the  case  before. 

This  is  not  an  argument  against  educa- 


tion. It  is  a statement  against  ruthless  and 
unwarranted  propaganda. 

There  is  no  more  certain  way  for  people 
to  lose  their  liberty  completely  than  by  plac- 
ing all  the  problems  of  medical  care  in  the 
hands  of  government  agencies.  Such  a step 
would  accomplish  the  creation  of  such  an 
enormous  bureaucracy  exercising  its  domi- 
nation over  patients  and  doctors,  and,  in 
addition,  dominating  the  policies  of  the  peo- 
ple, that  humanity  would  find  it  extremely 
difficult  to  extricate  itself  from  such  domi- 
nation and  again  recover  liberty. 

It  might  be  well  for  people  to  think  a 
little  bit  about  what  the  loss  of  liberty 
would  mean. 

We  are  told  that  almost  one-fourth  of 
the  entire  income  of  all  the  people  is  paid 
to  governments  in  the  form  of  taxes. 

We  are  told  also  that  the  City  of  Wash- 
ington has  the  largest  per  capita  income 
of  any  city  in  the  United  States. 

These  facts  leave  food  for  thought  too — 
certainly  taxeaters  are  not  neglectful  of 
their  own  financial  interests. 


Hearings  on  the  Wagner  Bill 
It  is  believed  that  the  readers  of  the 
Journal  will  be  interested  to  know  some- 
thing of  the  news  and  editorial  comment 
that  have  been  made  on  the  Wagner  Bill. 
We,  therefore,  are  using  the  following  clip- 
pings : 

1.  Editorial  in  the  New  York  Herald 
Tribune  for  May  29: 

First  Aid  to  Public  Health 
“It  may  be  that  physicians  as  a profes- 
sional group  are  naturally  opposed  to  any- 
thing suggesting  socialized  medical  care, 
such  as  the  national  health  program  em- 
bodied in  Senator  Wagner’s  bill.  But  in 
the  case  of  Dr.  Haven  Emerson  it  is  hard 
to  believe  that  a narrow  professional  preju- 
dice animates  his  objections  to  the  Wagner 
program.  For  Dr.  Emerson  is  identified  in 
this  city  and  throughout  the  country  with 
the  public  health  service  and  hence  repre- 
sents a point  of  view  much  broader  than 
that  of  the  average  private  practitioner. 
And  it  is  his  opinion,  as  expressed  to  the 
subcommittee  of  the  senate  which  is  con- 
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sidering  the  Wagner  Bill,  that  what  the 
country  needs  is  not  millions  from  the  treas- 
ury to  provide  the  underprivileged  with 
medical  attention,  but  the  ‘establishment  of 
sound  economic  and  employment  conditions.’ 
“The  same  argument  has  been  stressed 
already  in  these  columns.  When,  nearly 
three  months  ago,  it  was  first  proposed  that 
congress  appropriate  $80,000,000  to  launch 
the  country  on  a course  of  public  health 
commitments,  which  in  the  end  would  cost 
infinitely  more,  we  protested  on  three 
grounds : one,  that  for  the  present  the  coun- 
try simply  could  not  afford  the  expenditure ; 
second,  that  the  public  health  was  never 
better  (as  testified  to  by  the  President’s 
investigators)  and  thus  no  emergency  ex- 
isted to  justify  the  outlay;  and,  third,  that 
as  a measure  of  national  prophylaxis  no 
deficit-spending  to  provide  medical  care 
could  compare  with  a restoration  of  pros- 
perity and  employment. 

“Dr.  Emerson  is  even  more  realistic.  ‘As 
the  major  cause  of  insufficient  care  for  the 
sick  and  for  health,’  he  told  the  senate  sub- 
committee, ‘is  lack  of  earning  power  and 
the  dislocation  of  commerce,  industry,  and 
production  and  demand  for  goods,  charac- 
teristic of  the  last  eleven  years,’  the  remedy 
is  evidently  to  ‘correct  the  error  rather 
than  enlarge  spending  programs  by  govern- 
ment which  do  not  lead  to  any  basic  im- 
provement in  the  incomes  of  wage  earners.’ 
“In  other  words,  the  solution  of  the  prob- 
lem, according  to  Dr.  Emerson,  consists  not 
in  further  discouraging  recovery  by  put- 
ting doctors  on  the  public  pay  roll,  but,  by 
the  stimulation  of  private  enterprise  and 
employment,  in  giving  their  prospective  pa- 
tients the  modest  wherewithal  to  command 
their  services.  The  formula,  no  doubt,  is 
a little  too  simple.  Even  with  recovery  we 
should  probably  need  a reform  of  the  pres- 
ent system.  But  from  any  point  of  view  it 
seems  obvious  that  recovery  should  be  the 
government’s  first  consideration  as  a public 
health  measure,  not  only  because  it  will  en- 
able a much  larger  proportion  of  the  work- 
ing population  to  pay  doctors’  fees,  but  be- 
cause in  itself  it  will  prove  an  antidote  for 
those  countless  ills  which  are  caused  by  the 


depression  of  insecurity  and  unemploy- 
ment.” 

2.  News  item  from  the  testimonial  given 
by  Dr.  Morris  Fishbein  before  the  Senate 
Committee : 

Fishbein  Says  Health  Program  Spurns  Doc- 
tors— Profession’s  Offer  to  Aid  Was 
Ignored  by  Wagner  Bill  Drafters , 

He  Testifies 

“Washington,  May  26. — Dr.  Morris  Fish- 
bein, editor  of  The  Journal  of  the  American 
Medical  Association,  told  a Senate  Educa- 
tion and  Labor  Subcommittee  today  that 
the  Wagner  health  bill  was  a move  toward 
a significant  change  in  medical  practice  in 
this  country  ‘which  has  completely  disre- 
garded repeated  efforts  on  the  part  of  the 
medical  profession  to  be  of  aid  in  confer- 
ence, in  advice,  in  the  development  of  basic 
data.’ 

“ ‘It  is  a drive,’  he  said,  ‘which  began 
apparently  with  the  national  health  survey, 
was  reinforced  by  the  development  of  the 
interdepartmental  committee  to  co-ordinate 
health  and  welfare  activities,  was  exploited 
through  the  national  health  conference, 
where  for  the  first  time  there  appeared  the 
national  health  program,  and  culminates  in 
the  proposed  Wagner  health  bill. 

“ ‘The  drive  toward  the  objective,  which 
seems  to  be  a sudden  vast  increase  in  spend- 
ing poorly  controlled,  has  been  well-nigh 
ruthless  in  its  disregard  of  all  efforts  to 
modify  its  technic,  mitigate  its  scope,  or 
substantiate  the  data  on  which  its  recom- 
mendations are  based.’ 

“Dr.  Fishbein  said  that  he  had  no  doubt 
that  there  were  unsatisfied  health  needs 
and  medical  care  needs  in  the  nation.  Some 
of  these,  however,  were  inextricably  bound 
up  with  the  economic  situation  of  the  states 
concerned,  and  mere  attention  to  the  prob- 
lem of  medical  care  alone  would  hardly 
alter  the  vital  statistics  by  which  accom- 
plishment in  the  medical  field  was  meas- 
ured, he  said. 

“ ‘The  National  Health  Survey,’  he  said, 
‘reported  that  seventeen  per  cent  of  people 
in  families  with  incomes  of  $3,000  a year 
or  over  failed  to  obtain  medical  care  for 
chronic  disabling  illness.  Why  did  they  not 
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secure  it?  There  is  offered  no  answer  to 
the  question,  but  surely  this  seventeen  per 
cent  must  then  be  deducted  from  the  figure 
of  thirty  per  cent  of  persons  in  the  income 
class  of  $2,000  a family  or  less  who  failed 
to  receive  medical  care  for  chronic  disabling 
illness. 

“ ‘It  has  been  said  that  twenty-eight  per 
cent  of  people  on  relief  failed  to  obtain  care 
for  chronic  disabling  illness,  but  again  no 
reason  why  since  in  many  places  persons 
on  relief  are  entitled  to  medical  care  mere- 
ly by  asking  for  it. 

“ ‘The  advice  of  the  entire  personnel  of 
the  American  Medical  Association  and  the 
facilities  have  been  repeatedly  offered,  and 
are  again  offered  to  various  governmental 
agencies  in  an  attempt  at  cooperation  in 
meeting  scientifically  determined  needs 
without  lowering  the  standards  of  medical 
education  and  medical  service  and  without 
entering  on  a philosophy  of  governmental 
administration  of  medical  cares  far  removed 
from  the  democratic  system  of  government/ 

“Dr.  Charles  C.  Lund  of  Boston,  chair- 
man of  the  committee  on  state  and  national 
legislation  of  the  Massachusetts  Medical 
Society,  offered  the  following  four-point 
program  of  objectives  for  any  legislation 
concerned  with  the  public  health : 

“1.  Unification  of  most  of  the  present 
medical  services  of  the  federal  government, 
except  for  the  army  and  navy  services.  All 
future  medical  activities  should  be  added 
to  this  group. 

“2.  Representative  medical  advisory  coun- 
cils to  work  with  the  federal  and  state  med- 
ical officers. 

“3.  Expansion  of  activities  where  clear 
evidence  of  need  for  expansion  is  proven. 

“4.  Support  of  existing  recognized  hos- 
pitals, rather  than  building  new  govern- 
mental ones  for  the  care  of  the  indigent, 
thus  reducing  the  number  of  vacant  hos- 
pital beds  instead  of  increasing  them/’ 

3.  A statement  by  Dr.  J.  Bayard  Clark, 
May  22,  published  in  the  New  York  Herald 
Tribune : 

Doctors  as  Serfs — A Physician  Attacks 
National  Health  Bill 

“At  present  many  people  show  signs  of 


not  fully  appreciating  what  political  leaders 
have  in  store  for  the  doctors.  They  do  not 
realize  these  leaders  are  discovering  in  the 
profession  a very  useful  and  profitable  tool 
which  is  highly  desirable  from  a political 
point  of  view  to  have  incorporated  with 
their  own  erstwhile  activities.  That  the 
physician  forfeits  his  own  individuality 
and  communal  influence  built  up  through 
the  ages  is  to  the  politician  apparently  of 
little  concern. 

“That  there  is  a very  real  danger  all  doc- 
tors may  soon  be  absorbed  in  a vast  scheme 
of  state  medicine  is  quite  evident.  They 
then  will  be  hired  and  fired  like  other  em- 
ployees. On  the  first  of  the  month  they 
will  receive  their  pay  envelopes  like  other 
clerks. 

“Where  has  the  dignity  of  the  profession 
fallen?  Those  who  were  once  leaders  are 
now  to  be  hirelings.  Must  the  profession 
keep  reminding  itself  and  the  public  of  what 
a free  and  independent  medical  profession 
has  given  to  civilization  ? That  through  the 
struggles  and  self-sacrifices  of  its  individual 
members  the  sudden  and  most  dreaded 
scourges  of  mankind  have  been  wiped  out 
or  held  in  check  ? That  whole  countries 
have  been  made  habitable  places?  That 
commerce  can  function  only  when  super- 
vised by  its  sanitary  ruling?  That  cities 
can  exist  only  by  its  protection  of  their  wa- 
ter and  milk  supplies  and  its  direction  of 
public  health?  That  warfare  can  only  be 
waged  by  the  assurance  of  its  participa- 
tion? Here,  indeed,  is  a power  and  influ- 
ence, as  well  as  a value,  that  political  leader- 
ship would  like  well  enough  to  call  its  own. 
The  tragedy  is  that  others  see  what  many 
physicians  do  not. 

“The  medical  profession  should  prepare 
to  protect  its  own  place  and  influence  in  the 
present  scheme  of  civilization.  The  thought- 
ful people  of  this  land  must  not  allow  the 
political  measure  called  a national  health 
bill  now  before  congress  to  become  law. 

“If  this  bill  is  passed,  American  physi- 
cians are  likely  to  become  mere  serfs  work- 
ing under  the  orders  of  a few  desk  doctors 
who,  no  matter  how  high  their  purpose, 
have  unfortunately  no  real  experience  in 
the  practical  affairs  of  looking  after  the 
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sick.  As  in  Germany,  where  medicine  is 
under  state  control,  illness  and  deaths  will 
increase  and  the  working  efficiency  and 
productiveness  of  the  people  will  decline; 
even  epidemics  thought  to  be  banished  will 
return.  When  the  doctor  has  lost  his  free- 
dom and  his  initiative  and  becomes  a fed- 
eral employee  his  services  to  the  sick  will 
be  of  very  little  value — a high  price  for  the 
public  to  pay. 

“Certainly  there  are  many  adjustments 
the  profession  must  make  in  order  to  har- 
monize its  own  scientific  advancements  to 
the  rapidly  shifting  social  and  economic 
scene.  These  adjustments,  of  which  the 
medical  profession  is  acutely  aware,  cannot 
be  made,  however,  while  its  freedom  is 
threatened  by  a vast  scheme  of  political 
reform  initiated  to  give  yet  more  power  to 
centralized  government. 

“Freedom  of  action  is  quite  as  important 
to  the  medical  profession  as  freedom  of 
speech  to  the  press  or  the  pulpit,  if  we  are 
to  preserve  the  liberty  bequeathed  to  us  by 
the  founding  fathers  of  this  nation.” 


The  Possible  Accomplishments  of  Sen- 
ate Bill  No.  1620,  Commonly  Known 
as  “The  Wagner  Bill” 

Some  years  ago  a Russian  leader  by  the 
name  of  Lenin  gave  some  potent  advice  to 
his  communistic  followers  in  the  United 
States.  It  was  to  this  effect : Establish  com- 
munism in  the  United  States  by  degrees,  not 
by  revolution. 

It  is  appropriate  to  approach  the  consid- 
eration of  this  bill  with  the  above  piece  bit 
of  advice  in  mind. 

A basic  principle  in  the  Wagner  Bill  is 
this : It  places  federal  funds  to  the  credit  of 
several  different  administrative  agencies  in 
Washington,  viz.:  the  Children’s  Bureau  in 
the  Department  of  Labor,  the  Surgeon 
General  of  the  United  States  Public  Health 
Service,  and  the  Social  Security  Board  and 
vests  in  these  several  agencies  the  power 
to  make  regulations  concerning  the  expen- 
diture of  funds  in  the  various  states  and, 
in  addition,  the  power  to  reject  the  plan 
drawn  by  the  various  states  for  the  admin- 
istration of  the  funds  in  the  state. 


In  brief,  all  the  agencies  in  the  various 
states  would  be  compelled  to  bow  to  the 
dictates  of  a federal  agency  in  Washington, 
or  fail  to  obtain  that  state’s  share  of  the 
funds.  By  such  a step  the  federal  agency 
could  secure  complete  political  control  of 
all  the  health  agencies  in  a state,  county, 
and  municipality.  It  could  obtain  control 
of  the  policies  of  these  various  agencies  and 
so  on  down  through  the  various  other  agen- 
cies. 

With  such  a control  accomplished  the 
next  step  might  easily  be  the  establishment 
of  a communistic  form  of  medical  practice 
introduced  under  the  guise  of  a welfare 
measure.  We,  therefore,  repeat  that  the 
issue  before  the  American  people  and  the 
medical  profession  on  this  question  of  med- 
ical care  is  this:  “Shall  patients  and  doc- 
tors retain  their  freedom  of  judgment  in 
the  matter  of  medical  care,  or  shall  this 
freedom  be  surrendered  to  some  govern- 
ment agency?” 


The  Action  of  the  House  of  Delegates 
of  the  American  Medical  Asso- 
ciation on  the  Wagner  Bill 

On  another  page  of  this  issue  of  the  Jour- 
nal will  be  found  the  report  of  the  special 
reference  committee  appointed  by  the 
Speaker  to  consider  the  Wagner  health  bill. 
This  report  was  considered  by  the  House 
and  adopted  without  a dissenting  vote. 

It  will  be  remembered  that  an  extraor- 
dinary session  of  the  House  of  Delegates  of 
the  American  Medical  Association  was  held 
in  September,  1938,  for  the  purpose  of  con- 
sidering the  National  Health  Program. 

The  National  Health  Program!  consisted 
of  five  different  proposals.  The  House  of 
Delegates  acted  on  these  proposals.  The 
results  of  this  action  have  been  widely  pub- 
lished in  medical  journals.  Notwithstand- 
ing this  fact,  some  doctors  have  miscon- 
strued the  action  taken  or  misinterpreted 
the  action  taken. 

The  sponsors  of  the  National  Health  Pro- 
gram drafted  a legislative  program  for  sub- 
mission to  the  congress.  The  Wagner  Bill 
embraces  four  of  the  five  proposals  in  the 
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National  Health  Program.  Health  insur- 
ance was  eliminated. 

The  House  of  Delegates  of  the  American 
Medical  Association  in  St.  Louis,  therefore, 
had  before  it  a specific  piece  of  legislation 
for  consideration,  whereas  in  the  extraor- 
dinary session  some  rather  vaguely  drawn 
proposals  were  before  the  House. 

The  House  of  Delegates  took  specific  ac- 
tion in  St.  Louis  on  a specific  bill  and  stated 
the  objections  of  the  American  Medical  As- 
sociation to  the  bill  in  specific  language. 

Each  doctor  in  the  state  knows  best  how 
he  can  be  of  service  in  securing  the  defeat 
of  this  legislation.  The  action  of  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation gives  a definite  basis  on  which  to 
proceed.  The  opposition  of  American  medi- 
cine to  this  legislation  is  based  on  consid- 
eration for  the  general  welfare. 


DEATHS 


Dr.  J.  A.  P.  Shields 
Dr.  J.  A.  P.  Shields,  Hartford;  Chatta- 
nooga Medical  College,  1902;  aged  sixty- 
nine;  died  January  17. 


NEWS  NOTES  AND  COMMENTS 


We  are  inf  orated  by  the  American  Red 
Cross  that  they  have  prepared  a one-reel 
film  showing  the  work  of  the  society.  It 
is  not  a commercial  moving  picture,  but  is 
distributed  to  any  group  that  might  wish  to 
exhibit  it,  the  only  charge  being  for  trans- 
portation. 

Any  societies  interested  may  obtain  full 
particulars  from  Leo  A.  Pollock,  150  West 
Eighty-Second  Street,  New  York,  New 
York. 


The  American  Public  Health  Association 
has  recently  adopted  five  reports  dealing 
with  “Educational  Qualifications  of  Public 
Health  Statisticians,”  “School  Health  Edu- 
cators/’ “Public  Health  Engineers,”  “San- 
itarians,” and  “Subprofessional  Field  Per- 
sonnel in  Sanitation.” 


A copy  of  each  report  is  sent  you  in  the 
hope  that  you  will  find  it  possible  to  carry 
an  item  in  your  Journal  announcing  their 
availability. 

These  reports  are  distributed  free  of 
charge  in  the  hope  that  they  will  serve  a 
useful  purpose  in  raising  the  educational 
standards  of  professional  public  health  per- 
sonnel. 

Copies  may  be  secured  from  the  Book 
Service,  American  Public  Health  Associa- 
tion, 50  West  Fiftieth  Street,  New  York, 
New  York. 


WOMAN'S  AUXILIARY 


President Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

Davidson  County  Auxiliary  Report 
Mrs.  Joe  Travenick,  Jr.,  was  elected  pres- 
ident of  the  Woman’s  Auxiliary  to  the 
Nashville  Academy  of  Medicine  and  the 
Davidson  County  Society  at  a luncheon 
meeting  held  Friday  at  the  home  of  Mrs. 
W.  W.  Wilkerson,  Jr.,  on  Curtis  Woods 
Lane.  Joint  hostesses  were  Mrs.  T.  Fort 
Bridges,  Mrs.  Frank  Luton,  Mrs.  Ruben 
Gayden,  Mrs.  H.  E.  Patey,  and  Mrs.  Hollis 
Johnson. 

The  guests  were  seated  for  the  serving 
at  small  tables  placed  throughout  the  recep- 
tion rooms  of  the  home.  Spring  flowers 
were  used  as  decorations. 

Reelected  to  serve  with  Mrs.  Travenick 
were:  Mrs.  T.  G.  Pollard,  vice-president, 
and  Mrs.  George  Holcomb,  corresponding 
secretary.  New  officers  chosen  were:  Mrs. 
T.  F.  Frist,  recording  secretary;  Mrs.  Ru- 
ben Gayden,  treasurer;  and  Mrs.  James  T. 
Hayes,  historian. 

Reports  were  given  of  the  state  conven- 
tion held  in  Jackson  by  Mrs.  Travenick 
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Mrs.  Milton  Lewis,  Mrs.  E.  L.  Rippy,  and 
Mrs.  Carl  McMurray.  Plans  were  com- 
pleted for  sending  a member  of  the  Girl 
Scout  troop  sponsored  by  the  auxiliary  to 
the  Montgomery  Bell  Camp.  Mrs.  Willard 
O.  Tirrill,  Jr.,  and  Mrs.  Herman  Spitz  were 
welcomed  as  new  members. 


President’s  Report  Given  at  Jackson, 
Tenn.,  April  12,  1939 

( Condensed) 

To  the  Members  of  the  Woman’s  Auxiliary 
of  the  Tennessee  State  Medical  Associa- 
tion: 

I herewith  present  a report  of  my  stew- 
ardship of  the  responsibility  entrusted  to 
me  from  time  of  my  election  as  president 
in  April,  1938,  to  the  present  time,  April, 
1939. 

It  was  with  a feeling  of  deep  humility 
that  I assumed  the  duties  of  president.  My 
predecessors  had  established  records  of  fine 
achievement.  I hoped  I could  continue 
worthily.  Lengthening  the  path  of  useful- 
ness, extending  the  field  of  activity,  in- 
creasing the  number  of  organizations  and 
persons  participating,  were  some  of  the  ob- 
jectives I pictured  in  my  imagination.  To 
this  end  I have  given  my  time  and  energy. 

My  outline  of  plans  included  a visit  to 
each  auxiliary  during  my  term  of  office.  In 
this  I succeeded.  During  each  month  ex- 
cept July  I have  attended  from  one  to  four 
meetings  pertaining  to  auxiliary  work. 

Through  the  courtesy  of  the  state  aux- 
iliary I was  privileged  to  attend  the  na- 
tional meeting  in  San  Francisco  in  June. 
This  meeting  was  a great  inspiration  and 
pleasure.  Meeting  and  knowing  those  who 
have  an  important  part  in  drafting  the 
plans  and  outlining  the  policies  of  the  aux- 
iliaries over  a period  of  years  gives  a feel- 
ing of  reality  and  permanence  that  is  help- 
ful to  a new  president.  I commend  the  aux- 
iliary for  the  custom  of  sending  the  presi- 
dent to  the  national  meeting. 

I prepared  a report  of  this  meeting  which 
appeared  in  the  August  issue  of  the  State 
Medical  Journal. 

For  the  beginning  of  the  club  season  an 
executive  board  meeting  was  held  in  Nash- 


ville at  the  Hermitage  Hotel  in  September. 
There  were  present  five  from  West  Tennes- 
see, four  from  East  Tennessee,  eight  from 
Middle  Tennessee,  and  two  national  officers 
as  guests.  All  members  gave  outlines  of 
their  prospective  work  and  the  program 
chairman  gave  a suggested  outline  follow- 
ing the  lines  of  the  national  auxiliary.  A 
delicious  luncheon,  arranged  by  Mrs.  J.  A. 
Scott,  vice-president  for  Middle  Tennessee, 
was  enjoyed. 

In  November  I attended  the  National 
Executive  Board  meeting  in  Chicago.  This 
meeting  was  a further  inspiration  to  me,  as 
I was  privileged  to  see  how  a huge  organi- 
zation of  20,000  women  plans  its  work  so 
that  no  hitch  or  error  is  likely  to  occur. 
Each  officer  showed  a desire  to  carry  her 
part  of  the  responsibility  and  all  seemed  to 
have  a clear  and  definite  understanding  of 
what  was  expected  of  them.  Representa- 
tives were  there  from  forty-one  states.  I 
prepared  a report  of  this  meeting  and 
mailed  a copy  to  each  auxiliary  president 
and  some  chairmen. 

In  January  I made  a trip  through  Middle 
and  West  Tennessee  contacting  Madison, 
Shelby,  Davidson,  and  Rutherford  Auxil- 
iaries. Two  sectional  board  meetings  were 
held  on  this  trip  to  discuss  the  program  for 
the  state  meeting.  I also  conferred  with 
Dr.  H.  H.  Shoulders,  secretary  to  the  Ten- 
nessee State  Medical  Society,  who  has  been 
most  helpful  to  me  in  many  ways.  To  him 
I extend  my  personal  thanks. 

In  summarizing  the  year’s  work  I may 
say  that  we  have  had  a very  satisfactory 
year.  The  larger  auxiliaries  are  doing  ex- 
cellent work,  making  themselves  a power 
in  their  own  localities.  The  smaller  organ- 
izations are  keeping  step  and  growing  more 
closely  knit  year  by  year — all  are  proving 
themselves  worthy  to  be  called  auxiliaries 
to  the  medical  societies.  The  reports  show 
their  cooperation  in  carrying  out  the  objec- 
tives of  the  organization. 

I have  attended  two  national  meetings, 
two  state  meetings,  four  sectional  meetings, 
and  fifteen  county  meetings — twenty-three 
in  all.  I have  written  six  reports,  nearly 
200  letters,  and  have  traveled  nearly  9,000 
miles. 
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I take  pleasure  in  reporting  two  new  aux- 
iliaries — Lincoln  County  and  Madison 
County — and  an  increase  in  membership  of 
fifty-six,  making  a total  membership  of 
364  for  Tennessee. 

I have  been  busy  but  happy.  My  associa- 
tion with  the  wives  of  physicians  this  year 
convinces  me,  more  than  ever,  that  no  class 
of  women  can  excel  them  in  graciousness, 
ability,  and  worth-while  ambition. 

To  each  and  all  I extend  thanks  and 
grateful  appreciation  for  the  loyal  support 
given  me  throughout  the  year. 

(Signed) 

Myrtle  Ferguson  Christenberry. 


MEDICAL  SOCIETIES 


Davidson  County: 

In  addition  to  the  scheduled  papers  as 
published  last  month,  two  other  numbers 
appeared  on  the  program: 

May  23 — “Case  Report : Gunshot  Wound 
of  the  Chest,”  by  Dr.  M.  B.  Davis. 

May  30 — Dr.  Percival  Bailey,  professor 
of  Neurology  and  Neurosurgery  of  the 
University  of  Chicago,  was  the  guest 
speaker. 

The  next  meeting  will  be  the  first  Tues- 
day in  September. 


Dyer,  Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  on  June  7 at  Nanny 
Boyett’s  Dining  Room,  Reelfoot  Lake.  The 
scientific  program  consisted  of  the  follow- 
ing papers : 

“Arthritis,”  by  Dr.  O.  B.  Landrum,  Dy- 
ersburg. 

“Conservative  Management  of  the  So- 
called  Dead  Kidney  with  Illustrative  Cases,” 
by  Dr.  Thomas  D.  Moore,  Memphis. 

“Modern  Concepts  in  the  Treatment  of 
Compound  Facial  Injuries,”  by  Dr.  Wm. 
Milton  Adams,  Memphis. 

“The  Medical  Treatment  of  Gall-Bladder 
Disease,”  by  Dr.  Lyle  Motley,  Memphis. 

“Tularemia,”  by  Dr.  John  Hughes,  Mem- 
phis. 


“The  Diarrheas  of  Infancy  and  Child- 
hood,” by  Dr.  James  Hughes,  Memphis. 


Hardin,  Lawrence,  Lewis,  Perry,  and 

Wayne  Counties: 

The  Five-County  Medical  Society  met  in 
Waynesboro  on  May  30.  The  following 
papers  were  read: 

“Cancer  of  the  Colon  and  Rectum,”  by 
Dr.  L.  W.  Edwards,  Nashville. 

“Oral  Sepsis,”  by  Dr.  A.  G.  Butler,  Law- 
renceburg. 

“Hypothyroidism,”  by  Dr.  W.  E.  Boyce, 
Flat  Woods. 

“Diagnosis  and  Treatment  of  Brain  Tu- 
mor,” by  Dr.  Thos.  D.  McKinney,  Nashville. 

Dr.  Willis  Thompson,  who  is  giving  the 
course  in  pediatrics,  was  present  and  gave 
an  interesting  talk. 

(Signed)  Dr.  0.  H.  Williams,  Secy. 


OTHER  MEDICAL  SOCIETIES 


The  Southeastern  Section  of  the  Ameri- 
can Congress  of  Physical  Therapy  will  hold 
a meeting  in  Jacksonville,  Florida,  at  the 
Hotel  George  Washington,  July  10. 

The  preliminary  program  which  has  been 
issued  indicates  the  following  several 
themes  of  general  interest  are  to  be  dis- 
cussed. Among  these  are:  “Ultraviolet 
Irradiation”;  “Radium  in  Certain  Types  of 
Uterine  Hemorrhage”;  “X-ray  in  Benign 
Uterine  Conditions”;  “Relation  of  Physical 
Therapy  to  Orthopedics”;  “Electrosurgery 
in  Operations  on  the  Brain  and  Spinal 
Cord”;  “Organization  and  Work  of  the 
Council  on  Physical  Therapy  of  the  Ameri- 
can Medical  Association”;  “Round-Table 
Discussion  on  Poliomyelitis.” 

For  full  information  write  the  secretary, 
Dr.  Kenneth  Phillips,  Suite  609,  Hunting- 
ton  Building,  Miami,  Florida. 


The  Middle  Tennessee  Medical  Associa- 
tion met  in  Columbia,  May  25  and  26.  The 
following  officers  were  elected:  Dr.  Matt 
Murfree,  Murfreesboro,  President ; Dr.  Hol- 
lis Johnson,  Nashville,  Vice-President;  Dr. 
C.  F.  Hollabaugh,  Nashville,  Secretary- 
Treasurer. 
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The  next  meeting  will  be  held  in  Spring- 
field. 

The  constitution  was  amended  so  that  the 
future  meetings  will  be  one-day  sessions 
followed  by  a social  event. 


The  West  Tennessee  Medical  and  Surgical 
Association  met  in  Huntingdon  on  May  25. 

Dr.  J.  P.  Baird  of  Dyersburg  was  elected 
president. 

The  next  meeting  will  be  held  in  Jack- 
son. 


The  forty-fifth  annual  meeting  of  the 
Upper  Cumberland  Medical  Society  met  in 
Cookeville,  June  13  and  14. 


The  next  sectional  meeting  of  special  in- 
terest to  the  doctors  of  Tennessee  will  be 
the  Tennessee  Valley  Postgraduate  Medical 
Assembly.  The  dates  of  the  meeting  are 
June  28,  29,  30. 

As  usual  the  program  will  be  rendered 
by  physicians  of  national  reputation. 

The  Knoxville  doctors  will  sustain  their 
reputation  in  making  this  the  outstanding 
meeting  in  that  section  of  the  state. 

If  you  have  not  received  your  program 
address  Dr.  Jesse  C.  Hill,  Doctors  Building, 
Knoxville,  Tennessee. 


The  Tennessee  Pharmaceutical  Associa- 
tion will  meet  in  Memphis,  July  18,  19,  20. 

Dr.  R.  G.  Leland  will  address  the  asso- 
ciation on  Wednesday,  July  19,  at  11  A.M. 

The  secretary  of  the  association  invites 
the  medical  profession  of  the  state  to  visit 
the  association  during  this  convention.  We 
are  sure  that  many  items  on  the  program 
will  be  of  interest  to  physicians,  as  well  as 
Dr.  Leland’s  discussion  of  the  economic 
condition  as  it  affects  both  doctor  and 
druggist. 


Vanderbilt  Medical  Society  Meeting, 
May  12,  1939 

1.  “Undulant  Fever:  Report  of  a Case 
Treated  with  Sulfanilamide.”  Dr. 
Albert  Weinstein. 

Mrs.  H.  M.,  sixty-two-year-old  white  fe- 
male, had  had  intermittent  fever  for  one 


month,  with  sweating,  anorexia,  and  loss  of 
weight.  General  examination  essentially 
negative;  spleen  could  not  be  felt  and  no 
joint  abnormalities  were  found.  Urine  nor- 
mal. Blood  counts  normal,  except  for  a 
leukopenia  (6,000)  ; normal  differential. 
Agglutinations  all  negative.  Brucellergin 
skin  tests  strongly  positive.  Blood  cultures 
sterile.  Opsonocytophagic  index  negative. 

Patient  was  given  sulfanilamide  in  full 
therapeutic  doses  for  one  week ; she  became 
afebrile  and  has  remained  so.  Opsonocyto- 
phagic index  shifted  abruptly  on  fourth  day 
to  a strongly  positive  reaction.  Agglutina- 
tions became  positive,  1 :640.  To  date  pa- 
tient has  remained  well  and  opsonocyto- 
phagic activity  remains  strikingly  high. 

This  paper  was  discussed  by  Drs.  A.  E. 
Keller  and  Hugh  J.  Morgan. 

2.  “Partial  Obstruction  of  the  Duodenum 
from  Extrinsic  Causes.”  Dr.  Elkin 
Rippy. 

One  of  the  organic  causes  of  upper  ab- 
dominal pain,  which  is  frequently  over- 
looked, is  chronic  dilatation  of  the  duo- 
denum, known  as  duodenal  stasis.  This  con- 
dition is  extremely  rare  in  the  records  of 
the  hospitals,  but  probably  occurs  with 
more  frequency  than  our  records  reveal, 
since  the  review  of  the  local  cases  reveals 
the  fact  that  most  of  these  cases  have  been 
operated  on  from  one  to  three  times  for 
other  conditions  before  the  actual  cause  of 
the  pathology  was  determined. 

In  the  analysis  of  the  records  of  local  hos- 
pitals there  were  found  twelve  cases.  Of 
these  the  author  was  fortunate  enough  to 
have  three,  which  were  reported  in  complete 
detail.  First  case,  due  to  gall  bladder  al- 
most encircling  the  duodenum  and  obstruct- 
ing; second,  large  tumor  of  body  of  pan- 
creas ; third,  pressure  from  superior  mesen- 
teric vessel  on  third  portion  of  duodenum. 

This  paper  was  discussed  by  Drs.  John  B. 
Youmans  and  George  Johnson. 

3.  “The  Progressive  Attenuation  of  In- 
sulin by  Interfacial  Adsorption.”  Dr. 
J.  M.  Johlin. 

When  aqueous  solutions  of  crystalline  in- 
sulin are  subjected  to  catalytic  action  of 
surface  concentration  and  orientation  by 
emulsification  with  chloroform  for  six  to 
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eight  hours,  practically  all  of  the  insulin  is 
converted  into  an  insoluble  birefringent 
product  whose  physiological  behavior  is 
similar  to  that  of  other  insoluble  insulin 
products  such  as  protamine  insulin.  Insulin 
so  modified  remains  insoluble  at  pH  2.5,  at 
which  pH  insulin  solutions  are  usually  pre- 
pared. Insulin,  similarly  treated  for  four 
hours  or  less,  exhibits  physical  properties 
and  physiological  behavior  of  untreated  in- 
sulin. When  treated  for  eight  hours  or 
longer,  its  insulin  activity  is  gradually  di- 
minished as  treatment  is  prolonged.  Com- 
mercial insulin  is  not  as  readily  attenuated 
as  crystalline  insulin.  Data  obtained  from 
several  hundred  experiments  in  which  va- 
rious insulin  fractions  were  injected  into 
standardized  rabbits  and  blood  sugar  deter- 
minations made  at  repeated  intervals  fol- 
lowing. The  insulin  distribution  among 
different  fractions  was  determined  by  ni- 
trogen determinations.  Insulin  solutions 
used  were  prepared  at  pH  of  2.2-2. 5 with 
saline  acidified  with  HC1  or  adjusted  with 
.02M  Mcllvaine’s  buffer. 

This  paper  was  discussed  by  Drs.  C,  S. 
Robinson  and  Hugh  J.  Morgan. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Anesthesia,  the  Practice  of  Medicine?  An  Important 
Canadian  Legal  Decision.  Decision  by  Honorable 
Judge  Jean  J.  Denis,  Montreal,  Canada.  Current  Re- 
searches in  Anesthesia  and  Analgesia,  May-June,  1939. 
A damage  suit  was  instituted  by  a widow  against 
a surgeon  and  The  Royal  Victoria  Hospital  follow- 
ing the  death  of  her  husband  during  anesthesia. 
The  plaintiff  claimed  that  the  death  of  her  husband 
was  due  chiefly  to  the  facts  that  the  anesthetic  was 
not  administered  according  to  the  rules  of  the  art 
and  common  usage,  and  this  with  the  knowledge  of, 
and  with  the  authorization  of  the  defendants  or 
their  representatives.  The  anesthetic  was  not 
given  with  all  precautions  required  by  the  rules  of 
the  art  before  and  during  the  course  of  the  opera- 
tion, and  this  to  the  knowledge  and  with  the  per- 
mission of  the  defendants  or  their  representatives. 
The  person  or  persons  to  whom  the  administration 
of  the  anesthetic  was  entrusted  proceeded  negligent- 


ly and  without  precautions.  The  nurse,  represent- 
ative of  the  defendants,  and  by  their  orders,  prac- 
ticed and  administered  anesthesia  contrary  to  the 
law.  The  defendants  denied  these  allegations. 

In  his  decision  Judge  Denis  made  the  following 
remarks : That  during  anesthesia  complications  and 
unforeseen  situations  may  arise  dangerous  to  the 
patient  and  death  may  occur.  Experienced  phy- 
sician anesthetists  may  almost  always  see  and  com- 
bat these  situations.  The  judge  overruled  the 
plaintiff’s  claim  of  lack  of  preliminary  precautions 
and  other  claims,  stating  that,  notwithstanding  the 
anesthetic  was  administered  by  a nurse  which  was 
illegal,  the  actual  cause  of  death  was  not  proven 
whether  from  an  embolus,  shock,  or  a complication 
due  directly  to  the  anesthetic  with  absolute  cer- 
tainty, and  the  most  one  can  say  is  that  the  death 
was  probably  due  to  the  anesthetic. 

The  action  was  dismissed  due  to  the  insurmount- 
able difficulty  for  the  plaintiff  to  furnish  technical 
proof. 

Following  this  opinion  the  registrar  of  the  Col- 
lege of  Physicians  and  Surgeons  of  the  Province 
of  Quebec  sent  a circular  letter  to  all  the  hospitals 
in  the  province  calling  attention  to  the  illegality  of 
nurse  anesthetists.  The  hospitals  employing  them 
replaced  them  by  physician  anesthetists. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Lupus  Vulgaris  by  Injections  of  Starch 
U.  S.  P.  (Cornstarch).  Archives  of  Dermatology 
and  Syphilology,  March,  1939. 

On  the  bases  of  Chambers  and  Grand’s  demon- 
stration that  starch  is  a good  chemotactic  agent 
for  leukocytes,  the  authors  concluded  to  try  starch 
injections  into  the  nodules  of  lupus  vulgaris. 

U.  S.  P.  cornstarch  was  sterilized  by  baking  at 
150  centimeters  in  an  oven.  A fifteen  per  cent 
suspension  was  prepared  and  its  use  begun  on  a 
negro  patient,  aged  fifty-seven,  who  had  had  a 
lesion  on  his  left  cheek  for  twenty-four  years. 

From  one-tenth  to  three-tenths  of  a cubic  centi- 
meter of  the  solution  was  injected  into  the  edge  of 
the  lesion  in  three  or  four  areas  and  repeated  each 
two  weeks. 

The  results  obtained  was  apparent  cure.  The 
patient  had  previously  had  all  the  various  treat- 
ments heretofore  recommended  without  any  ap- 
parent improvement. 

Urticaria:  A New  Therapeutic  Approach.  H.  A.  Rusk 
and  B.  D.  Kenamore.  Ann.  Int.  Med.,  11:  1838, 
April,  1938,  A.,  Der.  and  Syph. 

Six  persons  with  urticaria  were  treated  by  ad- 
ministration of  a diet  high  in  protein  and  low  in 
sodium,  with  an  acid  ash,  to  which  potassium 
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chloride  was  added.  All  the  patients  responded 
satisfactorily  to  the  treatment.  The  treatment  is 
based  on  the  assumption  that  in  cutaneous  ir- 
ritability and  inflammation  the  metabolism  of 
potassium  is  altered  and  that  an  increase  in  potas- 
sium in  the  skin  causes  a decrease  in  local  ir- 
ritability. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Myomectomy  During  Pregnancy.  R.  A.  Reis  and  M.  B. 

Sinykin.  American  Journal  of  Obstetrics  and  Gynecol- 
ogy, Vol.  37,  p.  834,  May,  1939. 

It  is  only  when  pregnancy  occurs  in  relatively 
older  women  or  when  fibroids  develop  unusually 
early  that  the  presence  of  fibroids  may  complicate 
pregnancy.  It  is  a well-known  clinical  fact  that 
fibroids  increase  in  size  during  the  course  of  preg- 
nancy. Such  enlargement  has  been  variously  at- 
tributed to:  (1)  hypertrophy  and  edema  of  the 
tumor,  (2)  hyperplasia  with  edema,  (3)  actual 
growth  concomitant  with  uterine  growth.  Eighteen 
pregnant  women  were  subjected  to  myomectomy 
for  various  indications  during  the  past  fifteen  years 
at  the  Michael  Reese  Hospital.  The  authors  state 
the  indications  for  myomectomy  are  acute  degenera- 
tive changes,  hemorrhage,  infections,  twisted  pedi- 
cle, or  rapid  growth,  together  with  encroachment 
upon  the  birth  canal.  The  recommended  technique 
must  include  minimal  handling  of  the  pregnant 
uterus;  the  myomectomy  with  the  uterus  in  situ  if 
possible;  complete  avoidance  of  the  uterine  cavity; 
careful  hemostasis  and  peritonization;  removal  of 
only  the  guilty  fibroid.  Myomectomy  during  preg- 
nancy, according  to  the  authors,  is  a comparatively 
safe  procedure  for  both  the  mother  and  the  fetus, 
and  should  be  performed  promptly  whenever  in- 
dicated. 


OPHTHALMOLOGY 

By  Robert  J.  Warneb,  M.D. 
Doctors  Building,  Nashville 


Fate  of  Patients  with  Phlyctenular  Disease  with  Partic- 
ular Reference  to  Tuberculosis.  A.  Ajo.  Archives  of 
Ophthalmology,  May,  1939. 

This  monograph  first  gives  a historical  review 
of  ideas  which  have  been  held  in  regard  to  the 
etiology  and  pathogenesis  of  phlyctenular  disease. 
It  then  deals  with  the  question  of  the  prognosis 
of  ocular  phlyctenulosis  with  particular  regard  to 
the  later  development  of  tuberculosis. 

In  the  University  Eye  Clinic  at  Helsingfors, 
Finland,  there  were  449  patients  with  phlyctenular 
disease  between  1912  and  1927.  The  author  suc- 
ceeded in  tracing  367  of  these  patients.  He  found 


that  fifty-five  had  died.  Tuberculosis  was  the  cause 
of  death  of  thirty-five  and  for  four  more  it  was  the 
probable  cause,  making  the  mortality  rate  for  tu- 
berculosis 10.62  per  cent.  This  is  about  double 
the  mortality  rate  for  tuberculosis  for  persons  of 
the  same  age  group  in  the  general  population  of 
Finland. 

Of  the  former  patients  still  living,  100  were 
thoroughly  examined.  Fifty  were  found  free  from 
disease.  Thirty-nine  of  the  remaining  fifty  pa- 
tients showed  tuberculous  changes.  Five  showed 
changes  which  were  probably  tuberculous  and  six 
other  pathologic  changes.  Pulmonary  tuberculosis 
was  found  in  seven  patients.  The  author  concludes 
that  it  may  not  be  held  that  patients  with  phlycten- 
ular disease  will  be  spared  later  severe  tuberculosis. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


The  Roentgen  Diagnosis  of  Intussusception.  Kirsner, 

J.  B.,  and  Miller,  J.  F.  Radiology,  Vol.  31,  No.  6, 

p.  658,  December,  1938. 

Intussusception  usually  occurs  in  infancy.  In 
infancy  the  exciting  cause  is  unknown,  but  in  older 
children  and  in  adults  the  exciting  causes  are  ul- 
ceration of  the  bowel,  Meckel’s  diverticulum,  and 
abnormal  growths  such  as  polyps,  myomas,  lipomas, 
or  cysts.  Malignant  tumors,  which  grow  in  the 
direction  of  the  bowel  lumen  and  do  not  cause  fixa- 
tion of  the  intestines  to  the  surrounding  structures, 
may  also  cause  invagination. 

The  four  common  types  are: 

1.  Ileocecal — the  most  frequent,  in  which  the 
ileum  and  ileocecal  valve  pass  into  the  cecum. 

2.  Colic — in  which  the  large  intestine  is  pro- 
lapsed into  itself. 

3.  Enteric  (ileal) — in  which  the  small  bowel 
alone  is  involved. 

4.  Ileocolic — in  which  the  ileum  prolapses 
through  the  ileocecal  valve. 

When  the  intussusception  occurs,  there  may  be 
considerable  space  between  the  sheath  and  the  in- 
vaginated  portion,  allowing  considerable  mobility 
of  the  intussusception  and  accounting  for  the  fre- 
quent spontaneous  reduction  which  occurs.  When 
a simple  intussusception  occurs,  an  actual  block 
does  not  exist  in  the  intestinal  lumen  until  twisting 
and  compression  interferes  with  the  mesenteric 
blood  supply  and  results  in  congestion  and  edema. 
Ulceration,  gangrene,  and  perforation  may  follow. 

The  author  reviews  the  literature  and  briefly  re- 
ports seven  cases.  The  X-ray  findings  are  dis- 
cussed : 

Conclusions 

1.  The  most  frequently  described  roentgen  signs 
of  invagination  are: 
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a.  Obstruction  to  the  barium  enema  with  a 
filling  defect. 

b.  Mobility  of  the  obstruction  under  manipu- 
lation. 

c.  Palpable  mass. 

d.  Passage  of  barium  between  the  intussus- 
ceptum  and  intussuscipiens. 

2.  The  X-ray  examination  is  a definite  aid  in 
the  diagnosis  of  intussusception  involving  the 
large  bowel. 


SURGERY -GENERAL  AND 

ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


The  Treatment  of  Acute  (Nontuberculous)  Empyema 

by  Irrigation  and  Negative  Tension.  Lew  A.  Hoch- 

berg,  M.D.,  and  Peter  Fiore,  M.D.  Surgery,  Vol. 

5,  May,  1937. 

In  all  of  the  standard  methods  of  treating 
empyema  cases  the  mortality  is  about  the  same,  but 
there  is  a wide  variation  in  the  morbidity.  With 
the  method  described  by  the  authors  the  morbidity 
at  Kings  County  Hospital  has  been  reduced  from 
fifty-three  days  of  postoperative  hospitalization  to 
37.3  days.  Furthermore,  with  this  method,  the 
lungs  were  completely  expanded  and  the  sinuses 
healed  on  discharge.  The  method  of  treatment 
suggested  is  most  applicable  in  empyemas  due  to 
pneumococcus  or  streptococcus  or  a combination  of 
these. 

In  pneumococcic  empyema,  which  is  usually  sec- 
ondary to  a pneumococcic  pneumonia,  the  pus  is 
relatively  thick  and  the  coagulum  becomes  more  or- 
ganized. In  simple  intercostal  drainage  the  tube  is 
frequently  clogged  up  with  the  coagulum  or  if  the 
tube  is  very  large  too  much  air  enters  the  pleural 
cavity.  With  the  authors’  method  general  anesthe- 
sia is  used  in  children  and  local  in  adults.  Usually 
the  eighth  rib  is  resected  for  about  1.5  inches  in 
the  axillary  line.  The  parietal  pleura  is  incised 
and  the  suction  tip  is  introduced  to  evacuate  as 
much  pus  as  is  possible.  The  incision  in  the  pleura 
is  enlarged  and  under  direct  vision  the  cavity  is 
aspirated  followed  by  irrigation  with  saline.  As 
much  of  the  coagulum  as  is  possible  is  removed.  A 
rubber  tube  one-half  inch  in  diameter  with  a one- 
inch  collar  drawn  to  about  1.5  inches  from  the  tip 
is  placed  in  the  pleural  cavity  and  the  pleura  is 
closed  tightly,  fixing  the  tube  in  place.  The  skin 
is  closed  with  silk  and  the  pleural  cavity  is  filled 
with  normal  saline.  An  airtight  dressing  is  ap- 
plied around  the  tube  and  the  patient  is  placed  in 
a semisitting  position.  The  tube  is  connected  to 
a Y tube,  the  upper  arm  of  which  is  connected  to 
a suspended  irrigating  container  and  the  lower  to 
a glass  subaqueous  drainage  tube  in  a large  col- 
lecting bottle  placed  below  the  level  of  the  bed. 


The  saline  is  allowed  to  drain  out  of  the  pleural 
cavity  and  in  eight  hours  irrigations  are  begun. 
Irrigating  fluid  is  allowed  to  flow  until  patient 
complains  of  tightness.  The  irrigation  is  then 
stopped  and  the  fluid  allowed  to  drain  in  the  col- 
lecting bottle.  This  is  repeated  every  two  or  three 
hours.  After  twenty-four  hours  the  irrigating  con- 
tainer is  replaced  by  a mercury  manometer  and  a 
suction-syphon  apparatus  is  connected  to  the  collect- 
ing bottle.  This  creates  a negative  pressure  which 
should  be  about  minus  ten  millimeters  of  mercury 
at  the  end  of  normal  inspiration.  This  is  continued 
for  about  a week  and  if  the  temperature  is  normal, 
the  lung  expanded,  and  there  is  only  a small 
amount  of  retained  fluid,  the  tube  is  removed  and 
a strip  of  rubber  tissue  is  inserted. 

In  streptococcic  empyemas  closed  intercostal 
drainage  will  often  suffice.  Slow  subaqueous  drain- 
age followed  by  irrigation  and  negative  pressure 
aspiration  is  usually  carried  out.  In  the  later 
stages  rib  resection  as  outlined  above  may  be  nec- 
essary. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
Medical  Building.  Knoxville 


Physiological  Bladder  Changes  During  Pregnancy  and 

the  Puerperium.  S.  R.  Muellner,  Journal  of  Urology, 

May,  1939. 

Dilatation  of  the  renal  pelves,  dilatation  and  tor- 
tuosity of  the  ureters,  and  loss  of  ureteral  tone 
occurring  during  pregnancy,  has  been  demonstrated 
for  years.  However,  no  study  of  the  changes  oc- 
curring in  the  bladder  has  been  made  previous  to 
this. 

The  cystometric  studies  of  fifty  women  in  vary- 
ing stages  of  pregnancy  form  the  basis  of  this 
report.  Urinalyses  were  done  to  rule  out  infection, 
and  the  patients  were  checked  for  residual  urine, 
after  which  the  cystometric  readings  were  made. 

In  the  nonpregnant  adult  the  bladder  capacity 
varies  from  about  350  cubic  centimeters  to  450 
cubic  centimeters,  with  the  first  desire  to  void  at 
about  250  cubic  centimeters.  Beginning  with  the 
third  month  of  gestation,  the  bladder  capacity 
slowly  increases,  reaching  1,300  cubic  centimeters 
in  the  eighth  month,  at  which  stage  the  bladder 
shows  evidence  of  atony.  In  the  ninth  month  the 
bladder  tone  improves. 

None  of  the  patients  had  residual  urine  while 
pregnant,  regardless  of  the  diminished  bladder 
tone.  Five  showed  no  bladder  changes  throughout 
pregnancy. 

In  the  post  partum  period  the  bladder  tone  is  less 


224 


ABSTRACTS  OF  CURRENT  LITERATURE 


June,  1939 


than  during  the  ninth  month,  the  capacity  reaching 
to  1,500  cubic  centimeters.  During  this  period, 
residual  urines  are  common,  varying  from  one  to 
forty  ounces,  the  largest  being  immediately  after 
delivery.  Progressive  improvement  in  both  tone 
and  capacity  take  place,  and  in  six  to  eight  weeks 
after  delivery,  the  bladder  approaches  normal  and 


the  residual  urine  disappears.  In  a small  percent- 
age of  cases  the  bladder  changes  persist. 

The  changes  of  the  bladder  during  pregnancy 
closely  parallels  those  of  the  pelvis  and  ureter. 

As  to  the  cause  of  these  changes  there  is  no 
agreement.  Obstruction  is  not  sufficient  to  ex- 
plain the  condition. 
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EPILEPSY:  DIAGNOSIS  AND  TREATMENT* 

J.  P.  Gilbert,  M.D.,  Nashville 


THE  HISTORY  of  epilepsy,  like  the 
beginnings  of  medicine,  goes  back  to 
the  dawn  of  civilization,  and  such  an 
entity  has  always  and  ever  will  be  the  sub- 
ject of  voluminous  writing  and  research  un- 
til its  secret  has  been  disclosed.  The  early 
Greeks  supposed  that  the  insane  and  those 
who  suffered  from  fits  or  hysterical  seizures 
enjoyed  visitations  from  the  deities,  or 
punishment  by  demons.  No  attempt  is 
made  in  this  paper  to  review  the  volumi- 
nous literature  on  epilepsy,  or  to  detail  the 
various  types,  but  to  mention  briefly  some  of 
the  theories  of  the  neurological  mechanisms, 
the  factors  involved  in  convulsions,  and 
various  conditions  characterized  by  convul- 
sive phenomena  which  might  be  confused 
with  the  diagnosis  of  idiopathic  or  essential 
epilepsy.  Recent  advances  in  the  medical 
treatment  will  be  reviewed. 

Many  authors  think  of  epilepsy  as  a 
symptom  rather  than  a disease  or  prefer  to 
speak  of  “paroxysmal  disorders”  or  of  “the 
convulsive  states.”  On  the  basis  that  no 
cause  can  be  found  other  than  an  inherent 
tendency  to  react  with  convulsions  patients 
so  suffering  are  said  to  have  “essential”  or 
“idiopathic”  epilepsy. 

With  the  development  of  electroencepha- 
lography has  come  a new  definition  by  Gibbs 
et  al.1  “Epilepsy  is  disordered  functioning 
of  the  rate  regulating  mechanisms  of  the 

brain.  Grand  mal  epilepsy  is  characterized 

■ a&'k  - • 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Jackson,  April  11,  12,  13,  1939. 


by  extreme  acceleration  of  the  electrical  ac- 
tivity of  the  cortex;  psychomotor  attacks, 
by  extreme  slowing  of  this  activity,  and 
petit  mal  by  alternation  of  fast  and  slow 
activity.” 

Considering  the  neurological  mechanisms 
of  convulsions  four  theories  have  been  ad- 
vanced : the  irritation,  the  release,  the  short 
circuit,  and  the  explosive  theory.  Accord- 
ing to  Lennox  and  Cobb2  “the  latter  is  de- 
pendent, not  upon  the  spread  of  nerve  im- 
pulses, but  upon  some  sudden  metabolic 
change— such  as  anaphylaxis,  anoxemiay.or 
alkalosis.  This  theory  has  been  accepted  as 
the  most  plausible,  and  certainly  has  fur- 
ther established  its  importance  in  the  con- 
vulsive therapy  with  Metrazol  in  schizo- 
phrenia and  other  psychoses.  The  seizures 
induced  with  camphor  resemble  in  every 
detail  those  of  true  epilepsy,  except  that 
loss  of  sphincter  control  is  rarely  encoun- 
tered. 

Lennox  and  Gibbs  in  their  electroen- 
cephalographic  studies  found  a marked  sim- 
ilarity in  their  tracings  between  the  dys- 
rhythmias during  a grand  mal  seizure  and 
the  changes  in  respiratory  movements  oc- 
curring in  asphyxia.  They  state  that  “when 
brain  cells  are  injured,  they  may  die,  they 
remain  sick,  or  they  may  recover  entirely. 
If  they  die  or  recover,  there  is  no  epilepsy ; 
but  if  they  remain  sick,  there  is  epilepsy,  or 
at  least,  the  grounds  in  which  epilepsy  may 
develop.  These  investigators  found  no  on§ 
portion  of  the  brain  from  which  the  con- 
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vulsions  always  started,  but  more  frequently 
in  the  frontal  area  than  in  other  regions. 
In  some  cases  the  activity  seemed  to  start 
all  over  the  cortex  at  once,  suggesting  an 
origin  in  a subcortical  center. 

There  are  three  main  factors  involved  in 
the  production  of  seizures.  They  are  (a) 
organic  abnormalities  in  the  structure  of  the 
brain  and  its  coverings,  (b)  functional  ab- 
normalities in  the  cells  of  the  brain  that 
increase  their  convulsive  reactibility,  and 
(c)  abnormalities  of  tissue  outside  the 
brain. 

There  has  been  no  constant  or  specific 
lesion  found  in  the  brain  to  account  for 
epilepsy.  The  most  frequent  microscopic 
lesions  found  are  areas  of  sclerosis  or  de- 
generation in  Ammons  Horn.  Gross  lesions 
of  the  brain,  found  mostly  in  institutional 
cases,  have  not  been  proven  to  be  the  cause, 
but  may  be  the  result  of  seizures.  This  is 
explained  on  the  basis  that  the  majority  of 
autopsy  material  came  from  institutions. 

The  second  factor,  the  functional  ab- 
normalities, is  the  one  that  has  been  an 
enigma  since  epilepsy  was  first  considered 
to  have  a definite  cause  other  than  a visi- 
tation of  the  deities  or  a curse  of  the 
demons.  It  will  be  a mystery  until  someone 
discovers  the  unknown  “convulsive  capac- 
ity” ; or  why  it  is  that  only  about  one-third 
of  patients  with  brain  tumor  have  seizures ; 
or  why  only  4.5  per  cent  of  25,000  soldiers 
with  wounds  of  the  skull  develop  epilepsy; 
or  why  less  than  one-half  of  infants  with 
cerebral  birth  palsies  develop  epilepsy.3 

The  theory  of  demon  or  god  possession 
having  been  discarded  many  psychoanalysts 
claim  an  emotional  possession,  a flight  into 
unconsciousness  to  escape  unpleasant  re- 
ality. Freud  interprets  the  convulsion  as  a 
muscular  sex  orgasm.  However,  the  emo- 
tional or  psychogenic  factor  must  not  be 
overlooked  as  a precipitating  factor  in  in- 
dividuals predisposed  with  neuropathic 
taint.  We  speak  of  convulsive  capacity, 
constitutional  types,  and  epileptic  charac- 
ter ; but,  after  all,  it  has  been  truthfully  said 
that  it  is  never  known  who  is  an  epileptic 
until  the  first  seizure  makes  its  appearance. 

Of  those  factors  which  influence  epileptic 


seizures  in  tissues  of  the  body  other  than 
the  brain,  the  most  important  are  the  dis- 
turbances of  acid-base  equilibrium,  oxygen 
supply,  and  water  balance.  Numerous  in- 
vestigations have  been  made  of  the  various 
chemical  constituents  of  the  blood,  the 
urine,  and  the  spinal  fluid  of  epileptics  and 
have  not  been  found  to  differ  greatly  from 
those  of  normal  individuals.  Seizures  can 
be  lessened  by  ingestion  of  acids  or  acid- 
forming salts;  conversely  they  can  be  pre- 
cipitated by  ingestion  of  alkalis.  Acidosis 
with  reduction  of  seizures  can  be  induced 
by  means  of  a fat  diet,  by  fasting,  or  by 
restriction  of  fluids. 

Convulsions  can  also  be  controlled  by 
high  calcium  diet,  or  precipitated  by  a diet 
low  in  calcium.  The  oxygen  supply,  poor 
or  rich,  the  water  balance,  with  dehydration 
or  edema,  will  also  influence  convulsions. 
As  to  heredity,  in  spite  of  its  practical  im- 
portance, there  is  still  quite  a controversy. 
Burr4  in  a study  of  1,449  cases  concludes 
that  direct  inheritance  is  not  important  but 
believes  that  convulsions  may  be  an  evi- 
dence of  congenital  instability  of  the  germ 
cell;  in  other  words,  an  inherited  predis- 
position as  in  other  neurological  conditions. 

Diagnosis 

The  diagnosis  of  epilepsy,  as  in  other 
conditions,  has  its  beginning  in  a carefully 
taken  history.  Brain5  lists  the  following 
questions  which  are  essential  in  every  case : 
“When  did  the  seizure  first  occur?  Was  it 
precipitated  by  an  accident  or  associated 
with  an  acute  illness?  How  soon  was  it 
followed  by  the  second?  What  is  the  usual 
interval  between  attacks?  Are  they  in- 
creasing in  frequency?  Has  the  patient 
ever  had  a series  of  attacks  without  recov- 
ering consciousness?  Do  the  attacks  occur 
at  any  special  time  of  day?  Do  they  occur 
only  by  day  or  only  by  night?  In  the  case 
of  a woman,  are  they  related  to  the  men- 
strual periods?  Is  any  factor  known  to 
precipitate  attacks  ? Does  the  patient  have 
any  warning?  If  so,  what,  and  how  long 
does  it  precede  the  attack?  How  does  an 
attack  begin?  Is  its  onset  local  or  general, 
gradual  or  sudden?  Is  consciousness  lost? 
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Do  convulsive  movements  occur  in  the  at- 
tack ? If  so,  are  they  symmetrical  or  asym- 
metrical? Has  the  patient  injured  himself 
in  an  attack?  Does  he  bite  his  tongue  and 
pass  urine?  How  long  do  the  attacks  last? 
What  is  his  condition  afterwards  ? Are  the 
attacks  followed  by  headaches,  sleepiness, 
paralysis,  or  mental  disturbances?  What 
treatment  has  he  had  and  how  has  he  re- 
sponded ? Has  he  at  any  time  suffered  from 
a head  injury?  If  the  attacks  did  not  begin 
in  infancy,  did  he  suffer  from  infantile 
convulsions?  Is  there  a family  history  of 
epilepsy  or  of  fainting  fits?” 

Many  physicians  are  prone  to  make  a 
diagnosis  of  epilepsy  after  a few  questions 
as  to  the  nature  of  the  seizures,  or  after  the 
observation  of  one  attack.  Such  procedure 
is  inexcusable  in  the  light  of  our  present 
knowledge  of  conditions  that  have  as  their 
predominating  symptom  convulsive  attacks. 
A thorough  physical  examination  is  indi- 
cated in  every  case,  including  a detailed 
neurological  examination ; blood  Wasser- 
mann ; spinal  fluid  examination ; encephalog- 
raphy, or  ventriculography  if  neurological 
abnormalities  are  found  such  as  evidence 
of  increased  intracranial  pressure.  X-ray 
of  the  skull  is  indicated  in  all  cases  with  his- 
tory of  head  injury  whether  or  not  ab- 
normalities are  found. 

Allan0  gives  a comprehensive  differential 
table  for  the  diagnosis  of  epilepsy: 

I.  Conditions  causing  symptoms  resem- 
bling epilepsy : 

A.  Disorders  of 

1.  Circulatory  system 
Heart  block 
Paroxysmal  tachycardia 
Hypersensitive  carotid  sinus 
reflex 

Postural  hypotension 

2.  Blood 

Polycythemia  vera 

3.  Kidneys 

Uremic  convulsions,  uremic 
tetany 

4.  Pancreas 
Hyperinsulinism 

5.  Liver 

Hepatic  hypoglycemia 


6.  Parathyroids 
Tetany 

7.  Labyrinth 
Meniere’s  syndrome 

B.  Functional  nervous  disorders,  in- 
cluding hysterial  hyperpnea  re- 
sulting in  tetany 

II.  Symptomatic  epilepsy 

Secondary  to  lesions  of  the  brain  re- 
sulting from  cerebral  arteriosclerosis 
Trauma,  including  birth  injuries 
Syphilis 
Encephalitis 

Degenerative  lesions  of  the  brain 
Brain  tumor 
Brain  abscess 

III.  Idiopathic  epilepsy  without  evidence 
of  organic  lesion. 

Any  condition  affecting  cerebral  circula- 
tion may  cause  attacks  resembling  epileptic 
seizures.  It  is  now  well  established  that  the 
cerebral  vessels  are  under  vasomotor  con- 
trol and  it  is  generally  conceded  that  here- 
tofore considered  cases  of  typical  epileptic 
seizures  occurring  during  the  senile  period 
are  due  to  vascular  spasm.  Hughings  Jack- 
son7  first  discussed  this  theory  in  1863.  The 
attacks  of  syncope  due  to  heart  block  or 
the  so-called  Stokes-Adams  Syndrome 
should  offer  no  diagnostic  difficulty  if  a 
careful  heart  examination  is  made  with 
electrocardiographic  reading.  Barness  in 
1926  reported  observations  on  the  cerebral 
symptoms  of  paroxysmal  tachycardia  in 
fifteen  cases.  Convulsions  rarely  occur  in 
this  condition  as  observed  by  Smith,0  Per- 
rero,10  and  Sutherland.11 

Weiss  and  Baker12  in  1933  called  atten- 
tion to  fainting  and  convulsions  due  to  a 
hypersensitive  carotid  sinus  reflex,  a plexus 
of  sympathetic  and  vagal  connections  lying 
over  the  bifurcation  of  the  carotid  artery. 
This  condition  is  demonstrated  by  a simple 
test  of  pressure  over  one  or  both  sinuses  in 
the  neck  reproducing  the  type  of  seizure 
complained  of  by  the  patient.  The  most 
recent  reference  to  this  condition  is  by 
Robinson.13 

The  introduction  of  insulin  has  brought 
to  light  the  syndrome  of  hypoglycemia  in 
the  production  of  convulsive  seizures.  Har- 
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ris14  calls  attention  to  this  as  seen  in  over- 
treated cases  of  diabetes  and  in  the  entity  of 
hyperinsulinism.  He  also  considers  it  not 
only  as  an  entity  but  as  a precipitating 
cause  of  frequent  convulsions  in  idiopathic 
epilepsy.  The  plotting  of  a glucose  toler- 
ance curve  including  six-hour  specimens 
establishes  or  disproves  the  condition. 
Hyperinsulinism  occurs  spontaneously  and 
as  a result  of  adenoma  of  the  Isles  of 
Langerhans.  Hypoglycemia  is  also  seen  in 
conditions  with  extensive  damage  to  the 
liver. 

Postural  or  orthostatic  hypotension  as 
defined  by  Chew,  et  al.,15  is  a condition  in 
which  there  is  a sudden  drop  of  forty  to 
fifty  millimeters  in  blood  pressure  from  the 
reclining  to  the  standing  position  producing 
dizziness,  fainting,  and  convulsions.  It  is 
thought  to  be  due  to  a loss  of  orthostatic 
vasoconstriction  necessary  to  maintain 
normal  blood  pressure  against  the  force  of 
gravity,  a disturbance  fundamentally  in  the 
peripheral  sympathetic  nervous  system. 
Accompanying  the  condition  there  may  be 
hypohidrosis  or  anhidrosis;  polyuria  while 
in  the  reclining  position;  evidences  of  ab- 
normalities in  the  central  nervous  system, 
and  accentuation  of  symptoms  in  hot 
weather. 

Careful  examination  of  the  hemoglobin 
of  the  blood,  and  red  cell  counts  easily  rule 
out  polycythemia  vera  as  a cause  of  seizures. 
Uremic  convulsions  are  as  easily  set  aside. 
Tetany  as  a possible  cause  of  seizures  can 
be  easily  confirmed  by  demonstration  of  a 
low  blood  calcium.  It  is  an  occasional  com- 
plication of  thyroid  surgery.  Latent  tetany 
is  recognized  by  the  signs  Chvostek  and 
Trousseau. 

Organic  disease  of  the  brain  offers  the 
major  diagnostic  difficulty.  Brain  tumor 
should  be  suspected  in  all  cases  showing 
frequent  and  especially  infrequent  convul- 
sions, and  all  diagnostic  methods  at  our 
hand  should  be  employed  to  rule  out  this 
conditidh*-  including  encephalography,  ven- 
triculography, and  electroencephalography 
if  availadfi^.  This  cannot ^ be  stressed  too 
much  especially  in  young  adults,  beyond  the 
age  when  idiopathic  epilepsy  usually  makes 


its  appearance.  Other  organic  lesions 
should  be  carefully  excluded  such  as  brain 
abscess,  syphilis  and  encephalitis. 

A carefully  taken  history  will  very  often 
rule  out  such  functional  nervous  disorders 
as  hysteria,  yet  the  diagnosis  of  epilepsy  is 
often  erroneously  made  in  this  condition, 
and  conversely  a true  epileptic  is  occasion- 
ally mistreated  for  hysteria.  It  is  well  to 
remember  that  convulsions  can  occur  as  the 
result  of  overventilation  in  hysterical 
hyperpnea. 

Treatment 

Once  the  diagnosis  of  idiopathic  or  essen- 
tial epilepsy  is  made,  an  early  and  definite 
plan  of  treatment  or  management  should 
be  instituted.  - This  includes  hygienic,  both 
mental  and  physical,  dietary,  and  sedation. 

As  to  mental  hygiene  patients  should, 
wherever  possible,  be  taught  to  consider 
themselves  not  as  disgraced  but  as  useful 
citizens  of  the  community.  They  should  be 
protected  from  emotional  strain  and  ex- 
citement. Commitment  to  an  institution  or 
to  an  epileptic  colony  should  be  the  last 
resort. 

Physical  hygiene  should  be  accomplished 
by  proper  work  and  exercise,  rest,  and 
sleep.  In  certain  patients  the  correction  of 
posture,  the  regulation  of  the  bowels,  and 
adjustment  of  the  exercise-rest  ratio,  may 
greatly  diminish  the  frequency  of  the  at- 
tacks. Lennox  states  that  “as  a first  de- 
fense against  seizures,  the  patient  needs 
assistance  in  securing  a quiet  mind  in  an 
abundantly  healthy  body.” 

Regarding  diet  in  epilepsy  Hippocrates 
writes  as  follows:  “The  conjurors,  purifi- 
cators,  mountebanks,  and  charlatans  have 
instituted  a mode  of  treatment  enforcing 
abstinence  from  baths  and  many  articles 
of  food.”  Even  modern  clinicians  forbid 
their  patients  to  eat  many  forms  of  meat, 
vegetables,  and  fruits,  on  the  basis  that 
they  are  acid  forming.  This  is  readily  seen 
to  be  erroneous  when  it  has  been  shown  that 
acidosis  tends  to  inhibit  seizures  and  alka- 
losis favors  the  convulsive  state. 

With  the  exception  of  a diet  rich  in  fat 
and  poor  in  carbohydrate,  the  ketogenic  diet, 
which  is  used  with  some  success  in  children 
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with  frequent  seizures,  there  is  no  requisite 
other  than  a well-balanced  diet  to  meet,  but 
not  exceed,  the  caloric  requirements.  Adults 
do  not  respond  to  diets  that  tend  to  produce 
acidosis.  There  are  also  the  dangers  of 
early  arteriosclerosis,  kidney  irritation,  and 
weakening  of  bones  due  to  inorganic  base 
constituents. 

Since  the  introduction  of  bromides 
seventy-five  years  ago,  and  of  luminal  or 
phenobarbital  more  recently,  no  other  drug 
has  shared  their  popularity  or  offered  more 
i comfort  to  the  patient  or  the  doctor. 

Merritt  and  Putnam16  in  a paper  read 
at  the  meeting  of  the  American  Medical  As- 
sociation in  1938  presented  their  observa- 
; tions  and  conclusions  on  the  use  of  sodium 
diphenyl  hydantoinate  in  200  cases  of  epi- 
lepsy which  had  not  responded  to  other 
forms  of  therapy.  “In  142  of  these  patients 
who  have  received  the  treatment  for  periods 
varying  from  two  to  eleven  months,  grand 
mal  attacks  were  relieved  in  fifty-eight  per 
cent;  petit  mal  attacks  were  relieved  in 
thirty-five  per  cent.  There  were  no  fatali- 
ties. A toxic  dermatitis  occurred  in  ten 
patients,  nonthrombocytopenic  purpura  in 
one  patient,  and  minor  toxic  reactions, 
tremors,  ataxia,  dizziness  in  approximately 
thirty-three  per  cent.” 

They  conclude  that  it  is  a valuable  addi- 
tion to  other  methods  of  treatment,  but  sug- 
gest that  it  be  used  only  in  those  cases  that 
do  not  respond  to  less  toxic  drugs.  Putnam17 
reports  by  personal  communication  to  the 
author  an  additional  one  hundred  cases 
treated  with  equally  good  results. 

The  drug  is  marketed  by  Parke,  Davis  & 
Company  under  the  trade  name  of  Dilantin, 
and  is  dispensed  in  one-tenth  gram  (one 
and  one-half  grains)  and  three-one  hun- 
dredths gram  (one-half  grain)  capsules. 
The  average  dose  is  one  capsule  three  times 
a day. 

Cobb,  et  al.,18  in  their  experiments  on 
vital  dyes  in  epilepsy  report  two  cases 
treated  with  neoprontosil  with  marked 
diminution  in  the  number  and  severity  of 
convulsions,  with  no  harmful  complications. 

In  the  last  analysis  of  the  treatment  of 
epilepsy  the  eclectic  point  of  view  is  best, 


or  the  choice  of  a little  of  all  that  is  good. 
Of  prime  importance  the  earliest  possible 
regime  is  indicated,  before  the  habit  of  con- 
vulsions is  formed;  the  selection  of  a seda- 
tive that  is  best  suited  to  the  patient,  cor- 
rection of  faulty  habits  of  elimination ; a 
well-balanced  diet  to  meet  the  caloric  needs ; 
some  restriction  of  fluids;  a good  mental 
attitude,  sleep,  proper  exercise,  and  rest  at 
regular  hours. 

Summary 

A few  of  the  important  factors  involved 
in  convulsions  have  been  discussed.  The 
importance  of  detailed  history,  examination, 
and  the  use  of  laboratory  facilities  have 
been  stressed,  with  discussion  of  differential 
diagnosis.  Treatment  has  been  discussed 
with  reference  to  hygiene,  mental  and  physi- 
cal, diet,  and  sedation. 

Since  the  writing  of  this  paper  Kimball19 
of  Cleveland  reports  similar  results  to  Mer- 
ritt and  Putnam  in  the  use  of  sodium 
diphenyl  hydantoinate  (Dilantin)  in  159 
cases  of  epilepsy  in  children.  They  found 
that  fifty-seven  per  cent  of  the  cases  treated 
for  two  months  or  more  showed  varying  de- 
grees of  hyperplasia  of  the  gums  associated 
with  definite  deficiency  of  vitamin  C.  They 
conclude  that  the  condition  seemed  to  be 
associated  with  the  treatment  with  the 
drug. 
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DISCUSSION 

DR.  FRANK  H.  LUTON  (Nashville)  : Mr. 
Chairman  and  Members  of  the  Society:  I feel 
that  we  are  indebted  to  Dr.  Gilbert  for  a very 
sound  paper  on  the  topic  of  epilepsy,  an  illness 
that  is  as  old  as  illness  and  one  about  which  more 
misinformation  has  been  written  than  any  other 
disease.  It  is  a widespread  problem,  although  at 
present  there  are  no  reliable  statistics  on  its  inci- 
dence. Information  is  hard  to  obtain.  It  is  hard 
to  make  an  adequate  survey  of  the  problem  because 
a good  many  people  do  not  come  to  the  doctor  for 
the  disease  and  a good  many  of  these  would  not 
tell  the  surveyist  if  they  did  have  it.  It  is  esti- 
mated, however,  that  we  have  half  a million  idio- 
pathic epileptics  in  this  country,  and  about  40,000 
of  them  are  treated  in  special  hospitals,  in  special 
epileptic  colonies,  and  in  the  governmental  insti- 
tutions. 

It  is  estimated  that  about  eighty  per  cent — 
seventy-five  to  eighty  per  cent — of  those  epileptics 
are  individuals  who,  in  the  interval  between  at- 
tacks, are  useful  and  intelligent  citizens.  I am 
afraid  that  a good  many  of  us  are  inclined  to 
think  of  epileptics  in  terms  of  the  patient  who  is 


tedious  and  insistent  upon  getting  some  help  and 
who  really  needs  institutional  care.  We,  therefore, 
allow  ourselves  to  forget  that  there  are  eighty  per 
cent  who  can  be  helped  a great  deal  and  in  most 
instances  can  be  relieved  entirely  of  their  attacks. 
I am  sure  that  if  we  can  carry  out  those  sound 
measures  that  Dr.  Gilbert  talked  about  in  his 
statements  about  treatment  we  can  bring  to  that 
eighty  per  cent  a happy  and  a useful  life.  I know 
of  no  patient  that  is  more  grateful,  no  family  that 
is  more  grateful,  than  the  patient  or  family  who 
can  be  relieved  of  the  attacks. 

I want  to  mention  one  patient  who  is  symbolic 
of  that  problem  of  the  favorable  epileptic.  I saw 
a sixteen-year-old  girl  about  twelve  years  ago  and 
have  followed  her  during  this  whole  period.  At 
that  time  she  was  in  high  school,  was  failing  in 
her  work,  was  very  dull  and  slow.  She  was  given 
an  intelligence  test  and  it  was  felt  that  she  was 
retarded  mentally,  and  that  it  would  be  very 
difficult  for  her  to  go  and  finish  high  school.  She 
was  investigated  and  all  the  possible  causes  of 
convulsions  were  ruled  out. 

She  was  treated  with  general  hygienic  measures, 
with  luminal  and  a good  deal  of  psychotherapy. 
She  finished  high  school,  four  years  in  a well- 
known  girls’  school,  then  came  to  a library  course 
in  a well-known  college,  a course  that  was  one  of 
the  most  difficult  ones  in  the  school.  For  the  past 
two  years  she  has  been  a librarian  in  a large 
high  school.  She  has  been  without  attacks  for  a 
good  many  of  these  years  and  is  now  on  a regime 
that  does  not  include  luminal. 

Another  problem:  A twelve-year-old  boy  that  I 
have  followed  for  four  years,  at  first  appeared 
very  slow.  An  intelligence  test  revealed  mental  re- 
tardation, but  he  is  now  finishing  high  school  and 
has  not  had  convulsions  for  three  years.  He  has 
had  only  small  doses  of  bromide  and  luminal  and 
is  now  on  very  small  doses. 

I have  known  college  professors  and  medical 
students  who  have  had  convulsions  and  who  have 
shown  many  evidences  of  the  so-called  epileptic 
personality,  yet  these  individuals  are  able  to  go  on 
and  live  happily. 

It  is  extremely  important  that  we  pay  attention 
also  to  the  mental  hygiene  of  the  family.  During 
the  past  year  an  epileptic  was  admitted  to  the 
academic  department  of  our  university  and  the 
first  thing  the  faculty  knew  about  his  epilepsy  was 
at  the  time  he  had  a convulsion  in  one  of  the 
classes.  If  that  family  had  been  educated,  if  the 
attitude  of  the  family  were  correct  toward  this 
patient’s  convulsions,  the  embarrassment  of  the 
convulsion  in  the  class  might  have  been  saved  the 
patient  and  he  might  have  had  the  beginnings  of 
adequate  treatment,  or  treatment  might  have  been 
carried  along  with  his  college  course. 

Let  me  say,  in  addition  to  Dr.  Gilbert’s  paper, 
something  about  the  need  for  research.  There  has 
been  within  the  last  few  years  a very  definite  ad- 
vance in  the  methods  for  investigation  of  epilepsy. 


July,  1939 


EPILEPSY:  DIAGNOSIS  AND  TREATMENT— Gilbert 


231 


With  the  discovery  of  the  usefulness  of  the  electro- 
encephalogram in  finding  out  the  mysteries  of  what 
goes  on  behind  the  face  we  have  an  extremely  valu- 
able method.  At  the  present  time  there  is  being 
spent  just  a little  over  $15,000  a year  on  research 
in  this  field  which  is  costing  us  $18,000,000  a year 
for  those  institutional  patients,  and  we  need  to  pay 
much  more  attention  to  the  study  of  the  causes  of 
such  a problem. 

Thank  you  very  much. 

DR.  JESSE  C.  HILL  (Knoxville):  Mr.  Presi- 
dent and  Members  of  the  Tennessee  State  Medical 
Association:  I think  Dr.  Gilbert  has  given  us  the 
sanest  paper  on  epilepsy  that  I have  ever  had  the 
opportunity  to  hear.  In  the  first  place,  he  em- 
phasizes the  diagnosis.  That  is  very  important, 
because  there  are  so  many  cases  of  epilepsy  that 
have  a causative  factor  that  are  treated  as  idio- 
pathic epilepsy. 

Next,  he  emphasizes  the  diet  and  the  right  kind 
of  habits.  In  conclusion,  he  states  that  we  should 
give  these  patients  a little  bit  of  all  that  is  good, 
which  is  very  true. 

Some  twenty  years  ago  I read  a paper  before 
the  Tennessee  State  Medical  Association  on  luminal 
in  epilepsy.  That  was  the  treatment  of  Dr. 
Francis  X.  Dercum  of  the  University  of  Pennsyl- 
vania, and  I mentioned  in  the  paper  the  use  of 
luminal  and  bromides,  and  today  I do  not  believe 
there  has  been  a great  deal  of  change.  I believe 
luminal  and  bromides  are  a sheet  anchor  in  the 
treatment.  Even  though  the  case  may  not  be 
idiopathic,  frequently  in  traumatic  epilepsy  or 


epilepsy  due  to  other  things  these  two  drugs  will 
control  the  seizures  or  at  least  will  diminish  them. 

I remember  one  case  especially  from  Chattanooga, 
Dr.  Ed  Newell’s  patient,  where  a little  girl’s  mother 
shot  her  through  the  head  and  several  pieces  of  the 
bullet  splintered  into  the  brain  and  remained  there. 
One  would  think  there  was  no  reason  to  give  that 
child  palliative  treatment,  but  under  the  luminal 
and  bromide  treatment  we  were  able  to  reduce  the 
child’s  convulsions  from  seven  or  eight  a day  to 
two  or  three  a week. 

I enjoyed  the  Doctor’s  paper  very  much. 

DR.  J.  P.  GILBERT  (closing)  : I just  wish  to 
say  in  closing  that  I had  more  in  my  paper  about 
the  electroencephalography  and  its  importance  in 
the  diagnosis  of  epilepsy  and  other  conditions  of 
the  brain,  but  time  did  not  permit  me  to  bring 
that  out. 

I wish  to  stress  the  importance  of  this  new  drug. 
I believe  it  offers  a great  deal  for  those  patients 
who  do  not  respond  to  the  use  of  bromide  or  the 
barbiturates.  I have  not  had  a great  many  on  this 
new  drug.  I have  one  case,  that  of  a woman, 
fifty-two  years  of  age,  who  has  had  idiopathic 
epilepsy  since  she  was  eight  years  of  age,  and  her 
seizures  have  never  been  controlled  with  bromides  or 
luminal.  She  was  averaging  one  to  two  or  some- 
times three  major  convulsions  a week,  and  at  times 
would  get  into  a series  of  almost  status  epilepticus 
at  the  time  or  her  menstrual  periods.  I placed  her 
on  this  drug  Tuesday  before  Christmas  and  she 
has  had  a few  petit  mal  attacks,  but  she  has  had 
only  five  grand  mal  seizures. 

I appreciate  the  gentlemen’s  discussions. 
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IN  A CONSIDERATION  of  this  subject 
it  is  important,  because  of  the  bearing 
it  has  on  the  treatment,  to  emphasize 
certain  significant  ways  in  which  the  dis- 
ease in  children  differs  from  that  in  adults. 
Despite  the  commendable  dissemination  of 
information  and  warning  to  the  public  con- 
cerning the  symptoms  which  should  cause 
them  to  seek  early  medical  aid  for  their 
children,  recent  reports  from  various  sec- 
tions of  the  country  show  the  continued  fre- 
quency with  which  extensions  beyond  the 
appendix  are  already  present  when  the  child 
is  first  seen  by  the  physician.  An  impor- 
tant reason  why  these  occur  is  that  abdom- 
inal distress  is  so  common  in  children  from 
a variety  of  minor  causes.  These  frequently 
are  of  short  duration  and  parents  develop 
a habit  of  expecting  the  symptoms  to  cease 
quickly  and  thus  they  delay  in  calling  the 
physician.  Keyes  in  reporting  on  appen- 
dicitis in  children  from  Barnes  Hospital, 
St.  Louis,  found  that  50.3  per  cent  had  ex- 
tension of  inflammation  beyond  the  appen- 
dix when  first  observed.  Finney  in  a large 
series  reported  37.5  per  cent  complicated  by 
extension.  The  physician  in  a small  com- 
munity will  probably  find  a smaller  percent- 
age with  extension  than  do  hospital  staffs 
dealing  with  a large  indigent  population, 
but  still  sufficiently  frequent  to  be  a con- 
stant source  of  anxiety.  The  frequent  use 
of  cathartics  and  anatomical  peculiarities 
of  the  appendix  and  omentum  of  children 
are  additional  factors  to  more  frequent  rup- 
ture of  the  appendix. 

The  pathologic  changes  in  the  abdomen, 
after  rupture  of  the  appendix  or  extension 
beyond  it,  correspond  in  general  with  the 
clinical  picture.  With  early  and  adequate 
localization  fibrinous  adhesions  form  be- 
tween the  suppurative  or  perforating  ap- 
pendix and  the  visceral  peritoneum  of  the 
adjacent  loops  of  bowel;  the  omentum,  ex- 

:Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


cept  when  underdeveloped,  aids  greatly  in 
walling  off  the  inflammatory  process  and 
an  indurated  mass  becomes  palpable  in  the 
right  lower  quadrant  or  pelvis  of  a patient 
only  moderately  ill.  In  the  severe  infections 
and  especially  where  gangrenous  rupture  of 
the  appendix  has  discharged  a considerable 
quantity  of  virulent  organisms  into  the 
peritoneal  cavity  before  local  reaction  has 
had  the  opportunity  to  form  a protective 
barrier,  spreading  peritonitis  produces  the 
clinical  picture  of  severe  toxemia.  The 
abdomen  has  first  a boardlike  rigidity,  the 
child  perspires  profusely  and  has  a pinched 
anxious  facies  due  to  the  agonizing  pain. 
Later  distention  caused  by  the  collection 
of  gas  and  fluid  in  the  paralyzed  loops  of 
small  bowel  brings  with  it  continuous  vom- 
iting, the  fever  ascends  rapidly,  the  pulse 
becomes  rapid  and  thready  and  when  un- 
treated, death  occurs  on  the  fourth  or  fifth 
day. 

The  physician  most  frequently  first  sees 
the  patient  who  has  appendicitis  in  either 
(1)  the  early  stage  when  the  pain  of  the 
distended  appendix  before  rupture  is  suffi- 
cient to  cause  the  parents  to  seek  relief  for 
the  child,  or  (2)  after  the  lull  attending  rup- 
ture has  been  succeeded  by  the  rising  tide 
of  pain  produced  by  the  spreading  peri- 
tonitis. In  the  first  group  the  symptoms 
begin  usually  within  the  preceding  twelve 
hours  with  pain  in  the  upper  abdomen,  nau- 
sea, vomiting  once  or  twice,  the  gradual 
spread  of  the  pain  to  the  mid-abdomen  with 
later  localization  in  the  right  lower  quad- 
rant. The  temperature  when  obtained  at 
this  stage  is  slight,  usually  between  100  and 
101  degrees  when  taken  by  rectum.  Exam- 
ination of  the  abdomen  when  done  gently 
and  with  warm  hands,  beginning  the 
palpation  on  the  left  side  and  proceeding 
slowly  to  the  suspected  right  lower  quad- 
rant will  show  absence  of  rigidity  and  mus- 
cle spasm  except  over  the  inflamed  appen- 
dix. Spasm  may  be  absent  and  leave  only 
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subjective  point  tenderness  on  deep  pal- 
pation. A small  mass  may  be  felt  indicat- 
ing the  formation  of  a protecting  omental 
coat.  The  right  lower  quadrant  may  be 
free  from  tenderness  and  the  tender  point 
only  discovered  by  the  rectal  examination 
which  follows.  The  tender  appendix  may 
be  found  high  on  the  right  or  even  close  to 
the  liver  margin  on  rare  occasions.  When 
the  urine  shows  no  abnormalities,  the  chest 
is  clear  and  examination  of  the  throat  re- 
veals no  acute  infection,  the  removal  of  the 
inflamed  appendix  gives  results  which  gen- 
erally prove  satisfactory.  All  but  one  in 
183  of  these  patients  can  be  expected  to  re- 
cover. 

It  is  the  second  large  group,  those  in 
which  the  infection  has  extended  beyond  the 
appendix,  that  present  the  problem.  As  al- 
ready indicated,  this  group  constitutes  be- 
tween twenty-five  and  fifty  per  cent  of  all 
cases  of  appendicitis  in  children.  This 
large  group  will  include:  (1)  those  in  which 
the  peritoneal  reaction  rather  quickly  con- 
fines the  infection  to  localized  peritonitis 
with  or  without  abscess  formation,  and  in 
these  the  prognosis  is  fairly  good;  (2)  an- 
other group  almost  as  large  in  which  the 
peritonitis  is  not  effectively  localized  early. 
The  group  with  spreading  peritonitis  has  a 
poor  outlook.  At  the  present  time  one  out 
of  four  succumbs  to  the  toxemia  or  com- 
plications. 

The  clinician,  however,  is  confronted  by 
the  problem  of  determining  the  proper 
treatment  in  the  early  stage  of  peritonitis 
before  there  are  any  indications  pointing 
toward  either  of  these  eventualities  (local 
or  general  peritonitis) . He  sees  the  patient 
whose  history  includes  the  usual  symptoms 
of  the  onset  of  appendicitis  and  is  followed, 
either  with  or  without  a lull  at  the  time  of 
rupture,  by  symptoms  and  signs  of  increas- 
ing severity  requiring  immediate  care,  but 
which  tell  the  physician  nothing  about  the 
direction  that  the  progressing  peritonitis 
will  pursue.  It  is  for  this  stage  of  the  dis- 
ease that  an  endless  variety  of  forms  of 
management  have  been  advocated,  about 
which  thousands  of  articles  have  been  writ- 
ten. These  may  advise:  immediate  opera- 
tion with  or  without  drainage;  operation 


deferred,  the  principles  of  which  were  de- 
scribed by  A.  J.  Ochsner  in  1892 ; operation 
only  for  the  purpose  of  drainage  of  the  peri- 
toneal cavity;  or  operation  with  insistence 
upon  removing  the  focus  feeding  the  peri- 
tonitis. All  of  these  differing  methods  re- 
flect the  varying  attitudes  toward  the  im- 
portance of  the  natural  forces  of  repair  and 
also  much  confusion  surrounding  the  ques- 
tion of  when  is  the  proper  time  to  interfere 
with  those  forces  or  aid  them  by  drainage 
or  removal  of  the  diseased  appendix.  The 
facts  are,  however,  that  in  recent  years, 
with  all  of  these  methods  used  in  various 
parts  of  the  country,  the  mortality  when 
infection  is  confined  to  the  appendix  is  any- 
where from  less  than  one  per  cent  to  five 
per  cent;  when  extension  beyond  the  ap- 
pendix has  occurred  the  mortality  for  the 
localized  peritonitis  and  spreading  perito- 
nitis combined  is  between  ten  and  fifteen 
per  cent  and  for  the  spreading  peritonitis 
group  alone  it  is  between  twenty-seven  and 
fifty  per  cent. 

Since  1935  we  have  conducted  a study 
at  the  University  of  Minnesota  Hospital  of 
appendicitis  in  children,  in  which  all  of 
those  patients  with  extension  of  inflamma- 
tion beyond  the  appendix  were  treated  dur- 
ing the  acute  stage  by  means  other  than 
surgical  intervention.  This  at  once  brings 
up  the  important  question  of  the  criteria 
used  in  deciding  which  of  the  patients  with 
acute  appendicitis  had  extension  beyond  the 
appendix.  The  cooperative  efforts  of  the 
surgical  and  pediatric  staffs  have  evolved 
the  following  criteria:  (1)  The  abdominal 
signs  of  generalized  peritoneal  inflamma- 
tion, that  is,  with  tenderness,  spasm,  rigid- 
ity, and  rebound  tenderness  on  both  right 
and  left  sides  of  the  abdomen.  (2)  A rectal 
temperature  of  102  degrees  or  above.  The 
pulse  is  usually  around  120  or  above,  cor- 
responding to  the  temperature  level.  (3) 
In  the  absence  of  the  above  signs  of  active 
peritonitis  the  presence  of  a large  mass 
in  the  abdomen  usually  found  in  the  right 
lower  quadrant  or  in  the  pelvis.  This  lat- 
ter evidence  of  extra-appendiceal  extension 
occurred  when  patients  had  been  ill  for  an 
average  of  6.3  days,  compared  with  three 
days  for  the  group  with  generalized  find- 
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ings.  Duration  of  the  illness  was  not  used 
as  a basis  for  selection.  The  illness  of  the 
patients  in  the  group  was  about  equally  di- 
vided between  those  above  and  those  below 
the  forty-eight-hour  dividing  line  frequently 
used  in  deciding  on  operative  interference. 

There  have  been  241  children  with  ap- 
pendicitis admitted  to  the  hospital  during 
this  three-year  period  of  study.  Of  these 
131  had  the  signs  of  unruptured  appendi- 
citis and  were  operated  on  immediately 
with  but  one  death.  Of  the  remaining  110 
who  had  signs  of  extra-appendiceal  exten- 
sion sixty-seven  had  signs  of  generalized  in- 
volvement and  forty-three  (those  with  the 
longer  duration)  had  localized  their  infec- 
tion when  first  seen.  Of  the  latter  group 
( f orty- three ) , large  palpable  masses  were 
present  on  admission  in  thirty-two  and  in 
the  remainder  sufficient  rigidity  of  the  ab- 
dominal muscles  was  present  to  obscure  an 
underlying  mass,  but  the  extent  of  the  rigid- 
ity and  their  high  fever  and  pulse  indicated 
that  the  infection  had  spread  beyond  the 
appendix,  but  did  not  involve  the  entire 
peritoneal  cavity. 

The  management  of  this  entire  group  of 

110  with  varying  stages  of  peritonitis  nat- 
urally differed  according  to  the  individual 
indications.  Excluding  the  well-localized 
infections,  the  great  majority  were  acutely 

111  with  a fever  varying  from  102  degrees 
to  105  degrees,  gray,  pinched  facies,  severe 
pain  and  distention  of  the  abdomen,  and 
with  vomiting  a distressing  feature. 

Treatment:  Probably  the  chief  factor  in 
bringing  about  recovery  of  these  patients  is 
the  nearly  complete  removal  of  fluid  and  gas 
in  the  distended  paralytic  or  obstructed 
matted  bowel  loops.  This  relieves  the  pain 
accompanying  the  distention,  stops  the  vom- 
iting promptly,  reduces  the  toxemia,  and 
puts  the  inflamed  bowel  at  rest  so  that  ac- 
tivity no  longer  interferes  with  the  walling 
off  and  healing  process.  In  our  experience 
the  success  with  which  this  is  accomplished 
depends  largely  upon  the  skillful  use  of  the 
continuous  gastroduodenal  siphonage  de- 
vised and  instituted  by  Dr.  Owen  H.  Wan- 
gensteen. Only  partial  success  in  passing 
the  nasal  tube  through  the  pyloris  and  into 
the  duodenum  results  in  unsatisfactory  re- 


lief of  symptoms  and  no  progress  in  re- 
covery. In  this  siphonage  system  the  Le- 
vine duodenal  tube,  modified  by  being 
weighted  at  the  tip  to  facilitate  passage 
through  the  pyloris,  is  first  passed  through 
the  nostril  into  the  esophagus.  The  patient 
is  allowed  to  swallow  water  to  hasten  the 
passage  into  the  stomach.  The  patient  is 
then  turned  on  the  right  side  and  the  tube 
is  introduced  further  at  the  rate  of  two  or 
three  inches  every  two  hours  for  the  first 
twelve  hours.  The  progress  of  the  tube  is 
checked  when  possible  by  obtaining  an 
X-ray  film  of  the  abdomen.  By  this  means 
any  difficulty  such  as  coiling  of  the  tube  in 
the  stomach  can  be  determined  and  reme- 
died. One  can  also  visualize  the  progress 
in  the  complete  removal  of  gas  from  the 
ladderlike  loops  of  distended  bowel.  As 
soon  as  the  tube  is  passed  into  the  stomach, 
suction  is  begun.  Two  bottles  of  two  or 
three  liter  capacity,  graduated  by  means  of 
an  adhesive  strip  attached  to  their  surface 
and  marked  at  appropriate  levels,  are  used 
for  providing  suction.  The  one  which  is  to 
be  inverted  is  filled  with  water  except  for 
400  cubic  centimeters.  The  lower  one 
which  is  to  receive  the  siphoned  intestinal 
fluid  is  empty  except  for  400  cubic  centi- 
meters of  water.  The  upper  one  is  fitted 
with  a two-hole  rubber  stopper  and  glass 
tubes  are  inserted  into  the  holes.  One,  a 
long  one  reaching  nearly  the  length  of  the 
inverted  suspended  bottle,  is  connected  by 
means  of  a second  rubber  tube  four  to  five 
feet  long  to  the  nasal  suction  tube.  The 
short  glass  tube  of  the  upper  bottle  con- 
nected to  the  lower  bottle  by  another  rubber 
tube  drains  the  removed  fluid  from  the  up- 
per bottle  as  it  accumulates.  Between  the 
nasal  suction  tube  and  the  tube  from  the 
upper  bottle  a Y-tube  is  inserted.  Its  free 
branch  is  used  to  irrigate  the  nasal  suction 
tube  if  this  becomes  clogged  and  is  closed 
by  a clamp  on  a short  rubber  tube  when 
not  in  use.  Clamps  are  also  placed  on  both 
long  rubber  tubes  to  be  clamped  when  the 
bottles  are  removed  for  emptying  and  when 
irrigating  a clogged  duodenal  tube.  The 
effective  suction  in  siphoning  is  produced 
by  the  distance  between  the  patient’s  abdo- 
men and  the  fluid  in  the  lower  bottle.  The 
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negative  pressure  is  most  satisfactory  when 
this  vertical  distance  is  kept  at  two  and  one- 
half  (2i/2)  feet. 

When  roentgen  films  are  not  feasible,  the 
effective  removal  of  intestinal  fluid  and  gas 
must  be  judged  by  frequent  examination  of 
the  abdomen  and  the  amount  of  fluid  and 
gas  siphoned  into  the  bottles.  Distention 
and  pain  should  be  relieved  in  the  first  few 
hours.  The  gas  removed  is  measured  in 
the  upper  bottle,  the  fluid  in  the  lower. 
Water  is  allowed  by  mouth  at  all  times  in 
measured  amounts.  This  will  return  imme- 
diately through  the  gastric  siphonage.  The 
Levine  type  must  always  be  perforated  suf- 
ficiently high  for  gastric  as  well  as  duo- 
denal siphonage. 

This  siphonage  of  fluid  would  dehydrate 
the  patient  quickly  if  parenteral  fluids  were 
not  given.  Physiologic  saline  with  five  per 
cent  glucose  is  given  daily  in  sufficient 
amount  to  prevent  dehydration  as  deter- 
mined by  the  urine  output.  The  amount 
required  varies,  but  is  usually  ninety  to  100 
cubic  centimeters  per  kilogram  of  body 
weight  (forty-five  to  fifty  cubic  centimeters 
per  pound) . More  may  be  required  during 
the  hot  summer  months.  It  is  best  given  by 
slow  continuous  intravenous  drip. 

The  additional  supportive  measures  con- 
sist of  hot  stoops  to  the  abdomen  for  the 
first  few  days,  sedatives  such  as  codeine  and 
phenobarbital,  and  in  severely  toxic  cases 
citrated  blood  is  added  to  the  intravenous 
drip.  This  may  produce  dramatic  improve- 
ment in  those  patients  with  poor  resistance 
to  infection. 

Response  to  treatment : This  is  noted 
within  a few  hours  by  cessation  of  vomiting 
and  relief  from  pain.  Within  forty-eight 
hours  usually  a decline  in  the  temperature 
and  pulse  begins  which  may  be  very  prompt 
or,  in  the  case  of  the  severe  generalized 
peritonitis,  a period  as  long  as  ten  days  may 
be  required  for  these  to  reach  normal  levels. 
Suction  and  parenteral  fluids  are  always 
continued  until  the  temperature  is  normal. 
The  other  characteristic  findings  are  the 
gradual  subsidence  of  abdominal  rigidity, 
revealing  most  often  an  indefinite  mass  in 
the  process  of  formation  and  whose  mar- 


gins become  more  distinct  as  progress  in 
recovery  continues.  Abscess  formation  suf- 
ficiently large  and  fluctuant  to  require  sur- 
gical drainage  occurred  in  only  ten  out  of 
the  110  patients.  In  two  of  these  the  ab- 
scess was  in  the  pelvis  and  was  drained 
through  the  rectum.  The  remaining  100 
patients  all  had  abdominal  masses.  Al- 
though they  frequently  were  large  during 
the  first  week  or  ten  days,  when  declining 
temperature  and  a good  general  condition 
of  the  patient  indicated  resolution,  these 
were  allowed  to  go  on  to  spontaneous  reso- 
lution. All  patients  were  kept  in  bed  in  the 
hospital  for  at  least  one  week  after  their 
temperature  became  normal.  Their  further 
convalescence  was  continued  in  bed  at  home 
on  a soft  diet  with  mineral  oil  or  petrolagar 
given  to  insure  freedom  from  constipation. 
Many  still  had  palpable  masses  on  dis- 
charge. Unless,  however,  the  size  was  de- 
creasing or  stationary  and  not  large,  they 
were  not  discharged  until  this  stage  was 
reached. 

This  study  differed  from  most  previous 
studies  of  appendiceal  peritonitis,  not  only 
in  the  emphasis  on  complete  and  prolonged 
gastroduodenal  siphonage,  but  also  in  the 
length  of  time  between  the  acute  stage  of 
the  disease  and  the  ultimate  appendectomy. 
The  patients  were  examined  at  frequent  in- 
tervals during  the  six  weeks’  period  imme- 
diately following  their  initial  hospitaliza- 
tion. If  the  mass  had  completely  or  almost 
completely  disappeared  by  the  end  of  that 
period,  appendectomy  was  then  performed. 
If  not,  the  operation  was  deferred  still 
longer.  The  average  interval  to  date  has 
been  8.8  weeks.  Adhesions,  a bound  down 
appendix,  at  times  separate  segments  of  a 
ruptured  appendix,  and  occasionally  matted 
bowel  and  omental  adhesions  increased  the 
difficulties  of  the  subsequent  appendecto- 
mies. No  fecal  fistulae  developed  following 
surgery.  A small  sterile  residual  abscess 
was  rarely  encountered. 

In  the  group  of  110  cases  there  were  five 
deaths,  a mortality  of  4.5  per  cent.  These 
deaths  occurred  early  in  the  stage  of  gen- 
eralized, profusely  purulent  peritonitis,  and 
were  frequently  complicated  by  broncho- 
pneumonia. Most  of  these  patients  were 


236 


APPENDICITIS  IN  CHILDREN— Thompson 


July,  1939 


moribund  on  admission  and  failed  to  re- 
spond to  supportive  treatment.  In  one  re- 
covery was  taking  place  as  indicated  by  a 
declining  fever  until  too  vigorous  palpation 
of  his  abscess  caused  rupture  with  quickly 
fatal  results.  This  illustrates  the  need  for 
gentleness  in  palpation  of  these  abdominal 
masses. 

It  is  hoped  that  this  report  may  be  of 
assistance  to  the  physician  in  the  manage- 
ment of  appendicitis  in  children — first  in 
selecting  the  criteria  for  determining  exten- 
sion of  the  infection  beyond  the  appendix, 
and  second,  by  offering  him  the  details  of  a 
method  of  management  which  has  greatly 
reduced  the  death  rate  in  patients  whose  in- 
fection has  extended  beyond  the  appendix. 

DISCUSSION 

DR.  JOHN  M.  LEE  (Nashville):  Mr.  Chair- 
man and  Gentlemen  of  the  State  Medical  Society: 
We  are  sorry  Dr.  Thompson  did  not  have  time  to 
finish  his  discussion  of  the  conservative  treatment 
of  appendicitis  in  children.  The  results  have  been 
interesting,  and  we  hope  in  his  closing  remarks  he 
will  give  you  the  benefit  of  their  observations  which 
I am  sure  will  interest  you. 

I think  we  are  particularly  fortunate  in  having 
at  this  time  an  opportunity  to  review  the  question 
of  pediatrics  in  general  under  the  guidance  of  Dr. 
Thompson.  The  outline  of  the  subjects  that  he  ex- 
pects to  bring  to  the  attention  of  the  lay  groups  in 
your  communities  should  stimulate  those  people  to  a 
renewed  interest  in  preventive  pediatrics  and  in 
bringing  their  children  to  you  for  the  preventive 
services  which  you  can  render  to  those  children  as 
well  as  for  the  curative  services. 

Appendicitis  in  childhood  is  to  all  of  us  who  see 
sick  children  a most  interesting  subject,  and  at 
times  a vital  one  to  the  patient.  The  scarcity  or 
infrequency  of  appendicitis  in  the  first  year  or  two 
has  been  rather  striking  to  me.  After  about  twenty 
years  of  practice  limited  to  pediatrics  I have  seen 


only  four  babies  with  this  disease  under  two  years 
of  age  in  private  work. 

Striking,  too,  is  the  fact  that  of  these  four  pa- 
tients, three  came  to  operation  after  the  appendix 
had  ruptured,  and  in  one  instance  the  abscess  defi- 
nitely walled  off.  The  reason  for  the  infrequency 
of  appendicitis  at  this  age  is  very  well  suggested 
by  the  difference  in  the  anatomy  of  the  appendix 
at  this  time  of  life.  As  you  remember,  it  is  conical 
in  shape  rather  than  cylindrical  in  its  outline,  thus 
facilitating  the  emptying  of  this  viscus,  and  it  has 
also  been  suggested  that  at  this  time  of  life  the 
amount  of  lymphoid  tissue  is  much  less  than  at  a 
later  period,  thus  reducing  the  predisposition  to 
infection. 

Perhaps  most  of  us  have  the  greatest  difficulty 
in  arriving  at  the  diagnosis  of  these  cases.  At 
least  I have  considerable  difficulty.  They  have  all 
the  symptoms  in  some  cases  that  adults  have,  and 
perhaps  a few  more.  They  cannot  tell  us  about 
their  symptoms,  of  course,  and  we  have  to  find  out. 
The  frequency  with  which  abdominal  pain  occurs 
in  any  acute  illness  in  the  baby  or  small  child  is 
most  confusing.  I was  very  glad  to  hear  Dr. 
Thompson  mention  the  pain  we  see  in  the  abdomen 
of  the  child  who  has  a respiratory  infection,  having 
encountered  that  repeatedly.  It  is  perhaps  one  of 
the  most  frequent  symptoms  that  occurs  in  those 
infections.  Dr.  Abt  wrote  at  length  on  that  sub- 
ject and  he  stressed  one  point  that  has  been  of 
much  aid  to  me  in  differentiating  pain  of  respira- 
tory infection  from  pain  of  appendicitis.  He 
suggests  that  the  pain  in  respiratory  infection  is 
greater  than  the  tenderness,  and  that  in  appen- 
dicitis it  is  just  the  reverse. 

As  a rule,  the  thing  which  has  been  of  greatest 
help  to  me  has  been  the  local  physical  findings.  I 
think  it  is  stated  in  one  of  the  recent  editions  of 
Holt’s  textbook  on  pediatrics  that  it  is  very  difficult 
to  make  out  rigidity  in  the  abdomen  of  a child 
under  three  years,  if  it  is  not  impossible.  That 
does  not  conform  to  my  observation  in  the  few  cases 
I have  seen.  As  a rule  with  patience,  with  warm 
hands  and  with  gentleness,  sooner  or  later,  if  you 
are  not  too  hurried  in  your  examination,  you  will 
be  able  to  detect  (at  least  I have  been  able  to 
detect)  a certain  amount  of  muscle  spasm  over  the 
area  where  the  appendix  should  be. 
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VAGINAL  BLEEDING  occurring  after 
the  menopause  does  not  always  re- 
ceive the  consideration  it  deserves. 
The  patient  frequently  attributes  it  to 
some  strain  or  unusual  exertion,  and  is 
prone  to  disregard  it  until  it  has  been  pres- 
ent for  some  time,  or  has  recurred  on  sev- 
eral occasions. 

It  is  a symptom  that  may  be  present  in 
a number  of  conditions  and  always  calls 
for  a thorough  examination  to  determine  its 
source  and  cause. 

The  etiological  factors  can  be  convenient- 
ly grouped  under  four  main  heads,  as  fol- 
lows : 

First— Inflammation. 

Second — Benign  tumors. 

Third — Malignant  tumors. 

Fourth — Functional  or  unexplained  bleed- 
ing. 

Cases  in  the  first  classification,  namely, 
those  due  to  inflammation  may  be  subdi- 
vided into  those  due  to 
A — Senile  vaginitis. 

B — Prolapse  and  cervical  erosion. 

C — Endometritis. 

D — Acute  pelvic  infection. 

Senile  vaginitis  probably  has  an  endo- 
crine basis  as  its  primary  cause.  However, 
after  the  epithelium  is  desquamated,  infec- 
tion generally  occurs  and  contributes  to  the 
production  of  symptoms. 

Curtis  has  pointed  out  that  stricture  of 
the  Cervix  is  fairly  common  in  elderly 
women,  due  to  shrinkage  of  the  tissues  in- 
creasing a previously  existing  lesion  that 
was  not  marked  enough  to  cause  interfer- 
ence with  drainage.  This  causes  a reten- 
tion of  mucoid  material  which  finally  be- 
comes infected.  Slow  leakage  of  this  ma- 
terial into  the  vagina  produces  irritation 
of  the  vaginal  mucosa,  with  the  develop- 
ment of  vaginitis. 

Prolapse  of  the  uterus,  with  or  without 
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cervical  erosion  may  cause  bleeding.  In 
cases  with  erosion  the  bleeding  is  easily  ex- 
plained, coming  as  it  does  from  the  changed 
type  of  cell  surrounding  the  external  os. 
In  some  cases  decubitus  ulcers  are  formed 
by  pressure  on  the  extruded  cervix. 

Where  there  is  no  ulcer  or  erosion  the 
bleeding  is  thought  to  be  due  to  congestion 
incident  to  the  abnormal  position  of  the 
uterus. 

Endometritis  is  a diagnosis  that  is  now 
rarely  made. 

In  senile  atrophic  uteri,  curettage  may 
obtain  only  a few  small  bits  of  tissue  that 
gives  the  pathologist  very  little  to  work 
with,  which  may  account  for  the  rarity  of 
this  diagnosis.  It  seems  reasonable  to  as- 
sume, however,  that  if  vaginitis  may  be 
caused  by  the  lack  of  an  ovarian  hormonei 
that  the  same  state  of  affairs  might  exist 
in  the  endometrium,  which,  during  the 
woman’s  menstrual  life  shows  more  effect 
from  such  hormone  than  does  the  vagina. 
Benthin  in  a series  of  cases  gives  it  as  a 
common  finding  among  benign  causes  of 
uterine  bleeding  after  the  menopause. 

Acute  pelvic  inflammation,  which  is  a 
fairly  common  cause  of  bleeding  before 
the  menopause,  is  rare  afterwards. 

Kanter  and  Klawans  have  made  a de- 
tailed report  of  the  causes  of  post  meno- 
pausal bleeding  in  ninety-eight  cases  and 
Taylor  and  Millen  have  thus  reported  406 
cases. 

The  frequency  of  the  various  lesions  in 
these  504  cases  is  of  interest. 

Cases  caused  by  inflammatory  lesions : 

Senile  vaginitis 14 

Prolapse  of  the  uterus  with  or  with- 
out erosion 29 

Erosion  of  the  cervix 21 

Endometritis 7 

Acute  salpingitis 2 

The  second  group  of  cases  consists  of 

benign  tumors  as  follows: 

A — Cervical  polyps. 

B — Endometrial  polyps. 
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C — Fibroids. 

D — Fibroids  and  ovarian  tumor. 

E — Ovarian  tumor. 

F — Urethral  caruncle. 

Cervical  polyps  frequently  escape  into 
the  vagina  and  due  to  trauma  and  infection 
may  be  the  source  of  considerable  bleeding. 

Endometrial  polyps  are  not  as  prone  to 
appear  in  the  vagina,  but  they  may  be  the 
cause  of  bleeding.  It  must  be  remembered 
that  both  types  may  undergo  malignant 
changes  and  should  always  be  submitted  to 
microscopic  examination. 

Fibroid  tumors  of  the  uterus  are  a com- 
mon cause  of  bleeding  before  the  meno- 
pause. As  a general  rule  following  this 
event  they  atrophy  due  to  an  increase  of 
the  fibrous  tissue  at  the  expense  of  the 
muscle  cells,  and  cease  to  be  a cause  of 
hemorrhage. 

It  is  unfortunately  true,  that  due  to  this 
decrease  in  size,  and  the  absence  of  the 
symptoms  usually  associated  with  them  dur- 
ing the  woman’s  menstrual  life,  that  fibroids 
are  sometimes  given  scant  consideration  as 
a cause  of  symptoms  following  the  meno- 
pause. 

In  recent  years  the  opinion  has  gained 
ground  that  the  bleeding  associated  with 
fibroids  is  due  to  disturbed  ovarian  func- 
tion rather  than  to  the  mechanical  effects 
of  the  tumor. 

This  ovarian  influence  is  absent  after  the 
menopause,  or  is  greatly  modified  so  that 
bleeding  at  this  time  is  of  graver  signifi- 
cance than  before,  because  it  is  always  due 
to  some  degenerative  change  occurring  in 
the  tumor. 

Submucous  tumors,  due  to  their  location, 
or  those  undergoing  degenerative  changes, 
can  cause  bleeding  independent  of  ovarian 
influences. 

A fact  to  be  considered  in  all  fibroids  as- 
sociated with  bleeding  after  the  menopause, 
is  the  increased  frequency  of  cancer  of  the 
body  of  the  uterus  in  such  cases  . In  various 
series  the  incidence  has  been  over  fifty  per 
cent. 

Certain  ovarian  tumors,  particularly 
granulosa  cell  tumors,  produce  uterine 
bleeding.  This  is  easily  explained,  be- 
cause the  tumor  cells  secrete  an  estrogenic 


hormone  which  accounts  for  the  bleeding 
and  the  associated  hyperplasia  of  the  en- 
dometrium. However,  in  any  large  series 
of  cases  bleeding  will  be  found  to  occur  in 
association  with  benign  ovarian  tumors. 

Whether  this  is  due  to  mechanical  factors 
such  as  congestion  or  pressure,  or  some  as 
yet  undiscovered  effect  of  the  tumor  tissue 
on  the  endometrium,  is  not  known. 

While  the  occurrence  of  bleeding  in  the 
presence  of  an  ovarian  tumor  does  not 
necessarily  mean  that  the  tumor  is  a granu- 
losa cell  tumor,  the  best  interests  of  the  pa- 
tient are  served  by  assuming  that  the  tumor 
is  some  form  of  malignancy,  and  by  its 
removal.  The  number  of  cases  in  which 
benign  ovarian  tumors  are  responsible  for 
this  symptom  is  so  small  as  to  be  negligible. 

Urethral  caruncle  is  fairly  common  in 
elderly  women.  Three  types  have  been 
described : papillary  angiomata,  true  polyps, 
and  those  composed  of  a small  mass  of 
granulation  tissue  springing  from  the 
urethral  wall.  Occasionally,  as  a result  of 
irritation  from  clothing  or  intense  conges- 
tion, they  will  bleed. 

Recently  a patient  was  seen  who  had  been 
advised  to  have  a panhysterectomy  because 
of  post  menopausal  bleeding.  Examination 
disclosed  a caruncle  that  bled  easily.  It 
was  removed,  and  she  was  curetted,  only  a 
small  amount  of  tissue  being  obtained, 
which  did  not  show  the  presence  of  malig- 
nancy. 

The  bleeding  stopped  and  the  patient  has 
remained  well. 

The  occurrence  of  these  lesions  in  the  504 
cases  referred  to  above  was  as  follows : 

Benign  Tumors 


Fibroids 35 

Fibroid  and  ovarian  tumor 8 

Ovarian  tumor 3 

Cervical  polyps 23 

Endometrial  polyps 9 

Urethral  caruncle 6 


Malignant  tumors  account  for  the  largest 
and  most  important  group  of  cases  of  post 
menopausal  bleeding.  It  has  been  said  that 
every  woman  who  bleeds  after  the  meno- 
pause should  be  considered  to  have  cancer 
until  it  can  be  proved  to  the  contrary,  and 
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that  the  burden  of  proof  rests  on  the  physi- 
cian caring  for  the  patient. 

This  is  no  doubt  true,  and  if  all  such 
cases  were  considered  in  this  light  many 
lives  would  be  saved.  It  is  easy  to  explain 
the  bleeding  in  cancer  of  the  cervix,  uterus, 
vagina  and  vulva,  and  in  the  malignant 
granulosa  cell  tumors  of  the  ovary.  Why 
bleeding  should  occur  in  other  types  of 
ovarian  malignancy  is  not  clear.  The  fol- 
lowing case  is  illustrative: 

Mrs.  E.,  64,  Para  8. 

She  passed  the  menopause  twenty-two 
years  ago.  Two  weeks  before  she  began 
to  pass  dark  stringy  blood  by  the  vagina. 
For  the  past  two  days  the  blood  has  been 
bright  red. 

The  cervix  was  normal  in  appearance, 
the  uterus  not  enlarged,  and  no  pelvic  mass 
could  be  made  out.  She  was  curetted,  a 
large  amount  of  material  being  obtained. 

This  was  reported  as  typical  hyperplasia. 

A small  granulosa  cell  tumor  was  consid- 
ered as  a cause  of  the  bleeding  but  operation 
was  delayed.  She  was  advised  to  return  for 
operation  if  bleeding  recurred.  She  bled 
one  time  for  a few  days,  the  bleeding  then 
stopped  and  did  not  recur.  Six  months  later 
she  came  back  with  ascites,  and  a mass  in 
the  left  side  of  her  abdomen. 

At  operation  a large  amount  of  fluid  was 
evacuated,  and  a large  tumor  of  the  left 
ovary,  with  metastasis  to  the  right  ovary 
and  pelvic  peritoneum  was  found.  Both 
ovaries  were  removed  and  the  tumor  was 
found  to  be  adenocarcinoma. 

This  case  illustrates  that  malignant  ovar- 
ian tumors  other  than  granulosa  cell 
growths  may  be  associated  with  bleeding 
and  hyperplasia  of  the  endometrium.  Me- 
chanical factors  might  account  for  the 
bleeding,  but  could  hardly  explain  the 
changes  in  the  endometrium. 

The  incidence  of  malignant  lesions  as  a 
cause  of  post  menopausal  bleeding  in  the 
series  of  504  cases  referred  to,  is  as  follows : 


Cancer  of  the  cervix 176 

Cancer  of  the  body  of  the  uterus 112 

Cancer  of  the  vagina 10 

Cancer  of  the  vulva 9 

Cancer  of  the  ovaries 9 


Granulosa  cell  tumors 5 

Myosarcoma  of  the  uterus 5 


Considering  all  age  groups  the  relative 
frequency  of  cancer  of  the  cervix  as  com- 
pared to  fundal  cancer  is  about  four  to  one. 

After  the  menopause,  the  incidence  of 
cancer  of  the  body  increases,  until  it  closely 
parallels  cervical  cancer. 

In  any  large  series  there  are  always  some 
cases  in  which  ovarian  tumors  cannot  be 
found,  in  which  no  malignant  lesion  of  the 
uterus,  cervix  or  vagina  is  present,  and  in 
which  the  uteri  are  apparently  normal. 

These  always  cause  the  greatest  concern 
because  of  the  fear  that  something  has  been 
overlooked. 

Hypertension  has  been  suggested  as  a pos- 
sible cause  of  such  bleeding.  Hypertension 
is  a common  finding  in  the  age  group  under 
consideration.  If  it  had  a causal  relation- 
ship to  the  bleeding,  it  would  seem  that  the 
symptom  would  be  very  much  more  com- 
mon than  it  is. 

A local  lesion  of  the  blood  vessels  in  the 
endometrium  has  been  considered  as  a cause 
for  this  type  of  bleeding. 

To  assume  that  either  of  these  conditions 
is  the  cause  of  bleeding,  carries  with  it  the 
danger  of  overlooking  a more  serious  cause. 

It  is  difficult  to  explain  hyperplasia  after 
the  menopause  in  the  absence  of  granulosa 
cell  tumor,  since  ovarian  function  declines 
at  this  time.  Frank  and  others,  however, 
have  demonstrated  estrogenic  hormone  in 
the  urine  years  after  the  menopause. 

There  is  some  experimental  work  going 
to  show  that  the  anterior  pituitary  hormone 
is  capable  of  producing  hyperplasia  and 
uterine  bleeding  in  castrated  animals.  This 
finding  may  be  of  value  in  explaining  some 
of  these  cases. 

Taylor  and  Novak  and  Yui  have  reported 
finding  hyperplasia  near  carcinomatous 
areas  in  the  endometrium.  They  both  seem 
convinced  that  hyperplasia  is  definitely  a 
precancerous  lesion.  Novak  emphasizes 
that  this  relationship  is  more  marked  in 
hyperplasia  occurring  after  the  menopause. 

To  quote  him,  “In  some  cases  one  can 
trace  the  transition  by  definite  gradations 
from  benign  hyperplasia  to  a proliferative 
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borderline  stage,  merging  almost  insensibly 
into  out-and-out  cancer.  It  is,  therefore,  in 
these  cases  of  post  menopausal  hyperplasia 
rather  than  in  those  far  more  commonly 
seen  in  the  reproductive  epoch,  that  some 
sort  of  relationship  to  cancer  seems  clearly 
established.” 

Two  cases  of  post  menopausal  bleeding 
have  been  observed,  who  were  curetted  for 
diagnostic  purposes.  In  both  instances  a 
large  amount  of  tissue  was  obtained,  and 
radium  was  introduced  into  the  uterus. 

The  pathological  report  in  both  cases  was 
benign  hyperplasia.  Since  neither  had  an 
ovarian  tumor,  and  no  other  cause  for  the 
bleeding  was  found,  they  were  kept  under 
observation. 

A year  later  one  of  them  returned  with 
carcinoma  of  the  body  of  the  uterus,  and 
four  years  later  the  other  returned  with  the 
same  condition.  The  patient  operated  on 
within  a year  might  conceivably  have  had 
cancer  at  the  first  operation  which  escaped 
the  pathologist.  The  one  who  was  operated 
on  four  years  later  could  have  developed 
malignancy  on  the  basis  of  hyperplasia. 

Certainly  any  patient  who  has  post  meno- 
pausal hyperplasia,  in  the  absence  of  an 
ovarian  tumor  should  be  closely  followed. 

In  the  two  series  of  cases  referred  to, 
the  incidence  of  bleeding  which  could  not 
be  satisfactorily  explained  was: 


Functional  bleeding 13 

No  discoverable  cause 7 


No  mention  has  been  made  of  the 
amount  of  bleeding  associated  with  any  of 
these  lesions,  because  this  in  itself  cannot 
be  diagnostic,  and  should  not  influence  us  in 
our  investigation.  Whether  the  bleeding  is 
continuous  or  only  a spotting,  or  whether 
it  is  large  or  small  in  quantity,  should  not 
be  considered  as  a basis  for  the  need  for 
examination. 

The  following  large  series  of  cases  of 
post  menopausal  bleeding  have  been  re- 
ported in  recent  literature: 


Pemberton  and  Lockwood 596  cases 

Keene  and  Dunne 782  cases 

C.  C.  Norris 189  cases 

Taylor  and  Millen 406  cases 


The  total  number  of  these  cases.  1,973 


Of  these  some  form  of  pelvic  malignancy 
caused  the  bleeding  in  1,122  cases.  Some 
benign  cause  was  present  in  851  cases. 

On  a percentage  basis,  this  shows  pelvic 
malignancy  to  be  the  cause  of  post  meno- 
pausal bleeding  in  approximately  fifty-six 
per  cent  of  cases  and  some  benign  cause  to 
be  present  in  forty-four  per  cent. 

These  statistics  support  the  viewpoint 
that  some  form  of  pelvic  malignancy  should 
always  be  our  first  thought  in  a patient 
who  bleeds  after  the  menopause.  A respect-  * 
able  minority  of  such  cases,  however,  is  ‘ 
due  to  benign  causes. 

Every  patient  presenting  this  symptom 
deserves  careful  study  to  determine  the 
source  and  cause  of  the  bleeding.  This  may 
require  biopsy  of  the  cervix,  curettage  and 
examination  under  anesthesia  to  determine 
the  presence  or  absence  of  ovarian  pathol- 
ogy. 
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DISCUSSION 

DR.  P.  C.  SCHREIER  (Memphis)  : Dr.  Dixon  | 
was  kind  enough  to  furnish  me  with  a copy  of  his  | 
paper,  which  I thoroughly  enjoyed  reading,  and  1 
I have  enjoyed  even  more  hearing  the  paper.  He 
has  presented  us  with  an  outline  of  what  we  should 
consider  as  the  possibilities  when  confronted  with  £ 
a patient  who  has  post  menopausal  bleeding.  I 
have  no  doubt  that  if  every  one  of  us  had  such  a 
table  before  us  as  we  examine  the  patient  and  t 
check  each  item  as  if  we  were  taking  an  inventory,  I 
we  would  not  overlook  very  many  serious  conditions  I 
explaining  this  post  menopausal  symptom. 

I do  not  think  brilliant  diagnoses  depend  upon 
brilliancy.  They  depend  upon  doing  a thing  in  a 
very  routine  and  methodical  fashion  and  it  cer- 
tainly applies  in  the  diagnosis  of  this  serious 
symptom. 

I would  add  to  the  symptom  of  post  menopausal 
bleeding  also  menopausal  bleeding.  One  is  Some- 
times uncertain  as  to  whether  we  are  dealing  with 
an  abnormal  type  of  bleeding  at  the  menopause 
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and  whether  the  patient  is  ever  going  to  have  a 
cessation  of  bleeding  by  which  we  would  diagnose 
the  menopause.  In  other  words,  given  a case  to 
decide  upon  whether  the  woman  is  now  entering 
the  menopause  or  not,  you  know  it  is  very  difficult. 
Therefore,  abnormal  uterine  hemorrhage  at  the 
age  of  which  we  expect  the  menopause  is  just  as 
significant  and  important  to  explain  as  if  the 
woman  says,  “I  haven’t  menstruated  for  a year, 
but  I started  bleeding  the  other  day.” 

Another  symptom  is  leukorrheal  discharge  at 
the  menopausal  age  that  the  woman  has  not  here- 
tofore had.  It  is  just  as  significant  as  if  she  came 
in  saying  she  was  bleeding.  In  our  cancer  clinic 
at  the  John  Gaston  Hospital  it  is  not  infrequent 
that  the  patient  will  say,  “I  am  not  bleeding  any, 
but  I have  a bad  discharge.”  On  examination  the 
discharge  may  be  a little  blood  tinged,  but  they 
hadn’t  recognized  it;  so  the  appearance  of  a dis- 
charge at  this  age  that  the  woman  has  not 
recognized  before  is  of  significance. 

Dr.  Dixon  found  that  approximately  fifty  per- 
cent of  the  women  who  have  post  menopausal 
bleeding  have  malignancy.  In  other  words,  out 
of  every  two  women  who  present  themselves  bleed- 
ing when  they  think  they  should  not  be  bleeding, 
after  they  have  gone  through  the  change  of  life, 
one  will  have  a cancer.  If  the  one  you  examine 
today  doesn’t  have  cancer  you  can  almost  bet  that 
the  one  who  comes  in  tomorrow  will  have,  if  you 
want  to  boil  it  down  to  hard-boiled  facts. 

As  to  the  question  of  functional  bleeding  at  the 
menopause,  Dr.  Dixon  opened  his  paper  very  ap- 
propriately by  saying  that  the  enthusiasm  over 
our  knowledge  regarding  the  physiology  of  men- 
struation has  led  us  to  try  to  explain  abnormal 
bleeding  at  the  time  of  the  menopause  on  disturbed 
physiology,  or  functional  bleeding.  One  should  be 
very  careful  about  attributing  post  menopausal 
bleeding  to  functional  disturbance,  and  only  after 
every  one  of  the  tests  that  you  can  employ,  only 
after  a thorough  palpatory  and  inspection  exami- 
nation under  good  light,  during  which  time  you 
have  not  observed  any  organic  lesion  or  felt  any 
organic  lesion,  you  have  a right  to  assume  that  it 
might  be  functional,  but  even  then  you  haven’t  the 
right  to  diagnose  it  until  a thorough  curetting  and 
possibly  a biopsy  of  a suspicious  cervix. 

This  leads  me  to  open  the  question  about  making 
pathological  examination  of  these  studies  more 
available  to  the  general  profession.  I have  heard 
many  papers  given  on  the  early  diagnosis  of  cancer 
of  the  cervix.  Why  do  the  patients  come  to  the 
doctor  so  late,  referred  to  the  specialists  when  they 
are  no  longer  curable?  I believe  there  is  one  big 
factor  involved  there.  The  doctor  out  in  the  field 
does  not  have  a laboratory  available  to  which  he 
can  send  a biopsy  and  get  a report.  The  question 
of  biopsy  is  almost  a bugaboo  to  him,  whereas  the 
question  of  cervical  biopsy  is  as  simple  as  opening 
a boil,  and  any  doctor  who  has  enough  energy  and 
curiosity  to  open  a boil  could  take  a cervical  biopsy. 


But  has  he  a laboratory  to  which  he  can  send  the 
biopsy  as  easily  as  he  can  send  his  Wassermann? 

I think  the  day  is  coming  and  must  come  when 
the  general  practitioner,  or  the  general  doctor  in 
any  field,  can  take  a biopsy  in  his  office  from  the 
cervix,  put  it  in  a bottle  and  send  it  to  the  labora- 
tory just  as  simple  as  he  does  with  the  Wassermann 
and  get  a report. 

Thank  you  very  much. 

DR.  E.  DUNBAR  NEWELL  (Chattanooga)  : 
Dr.  Dixon  has  given  us  a paper  today  that  should 
be  of  intense  interest  to  every  doctor  in  this  room 
and  to  every  doctor  in  the  state  of  Tennessee.  It 
should  be  of  interest  to  us  personally  because  it 
may  be  our  wife  or  our  mother  or  it  may  be  our 
sweetheart  that  has  symptoms  of  post  menopausal 
bleeding.  It  should  be  the  interest  of  us  especially 
because  we  are  doctors.  We  are  not  doing  our 
duty  as  doctors  if  we  do  not  adequately  and  prop- 
erly diagnose  these  cases  early. 

Last  night  we  heard  a wonderful  address  by  the 
president-elect  of  the  American  Medical  Associa- 
tion, and  in  that  address  (I  approved  of  it  most 
heartily)  he  had  no  apologies  to  make  for  the 
American  Medical  Association,  he  had  no  appease- 
ments to  offer  for  the  conduct  of  the  American 
Medical  Association,  and  we  do  not  want  to  apolo- 
gize, as  members  of  the  medical  profession,  or  have 
any  appeasements  to  make  to  the  laity  when  we 
treat  our  cases.  We  must  so  conduct  ourselves  in 
handling  these  cases  that  the  laity  will  recognize 
that  our  record  is  clear.  But  unless  we  listen 
attentively  to  what  Dr.  Dixon  and  the  other  men 
have  said  about  the  proper  diagnosis  of  these  cases 
our  records  will  not  be  clear. 

There  is  no  excuse  for  any  man  in  medicine 
today  not  to  properly  diagnose  a number  of  these 
cases  when  they  come  to  him.  The  most  significant 
thing  Dr.  Dixon  said  was  that  in  a report  of 
nearly  2,000  cases  of  post  menopausal  bleeding, 
fifty-six  per  cent  were  malignant.  That  means  that 
if  one  out  of  two  cases  comes  to  your  office  you 
probably  can,  by  making  a careful  examination, 
make  the  diagnosis. 

But  it  has  been  brought  out  by  Dr.  Schreier,  of 
Memphis,  that  in  those  cases  where  we  cannot 
positively  see  the  bleeding  we  must  make  a most 
careful  biopsy  or  diagnostic  curettage. 

To  do  that  properly,  in  my  opinion,  the  patient 
should  be  put  to  sleep.  The  curettage,  together 
with  the  blood  which  you  get  with  the  curettement, 
must  be  put  in  a bottle  containing  ten  per  cent 
formaldehyde  and  sent,  not  to  a technician,  but,  to 
a well  qualified  pathologist  to  make  the  examina- 
tion. No  ordinary  technician  can  properly  make 
the  diagnosis  in  many  of  these  cases.  It  must  be 
a well  qualified  pathologist,  because,  at  times  even 
with  the  well  qualified  pathologist,  it  is  difficult  to 
make  a diagnosis  of  cancer  of  the  body  of  the 
uterus. 

Also,  those  cases  of  hyperplasia.  Hyperplasia 
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following  the  menopause  is  quite  a different  con- 
dition from  hyperplasia  before  the  menopause.  We 
must  consider  every  case  of  hyperplasia  as  a po- 
tential malignancy,  and  in  every  case  we  must  have 
it  properly  examined,  and  if  the  report  is  returned 
as  not  malignant,  we  must  think  immediately  of 
granulosis  or  tumor  of  the  ovary.  That  is  the 
most  important  pathology  present  in  cases  where 
the  hyperplastic  tissue  is  not  malignant. 

It  isn’t  necessary  to  go  into  all  the  details.  I 
certainly  am  going  to  keep  this  manual  on  the 
diagnostic  table,  and  in  my  mind,  so  that  I can 
follow  all  the  details  he  suggested,  and  if  we  will  all 
follow  all  the  details  Dr.  Dixon  suggested,  we  will 
keep  our  record  clear  and  we  will  not  have  to 
apologize  to  the  laity  or  to  anybody  else,  because 
we  will  make  these  diagnoses  early. 

DR.  H.  M.  TIGERT  (Nashville)  : Dr.  Dixon  has 
discussed  one  of  the  most  important  symptoms  con- 
fronting doctors. 

I think  it  is  well  to  define  post  menopausal  bleed- 
ing. When  a woman  reaches  the  age  at  which  the 
menopause  might  reasonably  be  expected,  and  there 
has  been  a cessation  of  menstrual  flow  for  a period 
of  six  months  or  more,  associated  with  such  symp- 
toms as  vascular  and  gastrointestinal  changes,  we 
may  assume  she  has  passed  the  menopause.  If 
bleeding  then  occurs,  it  is  of  grave  significance. 

The  figures  presented  by  Dr.  Dixon  indicate  that 
almost  one-half  of  the  cases  of  post  menopausal 
bleeding  are  due  to  cancer. 

He  has  very  nicely  demonstrated  the  cases  of 
uterine  bleeding,  both  menopausal  and  post  meno- 
pausal. The  most  serious  cases  are  the  neoplasms 
of  the  cervix,  uterus,  and  adnexa.  A large  num- 
ber of  these  neoplasms  are  malignant  and  are 
responsible  for  the  high  mortality.  Nonmalignant 
neoplasms,  while  important,  are  not  so  vital.  Prior 
to  the  menopause  cancer  of  the  fundus  of  the  uterus 
is  not  as  frequent  as  cancer  of  the  cervix.  Cancer 
of  the  cervix  occurs  four  to  eight  times  as  often 
as  cancer  of  the  fundus.  Cancer  of  the  fundus 
metastasizes  more  slowly  than  cancer  of  the  cervix 
and,  therefore,  affords  a better  prognosis  when 
diagnosed  early.  Following  the  menopause  cancer 
occurs  with  equal  frequency  in  the  fundus  and 
the  cervix. 

Fibroid  tumors  do  not  develop  cancer.  They  do 
sometimes  undergo  sarcomatous  change,  which  is 
variously  estimated  from  one  to  five  per  cent. 

Many  doctors  are  dismayed  by  post  menopausal 
hemorrhage  because  of  a lack  of  knowledge  of  the 
basic  causes.  Dr.  Dixon  has  pointed  out  that 
many  neoplastic  conditions  are  easily  diagnosed  by 
simple  examinations,  and  that  only  special  diag- 
nostic procedures  are  required  when  the  condition 
is  so  early  or  so  hidden  that  ordinary  examinations 
w’ill  not  reveal  it. 

I do  not  advocate  diagnosis  except  after  a careful 
physical  examination  supplemented  by  special 
measures,  if  necessary,  but  I do  want  to  say,  that 
in  the  majority  of  cases  the  history  and  the  physical 


July,  1939 

examination  are  so  suggestive  that  very  little  doubt 
is  left. 

I am  not  so  optimistic  as  some  with  respect  to 
diagnostic  curettage.  Not  infrequently  when  en- 
dometrial biopsies  are  submitted  to  competent 
men,  the  diagnosis  is  still  quite  uncertain.  I think 
it  is  well  in  some  cases,  when  the  laboratory  find- 
ings are  uncertain,  to  follow  the  clinical  indica- 
tions, and  perform  a radical  operation  or  use 
radium,  as  indicated. 

There  are  a number  of  methods  of  treating 
uterine  malignancy.  Generally  speaking,  I think 
most  surgeons  lean  to  panhysterectomy  for  fundal 
carcinoma,  and  to  radium  for  cervical  carcinoma. 

We  have  been  taught  that  fibroid  tumors  are  not 
likely  to  give  rise  to  symptoms  beyond  the  meno- 
pause. Dr.  Dixon  has  shown  that  this  is  an  error. 
Sometimes  they  undergo  certain  degenerative 
changes.  No  case  of  fibroid  should  be  treated  at 
any  time,  when  there  is  a possibility  of  associated 
endometrial  carcinoma,  without  diagnostic  curet- 
tage. Fibroid  tumors  should  not  be  treated  by  deep 
ray  therapy  until  endometrial  carcinoma  is  defi- 
nitely excluded. 

DR.  W.  C.  DIXON  (closing)  : Mr.  President,  I 
would  like  to  thank  the  gentlemen  for  their  dis- 
cussions. I am  glad  that  they  brought  out  some 
of  the  points  that  I did  not  have  time  to  touch  on. 

I was  particularly  glad  that  Dr.  Schreier  men- 
tioned the  ease  and  simplicity  of  biopsy.  There 
are  available  on  the  market  various  instruments 
by  which  bits  of  the  cervix  can  be  taken  out  in  your 
office  without  pain  in  the  woman,  without  any 
operative  procedure.  Probably  occasionally  you 
can  get  an  endometrial  specimen  with  a small 
curette,  but  there  is  no  reason  on  earth  why  any 
man  here  shouldn’t  do  a cervical  biopsy,  because 
it  is  simple,  easy,  painless.  The  cervix  is  a 
peculiarly  insensitive  organ. 

The  question  of  post  menopausal  hyperplasia 
was  the  thing  that  got  me  interested  in  this.  I 
had  two  or  three  women  that  came  to  me  showing 
typical  hyperplasia  without  cervical  carcinoma, 
without  carcinoma  of  the  body.  One  of  them  was 
back  in  a year  with  a carcinoma  of  the  fundus, 
and  the  other  was  back  in  four  years  with  car- 
cinoma of  the  uterus.  So  I am  inclined  to  think, 
from  my  own  little  experience,  that  post  menopau- 
sal hyperplasia  is  certainly  a very  scary  type  of 
lesion. 

I purposely  did  not  mention  in  the  paper  any- 
thing about  the  amount  of  bleeding,  because  I do 
not  think  that  that  can  in  itself  be  diagnostic, 
and  I do  not  care  whether  the  bleeding  is  slight  or 
great,  or  continuous  or  intermittent,  it  should  not 
influence  us  the  slightest  in  going  into  a thorough 
examination.  If  you  say  to  the  patient,  “You  are 
not  bleeding  much;  if  it  bleeds  any  more,  come 
back,”  you  have  lost  a golden  opportunity.  Any 
woman  who  bleeds  from  the  vagina  after  the  meno- 
pause deserves  a thorough  examination,  if  neces- 
sary, biopsy  of  th  ecervix,  and  curetting  to  ex- 
clude cancer  of  the  fundus. 
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AN  ANALYSIS  OF  SEVENTY-FIVE  CONSECUTIVE  CASES 
ADMITTED  FOR  VENEREAL  DISEASES 


Earl  C.  Lowry,  B.Sc.,  M.D.,  Medical  Field  Service  School,  Carlisle,  Pennsylvania 


Introduction 

HAVING  encountered  and  observed 
many  difficulties  in  treating  vene- 
real patients  as  out-patients,  in 
private  practice  I have  been  impressed  by 
the  prolonged  period  often  necessary  to 
render  these  patients  symptom  free  and 
noncontagious.  A very  large  per  cent  of 
venereal  cases  so  treated  develop  complica- 
tions, especially  those  having  gonorrhea  and 
chancroid,  and  one  is  inclined  to  attribute 
this  to  failure  on  the  part  of  the  patient 
to  cooperate,  that  is,  intermittent  treat- 
ment, continuing  to  work,  and  continued 
dissipation  because  of  the  secretiveness  of 
the  diseases.  Venereal  diseases  are  usually 
contracted  at  the  most  ill-opportune  times, 
and  patients  often  ask  if  the  time  required 
to  render  them  noncontagious  may  be  re- 
duced by  devoting  all  of  their  time  to  treat- 
ment. The  opportunity  presented  itself  to 
make  some  observations  on  patients  who 
could  devote  all  of  their  time,  during  the 
contagious  period,  to  treatment,  and  those 
observations  are  presented  below. 

In  private  practice  it  is  customary  to 
tell  patients  with  acute  gonorrhea  they  may 
hope  to  be  well  in  six  weeks  more  or  less. 
I have  observed  that  it  is  almost  always 
more  and  usually  twice  the  above  figure. 
Many  patients  continue  treatment  for  six 
or  twelve  months,  and  I saw  one  patient 
who  had  followed  his  treatment  religiously 
for  three  years.  In  private  work  primary 
chancres  are  usually  cured  in  ten  to  twenty- 
one  days  after  the  diagnosis  is  made,  con- 
firmation of  the  diagnosis  often  of  necessity 
delayed.  Chancroids  are  more  stubborn, 
often  prolonged,  thirty-five  days  being  an 
average  time  required  to  effect  a cure. 
Many  figures  are  available,  some  shorter, 
some  longer  than  the  above,  but  in  general, 
I believe,  they  are  acceptable  for  out- 
patients. 

In  the  military  service  venereal  patients 
are  admitted  to  the  hospital,  where  100  per 


cent  of  their  time  is  devoted  to  treatment. 
Cases  of  gonorrhea  and  chancroid  remain 
in  the  hospital  until  cured,  and  cases  of 
syphilis  remain  until  all  lesions  have  healed 
and  they  have  been  rendered  noncontagious. 
The  latter  are  then  discharged  to  the  out- 
patient department,  where  treatment  is 
continued.  Since  venereal  patients  in  the 
military  service  are  available  all  the  time, 
and  must  comply  strictly  and  promptly  with 
all  orders,  they  afford  an  excellent  oppor- 
tunity to  see  what  can  be  done  to  effect  a 
rapid  cure. 

General  Considerations 

The  writer  had  charge  of  the  genito- 
urinary service  at  the  station  hospital,  Fort 
McClellan,  Alabama,  for  the  past  few 
months.  The  hospital  mentioned  is  the  per- 
manent hospitalization  point  for  venereal 
cases  from  the  regular  army  personnel  of 
Fort  McClellan  and  District  “D”  CCC  per- 
sonnel. This  includes  for  the  period  ob- 
served an  average  strength  of  1,180  men 
and  6,924  men,  respectively.  All  cases  ad- 
mitted for  venereal  disease  during  a four- 
month  period,  August  15,  1937,  to  Decem- 
ber 15,  1937,  were  observed,  which  includes 
seventy-five  consecutive  cases.  The  fort 
and  district  are  served  by  some  thirty-four 
doctors,  and  all  venereal  cases  are  sent  di- 
rectly to  the  hospital  as  soon  as  they  ap- 
pear. Since  the  physicians  sending  in  the 
cases  are  not  skilled  urologists  and  have 
not  the  facilities  in  the  field  for  confirming 
the  diagnoses,  the  cases  correspond,  from  a 
diagnostic  viewpoint,  to  what  one  sees  in 
private  practice. 

An  analysis  of  the  seventy-five  consecu- 
tive admissions  shows  the  cases  to  be  dis- 
tributed as  follows:  Six,  or  eight  per  cent, 
were  found  not  to  have  a venereal  disease. 
Thirty-four,  or  45.3  per  cent,  had  acute 
gonorrhea.  Twenty-four,  or  thirty-two  per 
cent,  had  syphilis.  Nine,  or  twelve  per 
cent,  had  chancroid.  Two  cases,  or  2.7  per 
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cent,  had  acute  gonorrhea  and  primary 
syphilis. 

Examination  of  a graph  showing  the  ve- 
nereal admission  rate  for  the  past  two  years 
shows  the  rate  for  the  four  months  ob- 
served to  be  about  average  or  perhaps 
lower.  Of  the  sixty-nine  venereal  cases, 
twenty-four  were  soldiers  and  forty-five 
were  CCC  members.  This  would  make  a 
venereal  rate  per  annum  for  the  soldiers 
of  sixty-one  cases  per  thousand  men  and 
for  the  CCC  nineteen  cases  per  thousand 
men.  Of  the  forty-five  cases  admitted  from 
the  CCC,  fifteen  were  white  and  thirty  col- 
ored, or  a ratio  of  one  to  two,  respectively. 
The  membership  ratio  in  District  “D”  is 
five  to  one  white  and  colored,  respectively. 
Of  the  thirty  colored  cases  admitted,  seven- 
teen, or  56.6  per  cent,  had  syphilis,  and  the 
remainder  had  gonorrhea,  none  having 
chancroid. 

Seven  of  the  forty-five  CCC  cases  had 
taken  a prophylaxis  within  three  hours  after 
exposure.  Five  of  these  developed  gonor- 
rhea and  two  syphilis.  No  figures  are  avail- 
able on  the  total  number  of  prophylaxes 
given  in  the  CCC  for  the  period  observed. 
There  is  often  long  delay  in  getting  prophy- 
laxes by  the  CCC  members  as  the  place  of 
exposure  is  usually  at  a long  distance  from 
camp. 

Eleven  of  the  twenty-four  soldiers  found 
to  have  a venereal  disease  had  taken  the 
regular  army  venereal  prophylaxis  within 
two  hours  following  exposure,  the  average 
time  elapsing  being  about  fifty  minutes.  Of 
these  eleven  men,  six  developed  acute  gon- 
orrhea, four  developed  chancroid,  and  one 
developed  syphilis.  It  is  noted  that  forty- 
six  per  cent  of  the  soldiers  contracting  a 
venereal  disease  had  not  taken  a prophy- 
laxis. During  the  period  covered  by  the 
report,  494  prophylaxes  were  given,  and 
eleven,  or  2.2  per  cent,  contracted  a vene- 
real disease.  Assuming  that  all  men  were 
exposed,  and  they  probably  were,  the  pro- 
phylactic station  has  an  efficiency  of  97.8 
per  cent  in  preventing  venereal  disease. 
Thus,  if  the  thirteen  men  who  failed  to  take 
a prophylaxis  had  taken  one,  the  total 
number  of  venereal  cases  would  have  been 
reduced  among  the  soldiers  from  twenty- 
four  to  twelve,  or  fifty  per  cent. 
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The  lower  venereal  rate  in  the  CCC  is 
exactly  what  one  would  expect.  It  is  a 
younger  group,  more  isolated,  under  close 
supervision  and  with  less  leisure  time  to 
spend  away  from  camp.  Also,  they  have  j 
less  money  to  spend,  which  is  an  important 
item.  In  the  CCC  the  penalty  is  greater, 
that  is,  certain  discharge  from  the  service, 
whereas  the  soldier  loses  time  and  pay  for 
the  period  of  disability  and,  if  he  failed 
to  take  a prophylaxis,  usually  a short  term 
of  imprisonment. 

Presentation  of  Cases 

In  the  treatment  of  these  cases  no  new 
or  original  methods  were  used.  The  obser- 
vations are  to  show  the  progress  of  pa- 
tients treated  by  the  old,  standard,  simple 
methods  when  the  patients  are  confined  to 
a hospital  ward,  and  where  failure  of  pa- 
tients to  cooperate  may  be  ruled  out  as  a 
factor  in  failure  to  respond  to  treatment,  j 

Non  venereal  Cases 

The  reasons  for  describing  these  cases 
in  detail  are  three.  First,  all  of  them  were 
diagnosed  clinically  by  physicians  as  vene- 
real diseases.  Second,  they  illustrate  the 
type  of  case  which  may  be  mistaken  for  ve- 
nereal disease.  Third,  to  show  the  fre- 
quency with  which  a mistaken  diagnosis  is 
made  if  clinical  findings  alone  are  used. 

1.  A strong,  husky,  eighteen-year-old 
CCC  enrollee  completely  severed  the  frenu- 
lum during  masturbation.  When  detected 
on  routine  physical  inspection,  he  had  a 
large,  dirty  ulcer  and  early  inguinal  ade- 
nitis. The  adenitis  subsided  promptly  and 
the  ulcer  was  healed  in  eight  days.  All 
dark  field  examinations,  smears  for  Du- 
crey’s  bacilli,  and  follow-up  Wassermann 
and  Kahn  tests  were  negative. 

2.  The  second  was  a case  of  inguinal  ade- 
nitis, severe,  unilateral,  secondary  to  a small 
leg  ulcer,  the  latter  being  obscure.  On  ad- 
mission, he  had  a large,  firm  mass  in  the 
left  inguinal  region,  and  the  diagnosis  on 
the  transfer  card  was  lymphogranuloma 
inguinale.  The  lesion  suppurated,  and  the 
ordinary  pyogenic  organisms  were  demon- 
strated in  the  pus.  The  Frei-Hoffman  test 
was  negative,  and  follow-up  Wassermann 
and  Kahn  tests  were  negative. 
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3.  A nineteen-year-old  CCC  enrollee  was 
admitted  because  of  a profuse,  whitish, 
mucoid,  urethral  discharge.  Motile  sperm 
were  found  in  the  discharge,  but  no  gon- 
ococci. There  was  no  clinical  evidence  of 
inflammation.  He  stated  he  had  suffered 
from  the  malady  for  one  and  one-half  years, 
and  this  was  the  fourth  time  he  had  been 
picked  up  at  a physical  inspection  for  hav- 
ing a urethral  discharge.  In  spite  of  the 
many  things  we  did  for  him,  he  was  still 
manufacturing  sperm  when  last  seen. 

4.  A twenty-two-year-old  soldier  was  ad- 
mitted with  multiple,  painful,  superficial 
vesicles  on  the  glans.  The  following  day 
the  vesicles  were  dry,  and  three  days  later 
he  was  able  to  leave  the  hospital.  A diag- 
nosis of  herpes  was  made,  and  time  and 
tests  proved  he  did  not  have  a venereal 
disease. 

5.  A twenty-year-old  CCC  enrollee  was 
exposed,  became  frightened,  and  after  three 
days  of  milking  his  penis  found  a discharge. 
He  went  to  a local  physician  who,  without 
taking  a smear,  gave  him  some  potassium 
permanganate  crystals  with  instructions  to 
dissolve  them  in  water  and  inject  the  re- 
sulting fluid  into  the  urethra.  The  patient, 
thinking  the  stronger  he  made  it  the  more 
effective  it  would  be,  used  a saturated  so- 
lution. We  treated  him  for  a severe  cys- 
titis as  well  as  an  anterior  and  posterior 
urethritis.  No  gonococci  were  ever  demon- 
strable in  this  patient,  and  he  promptly  re- 
covered. 

6.  The  sixth  case  was  an  eighteen-year- 
old  CCC  enrollee  who  loaded  some  poles  on 
a truck,  picking  up  the  poles  from  among 
poison  ivy  plants.  He  wore  gloves  to  pro- 
tect his  hands  and  rubbed  them  all  over 
his  penis  while  emptying  his  bladder.  Be- 
ing unfortunate  in  having  an  already  too 
long  prepuce,  the  toxicodendrol  increased 
the  size  of  his  penis  by  four  times,  and  the 
resulting  contraption  resembled  an  ele- 
phant’s snout.  On  treatment,  the  condition 
subsided  rapidly.  The  patient  was  sent  in 
with  a diagnosis  of  syphilis  and  phimosis, 
the  latter  secondary  to  the  former,  but 
syphilis  was  not  found. 

Gonorrhea — Thirty-Four  Cases 

Thirty-four  cases  of  gonorrhea  were  ob- 


served and  treated.  The  average  age  was 
twenty-two  years,  the  oldest  thirty-eight 
years  and  the  youngest  eighteen  years  of 
age.  The  average  incubation  period  was 
5.6  days,  the  longest  fourteen  days,  the 
shortest  two  days.  The  average  time  spent 
in  the  hospital  was  twenty-five  days,  the 
longest  being  forty-eight  days,  the  shortest 
fourteen  days.  Twenty-one  were  white  and 
fourteen  were  colored.  Five  had  complica- 
tions as  follows : one  had  phimosis  and  bal- 
anitis requiring  dorsal  slit  operation,  one 
had  multiple  arthritis,  one  had  posterior 
urethritis,  severe,  with  hematuria,  and  two 
had  acute  epididymitis,  unilateral. 

Diagnosis. — A clinical  picture  of  the  dis- 
ease and  the  presence  of  gram-negative 
intracellular  diplococci  in  the  urethral  dis- 
charge was  considered  conclusive. 

Treatment. — Only  the  old,  simple  meas- 
ures were  used.  Great  care  was  taken  to 
see  that  nothing  injured  the  urethra  or  pro- 
duced pain.  In  general  the  principles  of 
treatment  were: 

1.  Complete  rest  in  bed  so  long  as  any 
discharge  was  present. 

2.  A minimum  intake  of  fluid  of  3,000 
cubic  centimeters  daily,  preferably 
more,  some  taking  as  much  as  5,000 
cubic  centimeters  daily. 

3.  Anterior  instillation  of  (four  cubic 
centimeters  fresh)  five-tenths  per  cent 
protargol  once  daily  during  the  pe- 
riod of  urethral  discharge  then  twice 
daily.  In  cases  not  responding 
promptly  a fresh  hot  solution  of 
1:  8,000  potassium  permanganate  so- 
lution was  used  as  an  irrigation  by 
gravity  at  an  elevation  of  twelve  to 
twenty-four  inches. 

4.  Alkalinization  of  the  urine. 

5.  General  supportive  measures  and 
symptomatic  treatment  and  variation 
of  the  above  measures  in  any  individ- 
ual case  where  it  was  deemed  advis- 
able. 

Discharge  from  Hospital. — The  following 
criteria  were  used  in  discharging  a case 
from  the  hospital: 

1.  The  patient  must  be  free  of  symptoms 
and  have  no  discharge. 

2.  No  evidence  of  infection  on  physical 
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examination  and  no  W.  B.  C.  in  the 
urine. 

3.  Three  prostatic  smears  negative  for 
organisms  and  six  or  less  W.  B.  C. 
per  H.  P.  F.  in  thin,  uniform  smears 
of  the  prostatic  fluid.  Every  soldier 
discharged  was  seen  every  thirty  days 
at  routine  physical  inspection,  and  no 
recurrences  were  found. 

Syphilis — Twenty-Four  Cases 

Of  the  twenty-four  cases  of  syphilis  the 
average  age  was  twenty-two,  the  oldest 
forty-two,  the  youngest  eighteen  years. 
The  average  incubation  period  was  seven- 
teen days,  the  longest  being  thirty  days, 
the  shortest  being  four  days.  The  average 
time  spent  in  the  hospital  was  17.8  days, 
the  longest  forty  days,  the  shortest  four 
days.  Only  three  of  the  twenty-four  cases 
had  taken  a prophylaxis,  or  12.5  per  cent. 
Two  cases  were  admitted  with  secondary 
syphilis,  the  primary  lesions  being  obscure. 
Less  than  forty  per  cent  of  the  primary 
chancres  had  positive  dark  fields. 

Diagnosis. — The  presence  of  the  primary 
or  secondary  lesions,  with  positive  dark  field 
examinations  or  positive  Wassermann  and 
Kahn  tests,  the  latter  confirmed  by  a re- 
peated test. 

Treatment. — General  measures  of  clean- 
liness, locally,  mercurial  ointment,  iodoform 
powder,  etc.  The  use  of  neoarsphenamine 
intravenously  and  bismuth  intramuscularly 
was  routine.  The  patient  was  discharged 
from  the  hosiptal  when  the  lesions  were 
completely  healed. 

Two  patients  contracted  acute  gonorrhea 
and  primary  syphilis  at  the  same  time  and 
ran  the  usual  course  of  the  two  diseases 
concurrently. 

TABLE  I 

Showing  Data  on  Seventy-Five  Consecutive 
Admissions  for  Venereal  Disease.  Six  Proved 
Nonvenereal.  For  Age,  Incubation  Period,  and 
Days  in  Hospital  Average  Figures  Are  Given. 


* 

e 

■2 

e 

io 

O 

jj£ 

§£ 

c> 

| 

<5 

White 

o 

Gonorrhea 

34 

22 

5.6 

25 

5 

21 

13 

Syphilis  _ - 

24 

22 

17 

17.8 

0 

7 

17 

Chancroid 

9 

23 

4 

35 

2 

9 

0 

Gonorrhea 

2 

19 

3 

23 

0 

2 

0 

and 

Syphilis  _ 

12 

Chancroids — Nine  Cases 

Nine  cases  had  chancroids,  the  average 
age  being  twenty-three  years,  the  oldest 
thirty-five  and  the  youngest  twenty.  All 
cases  were  white,  no  chancroids  being  pres- 
ent in  thirty  colored  cases  admitted.  The 
average  incubation  period  was  four  days, 
the  longest  ten  days  and  the  shortest  three 
days.  The  average  time  spent  in  the  hos- 
pital was  thirty-five  days,  the  longest  being 
ninety-four  days,  the  shortest  being  eleven 
days.  Four  of  the  nine  cases  had  taken  a 
prophylaxis. 

Diagnosis. — The  presence  of  the  charac- 
teristic lesion  in  all  cases  with  persistently 
negative  Wassermann  and  dark  field  exam- 
inations. 

Treatment.  — Cauterization  with  equal 
parts  of  phenol  and  tincture  of  iodine.  Hy- 
drogen peroxide  washes — wet  dressings  of 
boric  acid;  iodoform  powder  and  ammoni- 
ated  mercury  ointment.  Two  of  the  cases 
had  suppurative  inguinal  adenitis.  Cases 
were  discharged  from  the  hospital  when 
completely  healed. 

Summary 

1.  An  analysis  of  seventy-five  consecutive 
admissions  for  venereal  disease  to  the  sta- 
tion hospital,  Fort  McClellan,  Alabama,  is 
presented. 

2.  Of  these,  eight  per  cent  were  nonve- 
nereal, 45.3  per  cent  had  acute  gonorrhea, 
thirty-two  per  cent  had  syphilis,  twelve  per 
cent  had  chancroid,  and  2.7  per  cent  had 
acute  gonorrhea  and  primary  syphilis. 

3.  The  average  number  of  days  lost  for 
each  disease  is  as  follows : gonorrhea,  twen- 
ty-five days;  syphilis,  17.8  days;  and  chan- 
croid, thirty-five  days.  The  time  necessary 
to  render  a case  of  acute  gonorrhea  noncon- 
tagious  can  be  markedly  reduced  by  confin- 
ing the  patient  to  the  hospital.  It  is  very 
doubtful  if  the  time  is  shortened  in  cases 
of  primary  syphilis  and  chancroid. 

4.  The  regular  army  prophylaxis  proved 
97.8  per  cent  efficient  as  a protective  proce- 
dure against  venereal  infection  in  494  ex- 
posures. It  is  most  effective  against  syph- 
ilis, and  least  effective  against  chancroid, 
as  four  of  the  nine  cases  had  taken  a pro- 
phylaxis. 

5.  The  writer  wishes  to  express  sincere 
appreciation  to  Col.  Lee  R.  Dunbar,  Medical 
Corps,  for  his  assistance  and  cooperation  in 
the  preparation  of  the  above  analysis. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


Welfare  Work  and  Charity 
The  word  “welfare”  has  been  used  so 
loosely  in  recent  years  that  it  has  ceased  to 
have  the  meaning  it  once  had  and  has  taken 
on  a meaning  which,  in  our  opinion,  it 
should  not  have.  Out  of  this,  it  seems  to 
us,  there  has  grown  some  confused  think- 
ing. 

The  Revolutionary  War  was  fought  to 
accomplish  welfare — the  welfare  which 
would  grow  out  of  independence.  The  Dec- 
laration of  Independence  was  written  to 
accomplish  welfare.  The  Constitution  of 
the  United  States  was  written  to  establish 
and  preserve  welfare.  All  the  laws  that 
have  been  written  and  enacted  by  the  legis- 
latures of  the  various  states  and  the  con- 
gress of  the  United  States  end  with  the 
phrase,  “the  public  welfare  requiring  it.” 
The  word  “welfare”  then  does  not  refer 
alone  to  services  to  an  indigent  person  or 
group.  Public  assistance  to  those  who  can- 
not, or  do  not,  provide  for  themselves  may 
be  welfare  in  a sense,  but  the  word  “public 


assistance”  conveys  a more  accurate  and 
definite  meaning  to  the  activity. 

The  term  “welfare  worker,”  as  common- 
ly used  now,  refers  to  a person  who  is,  in 
reality,  an  administrator  of  public  assist- 
ance or  charity. 

The  person  who  works  for  wages  or  runs 
a successful  business,  pays  taxes,  and  makes 
donations  to  charitable  causes  contributes 
to  the  public  welfare  in  two  ways.  The  na- 
ture of  the  work  or  business,  provided  it  is 
essential,  does  not  matter.  The  people  who 
support  themselves,  and  in  addition  contrib- 
ute to  the  support  of  others  are  our  gen- 
uine welfare  workers.  They  provide  their 
own  welfare,  and,  in  addition,  make  possi- 
ble the  existence  of  those  who  cannot  pro- 
vide for  themselves. 

The  term  “welfare  worker”  in  reality 
should  apply  to  these  people  and  not  to 
those  who  are  merely  the  administrators 
of  some  form  of  public  assistance  which  is 
financed  either  from  taxation  or  donations. 
The  donations  are  made  and  the  taxes  are 
paid  by  genuine  welfare  workers.  These 
benefits  are  distributed  to  indigent  persons 
by  the  administrators  of  public  assistance. 

The  work  of  these  administrators  is  es- 
sential. It  is  honorable  if  the  workers  do 
not  abuse  their  positions  and  lead  their 
wards,  or  clients,  into  a false  mental  atti- 
tude toward  the  taxpayers  and  the  givers. 
One  sees  much  evidence  now  of  a dangerous, 
or  at  least  unhealthy  mental  attitude  on  the 
part  of  some  administrators.  They  seem  to 
acquire  the  idea  that  they,  and  not  the  tax- 
payers and  generous  givers,  are  the  inspira- 
tion and  provider  of  benefits. 

Those  who  earn  more  than  they  consume, 
and  make  contributions  to  the  needy, 
whether  in  taxes  or  donations,  and  in  ad- 
dition pay  a salary  to  those  who  administer 
the  benefits  to  the  needy,  are  the  citizens 
who  are  preserving  our  civilization.  They 
make  it  all  possible.  They  are , in  fact,  our 
welfare  workers.  To  portray  the  situation 
in  any  other  light  is  not  only  false,  but 
dangerous. 

Hearings  on  Senate  Bill  1620 
(The  Wagner  Bill) 

The  agitation  for  some  form  of  state 
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medicine,  socialized  medicine,  or  commu- 
nistic medicine,  which  has  been  going  on 
in  the  United  States  for  some  years,  is  now 
focused  upon  the  passage  of  the  so-called 
Wagner  Health  Bill. 

A Senate  Committee  has  been  conduct- 
ing hearings  on  this  bill  for  some  time. 

As  has  been  stated  many  times  before 
“everything  that  is  potent  for  good  is  also 
potent  for  evil.”  This  bill  should  be  con- 
sidered with  a view  to  determining  or  at 
least  estimating  its  possible  effects  both 
for  good  and  evil. 

The  proponents  of  the  bill  insist  that  a 
large  per  cent  of  the  people  of  this  country 
do  not  receive  adequate  medical  care,  and 
that  the  passage  of  this  bill  will  be  a long 
step  in  the  direction  of  correcting  this  sit- 
uation. This  contention  is  based  mainly 
upon  data  collected  in  a survey  which  was 
made  by  the  so-called  technical  committee 
in  1936-37. 

The  report  of  this  survey,  it  will  be  re- 
membered, embraced  figures  to  show  that 
thirty  per  cent  of  people  on  relief  rolls, 
twenty-eight  per  cent  of  people  just  above 
the  relief  level,  and  seventeen  per  cent  of 
people  with  independent  incomes  had  no 
medical  care  when  suffering  from  serious 
disabling  illness.  The  accuracy  of  these 
figures  have  been  disputed.  Of  course  the 
opponents  of  the  bill  do  not  have  access 
to  a large  amount  of  government  funds  with 
which  develop  the  facts  which  would  over- 
throw these  figures.  Those  who  sponsored 
the  bill  did  have  the  government  funds 
for  their  purpose. 

All  the  factual  data  available  from  gov- 
ernment sources,  life  insurance  statistics, 
etc.,  show  that  the  death  rate  of  the  United 
States  from  all  causes  and  from  individual 
preventable  causes  is  low  in  comparison 
with  those  of  other  countries  with  the  al- 
leged benefits  of  advanced  social  legislation. 

These  facts  indicate  that  the  people  of 
this  country  as  a whole  receive  the  best 
medical  care  received  by  any  people  on 
earth  under  our  existing  system  of  practice. 

Then  it  is  proper  for  any  one  interested 
in  the  welfare  of  the  people  to  consider  the 
possible  effects  of  this  legislation  on  the 
welfare  of  the  people  as  a whole,  for  good 
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and  for  harm,  as  it  may  affect,  beneficially 
or  harmfully,  a system  of  practice  which 
has  so  thoroughly  demonstrated  its  efficiency 
over  a long  period  of  time. 

The  effect  undoubtedly  would  be  the  de- 
struction of  the  system  of  practice  as  we 
know  it.  There  are  provisions  in  the  bill 
which  vest  in  various  administrative  agen- 
cies powers  which  could  be  used  to  destroy 
the  freedom  of  judgment  of  patients  and 
doctors  which  is  a major  element  in  our 
present  system  of  practice. 

The  agency  could  allocate  money  to  a 
state,  or  not  allocate  it,  depending  entirely 
on  whether  or  not  the  state  makes  policies 
which  are  approved  by  the  agency.  This 
power  could  be  used  to  influence  the  ap- 
pointment of  personnel,  etc.  A local  insti- 
tution could  be  aided,  or  not,  depending  on 
whether  or  not  it  bows  to  the  dictates  of 
the  master  federal  agency.  Thus  the  con- 
trol of  a local  institution,  its  policies  and 
personnel  could  be  accomplished  by  the  use 
of  the  power  to  give  or  withhold  federal 
funds  or  by  building  and  staffing  a compet- 
ing institution. 

Likewise  state  and  local  departments  of 
health  could  be  brought  under  the  domina- 
tion of  a national  agency  vested  with  the 
power  to  compel  the  adoption  of  policies  as 
to  administration  and  personnel  which  are 
dictated  by  the  national  agency  under  pen- 
alty of  withholding  grants  of  federal  funds. 

Any  person  with  ordinary  intelligence 
can  see  the  ultimate  effects  which  could  re- 
sult from  the  passage  of  this  bill. 

There  is  no  doubt  but  some  of  the  spon- 
sors of  this  bill  crave  the  powers  provided 
for  in  the  bill.  They  insist  of  course  that 
they  would  use  the  power  to  accomplish 
welfare.  It  is  well  for  all  to  remember  that 
a similar  contention  was  made  by  every 
dictator  on  his  way  up  to  the  position  of 
dictator . 

Who  could  estimate  the  political  influence 
which  might  be  exerted  on  the  people  of 
every  state  by  the  use  of  the  money  and 
power  provided  for  in  this  bill. 

These  questions  then  must  be  considered 
in  making  one’s  appraisal  of  the  possible 
effects  of  this  bill: 

1.  Is  the  situation  in  this  country,  with 
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respect  to  medical  care,  so  rotten  as  to  war- 
rant the  destruction  of  our  present  system 
of  medical  care? 

2.  Would  the  enactment  of  this  bill  con- 
stitute a threat  to  freedom  in  medicine  ? 

3.  Would  the  enactment  of  this  bill  con- 
stitute a threat  to  our  democratic  institu- 
tions? 

The  answer  to  question  one  is  “no”;  the 
answer  to  questions  two  and  three  are  un- 
doubtedly “yes.” 

The  real  issue  then  is  this:  “Shall  pa- 
tients and  doctors  retain  their  freedom  of 
judgment,  or  shall  this  freedom  be  sur- 
rendered to  a government  agency  in  ex- 
change for  the  possibility  of  a benefit?” 


A New  Development  in  Washington 

We  must  act  at  once.  Senator  Wagner 
of  New  York  has  introduced  a new  pro- 
posal for  the  establishment  of  a National 
Medical  Service  under  the  Social  Security 
Board  by  an  amendment  to  H.  R.  6635. 

The  following  is  a communication  from 
Dr.  Wm.  C.  Woodward,  Legislative  Counsel 
of  the  American  Medical  Association,  and 
is  reproduced  for  the  information  of  all 
members  of  the  American  Medical  Associa- 
tion in  Tennessee. 

It  is  suggested  that  officers  and  members 
of  component  societies  write  or  wire  mem- 
bers of  the  Senate  Committee  on  Finance 
which  will  consider  this  particular  amend- 
ment. The  members  of  the  Senate  Com- 
mittee are  as  follows: 

Pat  Harrison,  of  Mississippi,  Chairman. 

William  H.  King,  of  Utah. 

Walter  F.  George,  of  Georgia. 

David  I.  Walsh,  of  Massachusetts. 

Alben  W.  Barkley,  of  Kentucky. 

Tom  Connally,  of  Texas. 

Josiah  W.  Bailey,  of  North  Carolina. 

Bennett  Champ  Clark,  of  Missouri. 

Harry  Flood  Byrd,  of  Virginia. 

Peter  G.  Gerry,  of  Rhode  Island. 

Joseph  F.  Guffey,  of  Pennsylvania. 

Prentiss  M.  Brown,  of  Michigan. 

Clyde  L.  Herring,  of  Iowa. 

Edwin  C.  Johnson,  of  Colorado. 

George  L.  Radcliffe,  of  Maryland. 

Robert  M.  LaFollette,  Jr.,  of  Wisconsin. 


Arthur  Capper,  of  Kansas. 

Arthur  H.  Vandenberg,  of  Michigan. 
John  G.  Townsend,  Jr.,  of  Delaware. 
James  J.  Davis,  of  Pennsylvania. 

Henry  Cabot  Lodge,  Jr.,  of  Massachusetts. 

Amendments  to  H.  R.  6635,  to  Be  Pro- 
posed by  Senator  Wagner,  to  Author- 
ize the  Establishment  of  a National 
Medical  Service  Under  the  Social 
Security  Board 

To  the  Presidents , Secretaries,  and  Legisla- 
tive Committees  of  State  Medical  Asso- 
ciations : 

I 

Senator  Wagner’s  Health  Bill,  S.  1620, 
according  to  the  chairman  of  the  subcom- 
mittee having  it  under  consideration,  will 
not  be  reported  to  the  senate  during  the 
current  session  of  Congress. 

II 

Senator  Wagner  has  therefore  given  no- 
tice of  certain  amendments  that  he  pro- 
poses to  offer  to  another  bill,  H.  R.  6635, 
now  pending  in  the  Senate  and  certain  of 
enactment  during  the  current  session  of 
Congress,  in  order  to  accomplish  some  of  the 
objectives  that  he  sought  when  he  intro- 
duced his  Health  Bill.  One  of  these  amend- 
ments proposes  the  establishment  of  a na- 
tion-wide medical  service  under  the  Social 
Security  Board  that  seems  to  go  farther 
toward  the  centralization  in  Washington  of 
medical  supervision  and  control  than  any- 
thing proposed  in  the  Health  Bill  and  to 
afford  an  easier  nucleus  around  which  to 
organize  an  all-inclusive,  nation-wide,  fed- 
eral medical  service.  The  proposed  amend- 
ment referred  to  is  as  follows : 

“Section  207. 

“(b)  The  [Social  Security]  Board  may 
make  provisions  for  furnishing  of  medi- 
cal, surgical,  institutional,  rehabilitation, 
or  other  services  to  individuals  entitled 
to  receive  primary  disability  benefits  if 
such  services  may  aid  in  enabling  such 
individuals  to  return  to  gainful  work. 
Such  service  shall  be  furnished  by  quali- 
fied practitioners  through  governmental 
and  nongovernmental  hospitals  and  other 
institutions  qualified  to  furnish  such  serv- 
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ices:  provided  that  nothing  shall  author- 
ize the  construction  of  any  such  hospitals 
or  other  institutions;  provided  further, 
that  expenditures  for  the  purposes  of  this 
subsection  shall  not,  in  any  fiscal  year, 
exceed  two  per  centum  of  the  total 
amount  which  the  Board  estimates  will 
be  expended  during  such  fiscal  year  for 
the  payment  of  benefits  under  subsections 
(d)  and  (e)  of  Section  202.” 

The  subsections  referred  to  are  appended 
as  Exhibit  A. 

For  convenience,  the  amendments  stated 
above  will  be  referred  to  hereafter  as  the 
National  Medical  Service  Amendment. 

Ill 

The  primary  parliamentary  advantages 
that  Senator  Wagner  may  derive  from  the 
procedure  that  he  has  now  adopted  are  as 
follows : 

(1)  H.  R.  6635,  into  which  he  proposes 
to  incorporate  his  National  Medical  Service 
Amendment,  stated  above,  has  already 
passed  the  House  of  Representatives  and  is 
now  pending  before  the  Committee  on  Fi- 
nance of  the  Senate.  That  committee  did 
not  participate  in  the  hearings  on  Senator 
Wagner’s  Health  Bill,  S.  1620,  and  has  no 
convenient  access  now  to  the  evidence  given 
before  the  Senate  Committee  on  Education 
and  Labor  when  that  bill  was  under  con- 
sideration by  that  committee,  since  that  evi- 
dence has  not  yet  been  published.  In  view 
of  the  pressure  for  an  early  adjournment 
of  Congress,  it  is  hardly  possible  that  the 
Senate  Committee  on  Finance  will  hold 
hearings  on  its  own  account  on  Senator 
Wagner’s  National  Medical  Service  Amend- 
ment. If  it  acts  on  that  amendment,  which 
it  may  or  may  not  do,  it  may  have  to  with- 
out full  knowledge  of  the  situation.  If 
without  action  by  the  committee,  Senator 
Wagner  offers  his  amendments  on  the  floor 
of  the  Senate,  the  committee  and  the  sev- 
eral members  of  it  will  obviously  be  at  a 
disadvantage  in  debating  the  subject  with 
Senator  Wagner,  who  not  only  has  given 
extensive  personal  consideration  to  the  mat- 
ter, but  who  has  at  his  immediate  command 
the  various  officers  of  the  federal  govern- 
ment who  seem  to  be  interested  in  the  es- 


tablishment of  such  a service  as  Senator 
Wagner  proposes. 

(2)  If  H.  R.  6635,  with  Senator  Wag- 
ner’s National  Medical  Service  Amendment  * 
incorporated  in  it,  is  enacted  by  the  Senate 
and  returned  to  the  House  of  Representa- 
tives, the  House,  in  view  of  the  pressure 
now  being  brought  for  an  early  adjourn- 
ment, will  have  scant  time  in  which  to  study 
the  new  legislation.  H.  R.  6635,  into  which 
Senator  Wagner  proposes  to  incorporate  his 
National  Medical  Service  Amendment,  deals 
primarily  with  old  age  and  unemployment 
benefits.  It  was  formulated  by  the  Com- 
mittee on  Ways  and  Means  of  the  House  of 
Representatives  after  prolonged  hearings, 
from  which  discussion  and  consideration  of 
the  health  and  medical  aspects  of  the  Social 
Security  Act  were  excluded.  On  the  return 
of  the  amended  bill,  the  House  might  either 
vote  to  accept  the  Senate  amendments  or 
refer  the  entire  bill  to  a Conference  Com- 
mittee. Such  a committee  is  made  up  of 
Senators  and  Representatives  especially  ap- 
pointed for  that  purpose.  Its  deliberations 
are  in  executive  session  and  its  report  is  \ 
privileged  and  not  open  for  amendment. 
Because  of  those  facts  and  because  of  the 
probably  more  extensive  acquaintance  that  j 
the  Senatorial  members  of  such  a commit- 
tee would  have  with  the  subject  matter  of 
Senator  Wagner’s  National  Medical  Service 
Amendment,  because  of  the  consideration 
given  to  it  in  the  Senate  Committee  on  Edu- 
cation and  Labor  and  possibly  on  the  floor 
of  the  Senate,  their  views  might  carry 
greater  weight  than  those  of  the  conferees 
from  the  House  of  Representatives,  who 
had  had  no  time  to  consider  the  subject. 

IV 

In  Senator  Wagner’s  Health  Bill,  S. 
1620,  it  is  proposed  that  the  Social  Security 
Board  be  authorized  to  cooperate  with  the 
several  states  in  establishing  state  medical 
services.  Such  authority  carries  with  it 
authority  on  the  part  of  the  Board  to  deter- 
mine  whether  any  proposed  state  medical 
service  is  or  is  not  satisfactory.  If  the 
Social  Security  Board  determines  that  it  is 
not  satisfactory,  then  the  state  is  not  to 
receive  federal  aid.  If  federal  aid  is  grant- 
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ed,  and  if  at  any  time  the  Social  Security 
Board  determines  that  the  operations  of  the 
state  service  are  not  in  accordance  with  the 
agreed  plan,  federal  aid  may  be  withdrawn. 
Obviously,  under  such  legislation  the  Social 
Security  Board  might  easily  impose  on  the 
several  states  any  form  of  state  medical 
service  that  it  favored,  under  penalty  of 
denial  of  federal  financial  aid  if  the  state 
set  up  a service  of  which  the  Board  did  not 
approve. 

Under  the  national  medical  service  pro- 
posed by  Senator  Wagner’s  amendment,  the 
Board  would  be  in  supreme  control  through- 
out the  states.  The  states  would  have  no 
voice  in  the  management  of  the  proposed 
service.  Neither  would  they  be  called  on 
to  pay  any  part  of  the  cost.  An  examina- 
tion of  Section  202  (d) , proposed  as  an 
amendment  by  Senator  Wagner,  gives  some 
idea  of  the  extent  of  the  service  proposed. 
The  amount  to  be  expended  for  the  main- 
tenance of  such  services,  as  stated  in  the 
amendment  itself,  is  vague,  and  whether  it 
would,  even  under  the  most  favorable  con- 
ditions, cover  the  cost  of  an  effective  serv- 
ice, no  one  can  tell.  If  it  does  not,  Con- 
gress might  be  called  on  to  authorize  larger 
expenditures,  or  the  medical  corps  through- 
out the  country  might  be  called  on  to  render 
all  necessary  services  for  whatever  amount 
might  be  available. 

V 

Senator  Wagner’s  proposed  amendment 
to  H.  R.  6635  would  set  up,  if  enacted,  a 
national  medical  service  for  the  benefit  of 
a limited  group  of  employees  of  private  in- 
dustry throughout  the  entire  United  States. 
Excluded  from  the  hypothetical  benefits  of 
that  service  would  be  farmers  and  farm 
labor,  domestic  service,  professional  men 
and  women,  and  a multitude  of  persons  en- 
gaged in  commerce,  the  arts,  and  trades  on 
their  own  account.  And  yet  the  expenses 
of  the  service  are  apparently  to  be  paid  out 
of  the  general  revenues  of  the  country,  to 
which  every  inhabitant  contributes,  either 
directly  as  a taxpayer  or  indirectly  as  a con- 
sumer. It  requires  no  depth  of  insight  to 
see  that  a revolutionary  project  of  this  kind 


requires  more  study  and  consideration  than 
it  can  receive  as  a newly-proposed  amend- 
ment to  a lengthy  bill,  of  which  it  is  not  an 
essential  feature,  within  the  few  days  that 
now  remain  before  the  adjournment  of 
Congress. 

The  Wagner  National  Medical  Service 
amendment  to  H.  R.  6635  should  be  opposed. 

Wm.  C.  Woodward, 

Legislative  Counsel. 

Exhibit  A 

Primary  Disability  Benefits 
Section  202  (d)  Every  individual  who 
(1)  has  attained  the  age  of  eighteen,  but 
has  not  attained  the  age  of  sixty-five,  (2) 
has  filed  application  for  primary  disability 
benefits,  (3)  at  the  time  of  filing  application 
and  after  December  31,  1940,  was  disabled 
(as  defined  in  section  210  (m) ) , (4)  has 
been  currently  disabled  for  not  less  than  six 
consecutive  calendar  months,  and  (5)  at  the 
time  of  filing  application  was  a fully  and 
currently  insured  individual,  shall  be  en- 
titled to  receive  a primary  disability  benefit 
as  defined  in  section  210  (f ) for  each  month 
beginning  with  the  month  in  which  such 
individual  becomes  so  entitled  to  such  dis- 
ability benefit,  and  ending  with  the  month 
immediately  preceding  the  first  month  in 
which  any  of  the  following  occurs : He 
ceases  to  be  disabled,  attains  the  age  of 
sixty-five,  or  dies. 

Child's  Disability  Benefits 
Section  202  (e)  (1)  Every  child  (as  de- 
fined in  section  210  (1))  of  an  individual 
entitled  to  primary  disability  benefits,  if 
such  child  (A)  has  filed  application  for 
child’s  disability  benefits,  (B)  at  the  time 
such  application  was  filed  was  unmarried 
and  had  not  attained  the  age  of  eighteen, 
(C)  was  dependent  upon  such  individual  at 
the  time  such  application  was  filed,  and  (D) 
is  not  entitled  to  receive  child’s  insurance 
benefits  under  subsection  (c),  or  is  entitled 
to  receive  such  child’s  insurance  benefits, 
each  of  which  is  less  than  one-half  of  a pri- 
mary disability  benefit  of  such  individual 
(as  that  may  be  reduced  pursuant  to  sec- 
tion 210  (f)),  shall  be  entitled  to  receive  a 
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child’s  disability  benefit  for  each  month, 
beginning  with  the  month  in  which  such 
child  becomes  so  entitled  to  such  disability 
benefits  and  ending  with  the  month  imme- 
diately preceding  the  first  month  in  which 
any  of  the  following  occurs : Such  child  dies, 
marries,  is  adopted,  attains  the  age  of  eight- 
een, becomes  entitled  to  receive  a child’s 
insurance  benefit  under  subsection  (c) 
which  is  equal  to  or  greater  than  one-half 
of  a primary  disability  benefit  of  such  in- 
dividual (as  that  may  be  reduced  pursuant 
to  section  210  (f)),  or  such  individual 
ceases  to  be  entitled  to  primary  disability 
benefits. 

(2)  Such  child’s  disability  benefit  for 
each  month  shall  be  equal  to  one-half  of  a 
primary  disability  benefit  of  such  individual 
(as  that  may  be  reduced  pursuant  to  section 
210  (f)),  except  that,  if  such  child  is  en- 
titled to  receive  a child’s  insurance  benefit 
for  any  month,  such  child’s  disability  bene- 
fit for  such  month  shall  be  reduced  by  an 
amount  equal  to  such  child’s  insurance 
benefit  for  such  month.  When  there  is 
more  than  one  such  individual  with  respect 
to  whose  wages  the  child  is  entitled  to  re- 
ceive a child’s  disability  benefit  for  a month, 
such  benefit  shall  be  equal  to  one-half  of 
whichever  primary  disability  benefit  is 
greatest  (as  it  may  be  reduced  pursuant  to 
section  210  (f) ) . 

(3)  The  dependency  of  a child  for  the 
purposes  of  this  subsection  shall  be  deter- 
mined in  the  same  manner  as  is  provided  in 
subsection  (c)  of  this  section  for  the  pur- 
pose of  determining  the  dependency  of  a 
child  upon  a living  parent  under  that  sub- 
section. 


DEATHS 


Dr.  W.  T.  Sharpe 

Dr.  W.  T.  Sharpe,  Farmington;  Univer- 
sity of  Nashville,  Medical  Department, 
1889;  aged  seventy-two;  died  June  18. 


Dr.  Oliver  W.  Hill,  Sr. 

Dr.  Oliver  W.  Hill,  Sr.,  Knoxville;  Uni- 
versity of  Tennessee,  College  of  Medicine, 
1907;  aged  fifty-seven;  died  June  21. 
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Dr.  Perry  Bromberg 
Dr.  Perry  Bromberg,  Nashville;  Univer- 
sity of  Tennessee,  College  of  Medicine, 
1895;  aged  sixty-four;  died  suddenly  on 
July  4. 


RESOLUTIONS 


Dr.  Perry  Bromberg 
No  ordinary  duty  comes  to  the  Memorial 
Committee  of  the  Nashville  Academy  of 
Medicine  in  recording  the  death  of  Dr. 
Perry  Bromberg.  For  more  than  forty 
years  Dr.  Bromberg  had  been  one  of  us, 
taking  active  part  in  all  the  varied  work 
of  our  organization  and  serving  both  as  its 
secretary  and  its  president.  The  academy 
takes  pleasure  in  acknowledging  its  debt 
to  him  and  points  with  genuine  pride  to 
his  services  as  a surgeon  in  this  community. 
As  a teacher  in  the  University  of  Tennessee 
and  later  in  Vanderbilt  University,  Dr. 
Bromberg  set  a standard  of  sane  and  de- 
pendable instruction  to  oncoming  physi- 
cians that  has  had  few  equals.  All  over  the 
Southland  there  arises  a sense  of  great  loss 
in  his  parting. 

We  present  to  his  widow  and  to  other 
members  of  his  family  our  heartfelt  con- 
dolence. 

Nashville  Academy  of  Medicine, 
Memorial  Committee. 


Memento  Resolutions  for  Dr.  Oliver 
W.  Hill 

The  following  resolutions  were  passed  by 
the  Judicial  Council  of  the  Knox  County 
Medical  Society  which  acts  for  the  society 
when  same  is  not  in  session.  Same  goes 
down  on  the  minutes  of  the  society  as  ac- 
tion of  the  society,  and  a page  of  the  minute 
book  with  said  resolutions  shall  always  be 
kept  in  the  archives  of  the  society  as  a 
permanent  memorial  to  Oliver  W.  Hill, 
M.D.,  Sr.: 

“Dr.  Oliver  W.  Hill,  Sr.,  M.D.,  died  June 
21,  1939.  He  had  been  a member  of  the 
Knox  County  Medical  Society  for  twenty- 
nine  years,  specializing  in  pediatrics,  and 
being  the  first  doctor  in  Knoxville  who  did 
that  kind  of  work  only.  He  was  a faithful 


July,  1939 


NEWS  NOTES  AND  COMMENTS— WOMAN’S  AUXILIARY 


253 


member,  as  his  attendance  record  shows, 
and  was  always  ready  to  contribute  scien- 
tifically to  the  society.  He  always  read  a 
paper  when  called  on  and  gladly  helped  out 
when  some  one  could  not  get  their  paper 
ready.  He  was  always  ready  to  do  his  part 
financially.  He  was  a real  medical  society 
doctor  and  loved  his  medical  society  and 
said  many  times  “ The  local  Medical  Society 
is  the  backbone  of  organized  medicine.”  Dr. 
Hill  was  a home-loving  man,  a good  doctor, 
and  a Christian  gentleman. 

“Therefore  Be  It  Resolved,  That  the  Knox 
County  Medical  Society  accepts  the  going 
of  Dr.  Oliver  W.  Hill,  Sr.,  as  a great  loss 
to  the  society,  and  to  the  medical  profession 
of  our  entire  United  States,  and  may  Christ 
the  Great  Physician  put  his  arm  of  love 
and  comfort  around  Dr.  Hill’s  good  family. 

“Submitted  with  a feeling  of  humility 
and  reverence. 

Sincerely, 

“Robert  S.  Leach,  M.D.,  President. 

“Jesse  C.  Hill,  M.D.,  Secretary.” 
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The  third  circuit  of  the  postgraduate 
course  in  pediatrics  sponsored  by  the  Ten- 
nessee State  Medical  Association  is  being 
organized  in  the  following  centers  and  lec- 
tures will  begin  on  the  dates  and  hours  spec- 
ified at  the  locations  named : 

Bristol — Monday,  8:30  P.M.,  July  17,  at 
King’s  Mountain  Hospital. 

Kingsport — Tuesday,  8:00  P.M.,  July  18, 
at  Holston  Valley  Community  Hospital. 
Greeneville — Wednesday,  7 :30  P.M.,  July 

19,  in  County  Court  Room. 

Johnson  City — Thursday,  7 :30  P.M.,  July 

20,  in  American  Legion  Hut. 

Elizabethton — Friday,  7 :30  P.M.,  July 

21,  at  County  Health  Department. 

Lectures  will  be  given  at  the  same  hour 

and  same  day  of  week  in  each  center  for  ten 
weeks.  The  instructor,  Dr.  Willis  H. 
Thompson,  will  first  discuss  at  each  meet- 
ing the  subjects  given  in  the  outline  of  lec- 
tures. Following  this  will  be  a clinical  dem- 
onstration where  cases  are  supplied,  and 
round-table  discussions  of  pediatric  prob- 


lems not  included  in  the  outline  of  lectures 
when  requested  by  those  enrolled. 

The  interest  shown  in  the  course  in  this 
area  has  been  most  gratifying,  as  there 
has  been  an  advance  enrollment  of  seventy- 
two  doctors  in  these  centers. 


WOMAN'S  AUXILIARY 


President Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

Rutherford  County 

The  Woman’s  Auxiliary  to  Stones  River 
Academy  of  Medicine  met  on  May  19  for  a 
luncheon  meeting  at  the  home  of  Mrs.  J.  A 
Scott,  with  Mrs.  M.  B.  McCrary  and  Mrs 
H.  H.  Hudson  as  associate  hostesses. 

Mrs.  H.  H.  Hudson  was  installed  as  presi 
dent  of  the  Woman’s  Auxiliary  of  the 
Stones  River  Academy  of  Medicine.  Com- 
mittees announced  by  Mrs.  Hudson  for  the 
coming  year  were:  Mrs.  John  Cason  and 
Mrs.  W.  T.  Robison,  program;  Mrs.  J.  R. 
Gott  and  Mrs.  T.  J.  Bratton  of  Woodbury, 
telephone;  Mrs.  W.  V.  Sanford,  public  re- 
lations ; Miss  Mary  Hall,  public  health ; Mrs. 
W.  K.  Tilley,  Hygeia  Magazine;  Mrs.  M.  B. 
McCrary  and  Mrs.  B.  W.  Rawlins,  public 
relations;  Mrs.  Annie  Youree,  historian; 
Mrs.  J.  F.  Adams  and  Mrs.  T.  M.  Smoot, 
exhibits;  Mrs.  Black,  hospitality. 

Mrs.  Cason  was  appointed  chairman  of 
the  Cancer  Control  Drive  for  the  counties 
of  Rutherford  and  Cannon.  The  address  of 
the  afternoon  was  given  by  J.  P.  Kranz, 
executive  secretary  of  the  Tennessee  Tuber- 
culosis Association. 

The  speaker  stated  that  the  death  rate 
has  dropped  since  1933  due  largely  to  the 
use  of  pneumothorax  in  the  treatment  of 
the  disease.  The  great  need,  he  said,  is  to 
get  patients  to  the  medical  centers  and  hos- 
pitals for  treatment.  Many  hospitals,  such 
as  the  Rutherford  Hospital,  have  set  side 
wings  for  tuberculosis  patients,  while  oth- 
ers have  provided  annexes  and  small  “rooms 
on  wheels.” 
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Rutherford  County  now  has  240  living 
tuberculosis  patients  with  no  hospitaliza- 
tion provided,  said  Mr.  Kranz.  One  out  of 
every  eleven  deaths  in  the  county  in  1936 
was  due  to  this  disease. 

The  speaker  added  that  “Rutherford 
County  is  fortunate  in  having  a hospital 
where  pneumothorax  treatment  is  provided 
and  a staff  of  trained  doctors.  Only  a few 
counties  in  the  state  have  the  new  treat- 
ment.” 

Mrs.  Cecil  Elrod,  president  of  the  Wom- 
an’s Auxiliary  to  Rutherford  Hospital, 
which  annually  sponsors  the  antitubercu- 
losis drive  in  Rutherford  County,  was  a 
guest,  as  were  five  members  of  the  Lincoln 
County  Auxiliary. 

A musical  program  was  given  by  Mrs. 
E.  T.  Briney,  violinist,  and  Mrs.  T.  W. 
Fisher,  vocalist,  accompanied  by  Mrs. 
Harry  Gannaway. 

Miss  Betty  Caldwell  entertained  with 
dancing,  accompanied  by  Miss  Carol  Hass 
of  Tennessee  College. 

Mrs.  McCrary,  as  retiring  president,  pre- 
sided. 

Luncheon  was  served  at  one  o’clock  from 
the  dining-room  table  by  Mrs.  W.  V.  San- 
ford and  Mrs.  John  Cason. 

Decorative  note  was  an  heirloom  crystal 
bowl  filled  with  white  petunias  and  blue 
cornflowers. 

Quantities  of  spring  flowers  adorned  the 
reception  suite. 


Davidson  County 

The  Woman’s  Auxiliary  to  the  Academy 
of  Medicine  and  Davidson  County  Medical 
Society  entertained  Friday  evening  at  a pic- 
nic in  honor  of  “Doctors’  Day.”  Members, 
their  husbands,  and  guests  had  supper  at 
the  home  of  Dr.  and  Mrs.  Cleo  Miller  on 
Shelton  Avenue  at  6:30  o’clock.  Mrs.  Mil- 
ler served  as  hospitality  chairman  for  the 
organization. 

She  was  assisted  in  entertaining  by  Mrs. 
George  Holcomb,  Mrs.  J.  H.  Litterer,  Mrs. 
R.  Z.  Linney,  Mrs.  J.  Harvill  Hite,  Mrs. 
Bruce  P’Pool,  and  Mrs.  A.  L.  Erwin. 

Installation  of  officers  took  place,  con- 
ducted by  Mrs.  Matt  B.  Murfree  of  Mur- 


freesboro, who  serves  as  president  of  the 
Woman’s  Auxiliary  to  the  State  Medical  As- 
sociation. Those  installed  were  Mrs.  Joe 
Travenick,  president;  Mrs.  T.  G.  Pollard, 
vice-president;  Mrs.  T.  F.  Frist,  recording 
secretary;  Mrs.  George  Holcomb,  corre- 
sponding secretary;  Mrs.  Ruben  Gayden, 
treasurer;  and  Mrs.  J.  T.  Hayes,  historian. 

The  following  chairmen  for  the  year  were 
announced : Birthday  party,  Mrs.  R.  Z.  Lin- 
ney; finances,  Mrs.  Hollis  Johnson;  Girl 
Scouts,  Mrs.  J.  T.  Hayes;  hospitality,  Mrs. 
W.  R.  Cate;  immediate  past  president,  Mrs. 
Oscar  Nelson ; legislation,  Mrs.  W.  0.  Tir- 
rell,  Jr. ; membership,  Mrs.  Hamilton  Gay- 
den; philanthropic,  Mrs.  Fowler  Holla- 
baugh ; picnic,  Mrs.  Hershel  Ezell ; program, 
Mrs.  Cleo  Miller ; public  relations,  Mrs. 
Theodore  Morford;  revisions,  Mrs.  H.  B. 
Brackin ; visiting,  Mrs.  Horace  Gayden ; 
ways  and  means,  Mrs.  Carl  McMurray ; 
yearbook,  Mrs.  B.  F.  Byrd. 

Following  the  program  a movie  was 
shown  on  the  lawn.  Out-of-town  guests 
present  were:  Dr.  Matt  B.  Murfree,  Dr.  and 
Mrs.  Robert  Odom  of  Fayetteville,  and  Mrs. 
E.  W.  Adair  of  Springfield. 
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Greene  County: 

The  Greene  County  Medical  Society  met 
at  the  Andrew  Johnson  Clubhouse,  Tues- 
day, July  4. 

Dr.  Hal  Henard  presented  a paper  on 
“Hysteria.”  Dr.  L.  E.  Coolidge  opened  the 
discussion. 

Dr.  J.  T.  Campbell  presented  a paper  on 
“Ectopic  Pregnancy.” 

The  following  members  were  present : 
Drs.  M.  A.  Blanton,  L.  E.  Dyer,  H.  W.  Fox, 
R.  B.  Gibson,  Hal  Henard,  L.  E.  Coolidge, 
J.  E.  Kite,  W.  T.  Mathes,  H.  B.  Anderson, 
and  I.  E.  Phillips.  There  were  two  visitors : 
Dr.  R.  H.  Miller,  associate  professor  of 
anatomy,  University  of  Tennessee  Medical 
School,  Memphis,  and  Dr.  W.  G.  Justis  of 
Bulls  Gap. 

(Signed)  I.  E.  Phillips,  Secretary. 
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Hamilton  County: 

June  1 — “The  Progress  of  Cancer  Re- 
search and  Treatment,”  by  Dr.  S.  S.  March- 
banks. 

July  6 — “Splenomegaly:  Cause  and 

Treatment,”  by  Dr.  C.  R.  Thomas. 


Hardin,  Lawrence,  Lewis,  Perry  and 

Wayne  Counties: 

The  Five-County  Medical  Society  met  in 
Waynesboro  on  June  27.  The  following  pa- 
pers were  read : 

“The  Management  of  the  More  Common 
External  Diseases  of  the  Eye,”  by  Dr.  Fow- 
ler Hollabaugh,  Nashville. 

“The  Conservative  Treatment  of  Gall- 
Bladder  Disease,”  by  Dr.  A.  A.  Jackson, 
Florence,  Alabama. 

“Injuries  of  the  Chest,”  by  Dr.  Murray 
B.  Davis,  Nashville. 

The  next  meeting  will  be  held  at  Natural 
Bridge  on  July  25. 


Robei'tson  County: 

The  regular  monthly  meeting  was  held 
on  June  20.  Dr.  J.  S.  Hawkins,  Springfield, 
read  a paper  on  “Toxemias  of  Pregnancy,” 
which  was  later  turned  into  a round-table 
discussion. 

The  doctors  in  attendance  were  W.  L. 
Gossett,  C.  M.  Banks,  R.  D.  Moore,  A.  R. 
Kempf,  W.  P.  Stone,  W.  W.  Winters,  B.  B. 
Sory,  and  W.  F.  Fyke. 

Dr.  Robert  Sory  of  West  Palm  Beach, 
Florida,  was  a guest  of  the  society. 

The  next  meeting  will  be  held  Tuesday 
evening,  July  18,  at  6:30  o’clock,  when  Dr. 
B.  B.  Sory  will  be  host  to  an  old-fashioned 
barbecue  at  his  home  in  Cedar  Hill. 
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At  the  closing  session  of  the  forty-fifth 
annual  meeting  of  the  Upper  Cumberland 
Medical  Society,  held  in  Cookeville,  June 
13  and  14,  Dr.  A.  H.  Crouch  of  Forbus  was 
elected  president ; Dr.  E.  D.  Gross,  of  Chest- 
nut Mound,  first  vice-president;  Dr.  Lex 
Dyer,  of  Cookeville,  second  vice-president; 
Dr.  0.  Reed  Hill,  of  Lebanon,  third  vice- 


president ; and  Dr.  L.  M.  Freeman,  of  Gran- 
ville, secretary-treasurer. 

Cookeville  was  chosen  as  the  1940  meet- 
ing place  of  the  society. 
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DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Colon  Bacillus  Infection  of  the  Skin:  Report  of  a Case 
Involving  the  Hand.  H.  Ford  Anderson,  M.D.  Wash- 
ington, District  of  Columbia,  Southern  Medical  Jour- 
nal, June,  1939. 

The  author  reports  a case  of  a white  male,  age 
forty-six,  who  was  injured  on  his  hand  December 
27,  1936.  The  abrasion  was  on  the  back  of  the  left 
hand  and  in  a few  days  a painful  nodule  developed 
at  the  site  of  the  injury. 

His  family  physician  opened  the  lesion  and  ap- 
plied antiseptics  locally.  The  original  lesion  per- 
sisted and  similar  nodules  appeared  in  a short  time. 
He  gradually  became  worse  and  was  referred  to 
the  author  February  2,  1937.  At  this  time  there 
was  a patch  4.5  by  2'.5  centimeters  over  the  back 
of  his  hand.  At  the  border  of  the  patch  were  five 
or  six  bluish  red  nodules,  varying  in  size  from 
about  five-tenths  centimeter  to  over  one  centimeter 
in  diameter.  They  were  rounded  in  contour  and 
extremely  painful  and  tender.  The  younger  nodules 
were  very  hard  and  indurated,  while  the  older  ones 
were  softer,  but  showed  no  definite  fluctuation. 
On  incision  a scanty,  thick,  viscid,  foul-odored, 
purulent,  sanguinous  fluid  exuded.  Within  this 
sharply-defined  border  of  nodules  was  a fungating, 
granulomatous  mass,  elevated  well  above  the  nor- 
mal skin  surface. 

The  picture  presented  was  clinically  different 
from  any  of  the  infectious  granulomata.  Repeated 
examinations  of  scrapings  and  abscess  fluid  for 
fungi  or  yeasts  were  entirely  negative.  There 
was  no  growth  on  Sabouraud’s  media.  On  agar 
plates  under  incubation,  the  smears  showed  a few 
colonies  of  streptococci  and  staphylococci  with 
numerous  colonies  of  colon  bacilli.  The  Wasser- 
mann  and  urine  tests  were  both  negatve. 

The  histopathology  was  that  of  a chronic,  non- 
specific infectious  granuloma. 

Treatment  was  instituted  with  lightly  filtered 
X-ray  at  weekly  intervals  and  K.  I.  by  mouth. 
Various  antiseptics  were  used  as  well  as  three  in- 
jections of  nicotinic  acid  at  weekly  intervals. 

The  patient  continued  to  get  worse.  Colon  bacil- 
lus vaccine  was  given  with  marked  local  and  sys- 
tematic reaction  even  with  very  small  dosage. 

On  April  20,  1937,  treatment  was  instituted  with 
mandelic  acid  and  undiluted  household  vinegar. 
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Improvement  was  sensational  from  this  point  and 
within  ten  days  the  lesion  had  practically  disap- 
peared. 

Periodic  checkups  over  the  past  year  have  re- 
vealed no  signs  of  recurrence. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 
Medical  Arts  Building,  Knoxville 


Water  Balance:  Edema  and  Dehydration — A Review  of 

Recent  Progress.  A.  Cantarow,  M.D.  International 

Clinics,  March,  1939. 

Normal  interchange  of  fluid  of  body  depend  on 
four  factors:  (1)  capillary  blood  pressure;  (2) 
colloid  osmotic  pressure  of  the  blood  plasma;  (3) 
the  relative  impermeability  of  the  capillary  wall 
to  protein  and  its  free  permeability  to  water  and 
most  electrolytes;  (4)  the  lymphatic  circulation. 
The  resistance  offered  by  the  tissues  to  the  accumu- 
lation of  fluid  is  of  some  importance. 

Capillary  blood  pressure  at  the  arterial  side  is 
about  thirty-five  millimeters  of  mercury  and  at 
the  venous  end  around  thirteen  millimeters.  As 
shown  by  Landis  the  pressure  is  variable  and  de- 
pends on  arteriolar  constriction  or  dilatation  and 
changes  in  venous  pressure.  Some  of  the  more 
common  forms  of  edema  dependent  on  increased 
capillary  pressure  are  congestive  heart  failure, 
thrombophlebitis,  external  pressure  on  veins,  heat, 
dependency,  and  vasodilatation.  Smirk,  Altschule, 
and  Blumgart  have  shown  the  absence  of  relation- 
ship of  increased  venous  pressure  and  edema  in 
mild  increases.  They  believe  other  factors  as  hypo- 
proteinemia,  poor  lymphatic  drainage,  increased 
capillary  permeability,  diminished  tissue  tension, 
high  chloride  intake,  high  fluid  intake. 

Increased  capillary  pressure  due  to  vasodilata- 
tion is  seldom  responsible,  of  itself,  for  the  produc- 
tion of  edema.  Heat  produces  peripheral  vaso- 
dilatation, raises  capillary  blood  pressure,  and 
through  dilatation  the  capillary  wall  area  for  filtra- 
tion is  increased.  Similarly  in  hypertensives  with 
mild  congestive  failure  edema  may  follow  hemi- 
plegia. 

Treatment  of  edema  to  be  successful  must  de- 
pend on  understanding  its  pathogenesis  and  if  pos- 
sible the  correction  of  the  underlying  abnormalities 
that  are  responsible.  Thus  unnecessary  measures 
may  be  avoided.  In  cases  of  hypoproteinemia  ele- 
vation of  the  plasma-protein  concentration  is  neces- 
sary. This  may  be  impossible  as  long  as  the 
factors  responsible  for  its  production  are  still  pres- 
ent. Agents  recommended  for  this  relief  are  high 
protein  diet,  blood  transfusions,  intravenous  injec- 
tion of  ascitic  fluid  and  intravenous  amino  acids. 
There  seems  to  be  no  advantage  of  giving  over  100 
grams  daily  of  protein  in  the  diet,  while  for  chil- 
dren 3.3  grams  per  kilogram  is  sufficient  regardless 
of  the  amount  lost  in  the  urine. 


Melnick  Cowgill  and  Burach  found  serum  protein 
was  slightly  superior  to  casein  and  lactalbumin  in 
promoting  regeneration  of  serum  protein,  but  of 
little  practical  significance.  A high  protein  diet  j 
is  by  no  means  always  successful  in  raising  blood  t 
proteins,  but  is  beneficial  in  malnutrition  and  in  I 
postoperative  nutritional  deprivation.  Correction 
of  blood  protein  deficiency  by  blood  or  serum  trans-  j ' 
fusion  is  impracticable  as  replacement  of  the  lost  ] 
albumin  would  require  around  3,000  cubic  centi-  1 
meters  of  whole  blood.  The  work  of  Elman  sug- 
gests that  amino  acids  injected  intravenously  in  1 
dogs  may  be  utilized  for  the  regeneration  of  plasma 
protein.  Acacia  solution  has  been  recommended  1 
by  Hartmann  and  Senn.  It  is  used  as  follows : five  1 
to  sixty  grams  of  a six  per  cent  solution  in  distilled  ‘j 
water  are  given  the  first  day  followed  by  twenty  1 
to  thirty  grams  daily  until  120  to  180  grams  have  I 
been  given.  Reactions  are  occasionally  seen,  but 
are  minimized  by  the  administration  of  amytal  or  1 
morphine.  Landis  believes  this  should  be  reserved 
for  cases  refractory  to  other  therapeutic  measures.  I 

Mercurial  diuretics  are  of  special  value  in  treat-  1 
ment  of  edema  of  congestive  heart  failure  and  may  1 
be  of  aid  in  nephrotic  types.  The  ones  most  com-  I 
monly  used  are  Salyrgan,  given  intravenously,  and  j 
Mercupurin  rectally.  The  value  of  each  is  en- 
hanced by  giving  ammonium  salts  previously  and 
depends  on  the  acidosis  produced.  Most  work  done  I 
seems  to  indicate  that  the  effect  of  the  mercurials  I 
is  due  chiefly  to  diminished  reabsorption  of  water  1 
in  the  renal  tubules.  There  seems  to  be  no  increase  1 
in  the  renal  blood  flow  and  no  consistent  proof  has  I 
been  offered  that  in  man  the  addition  of  a Xanthine 
causes  any  increase  in  filtration.  It  has  been  shown  | 
to  occur  in  experimental  animals.  The  following  1 
plan  is  suggested  for  lessening  possible  harm  from  I 
the  use  of  mercurials. 

1.  Salyrgan  is  used  only  when  rest,  digitalis,  and  j 
Xanthine  drugs  fail. 

2.  Mercurials  are  not  used  if  the  plasma-chloride 
concentration  and  plasma  C 02  combining  I 
power  are  low. 

3.  These  factors  and  blood  urea  nitrogen  are  I 
frequently  checked. 

4.  Salt  solution  is  given  if  plasma  chlorides  1 
fall,  and  alkalis  and  glucose  if  acidosis  is  I 
marked. 

5.  Excessive  diuresis  is  avoided  (over  5,000 
cubic  centimeters). 

Other  diuretic  measures  have  been  reviewed  by  I 
Keith  and  Hayman  as  digitalis,  Xanthine  group, 
acid-producing  salts,  hypertonic  dextrose  solution, 
and  urea.  Hayman  concludes  (1)  these  should 
be  regarded  only  as  aids  to  -other  therapeutic  pro- 
cedures, (2)  they  depend  on  an  adequate  blood  flow 
for  their  effectiveness,  (3)  urea  and  mercurials  are 
best  for  nephrotic  edema. 

Page  believes  the  best  diuretic  agent  is  urea, 
given  in  daily  doses  of  thirty  to  sixty  grams. 
Schultz  and  Collier  report  good  results  in  the 
nephrotic  edema  of  children  by  use  of  large  dose 
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of  alkaline  salts,  given  in  increasing  doses  until 
the  pH.  of  the  urine  is  seven  to  7.6  and  the  plasma 
bicarbonate  rises  to  normal  or  above. 

Benedetti  observes  that  hypoproteinemia  is  in- 
creased by  removal  of  large  amounts  of  ascitic 
fluid  in  portal  cirrhosis.  Cantarow  revealed  (1) 
a loss  of  from  six  to  twenty  grams  per  day  in  this 
condition,  (2)  the  serum  protein  concentration 
tended  to  diminish  immediately  following  paracen- 
tesis and  to  increase  subsequently  due  to  hemo- 
concentration,  (3)  average  chloride  loss  was  two 
to  six  grams  daily,  (4)  the  serum  potassium  con- 
centration increased  to  high  levels.  It  was  sug- 
gested this  disturbance  in  water  balance  and  elec- 
trolyte distribution  might  have  some  bearing  on 
the  toxic  manifestations. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Do  Eclampsia  and  Pre-Eclampsia  Cause  Permanent  Vas- 
cular Renal  Pathology?  Wm.  J.  Dieckmann  and  I. 
Brown.  American  Journal  of  Obstetrics  and  Gynecol- 
ogy, May,  1939,  Vol.  37,  p.  762. 

The  authors  in  this  communication  have  an- 
swered questions  in  regard  to  toxemia  that  text- 
books have  not  specifically  brought  out.  What  per- 
centage of  eclamptic  or  pre-eclamptic  patients  are 
likely  to  have  subsequent  vascular  renal  damage, 
a recurrence  of  the  toxemia,  a subsequent  normal 
pregnancy,  etc.?  This  is  an  endeavor  to  evaluate 
; various  reports  from  other  clinics  along  with  a 
detailed  report  from  the  University  of  Chicago  and 
the  Chicago  Lying-In  Hospital. 

This  study  of  eclampsia  shows  subsequent  preg- 
nancies will  be  normal  in  forty  per  cent  of  the 
cases  and  complicated  by  a recurrence  or  exacer- 
bation of  the  hypertension,  edema,  or  albuminuria 
in  forty  per  cent.  Less  than  ten  per  cent  will  have 
a recurrence  of  the  eclampsia.  Over  thirty-seven 
per  cent  of  the  patients  had  vascular  renal  dis- 
ease, indicated  usually  by  a hypertension. 

In  nonconvulsive  toxemia  of  pregnancy,  subse- 
quent pregnancies  will  be  normal  in  at  least  thirty 
per  cent  and  probably  forty  per  cent  of  the  cases, 
and  complicated  by  a recurrence  or  exacerbation 
of  the  hypertension,  edema  or  albuminuria  in  fifty 
to  seventy  per  cent.  Over  forty  per  cent  of  the 
patients  had  vascular  renal  disease,  evidenced  usu- 
ally by  a hypertension.  Renal  impairment  occurred 
in  two  per  cent.  Chronic  glomerulonephritis  was 
present  in  five-tenths  per  cent.  The  authors  believe 
that  true  eclampsia  and  pre-eclampsia  do  not  cause 
permanent  vascular  or  renal  damage  and  that  where 
such  damage  occurs,  either  the  condition  was  not 
eclampsia  or  pre-eclampsia  or  these  diseases  were 
superimposed  on  a patient  with  a predisposition 
to  hypertensive  arterial  disease.  Eclampsia  and 


pre-eclampsia  are  diseases  peculiar  to  pregnancy. 
They  rarely  occur  without  premonitory  signs  of 
excessive  or  too  rapid  gain  in  weight,  edema,  ab- 
normal increase  in  blood  pressure,  hypertension,  or 
proteinuria.  Either  disease  may  recur,  but  such  a 
repetition  should  always  suggest  vascular  renal 
disease. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Ocular  Infection  with  Gas  Bacillus:  Report  of  Cases. 

G.  Canon.  Archives  of  Ophthalmology,  June,  1939. 

Infection  of  the  eye  with  gas  bacillus  has  its 
original  focus  in  the  vitreous  and  muscles,  spread- 
ing to  the  fat  and  perimysium  to  a certain  extent. 
The  disease,  which  was  known  in  the  eighteenth 
century  and  was  observed  twice  by  Chaillous  in 
1904,  was  given  greater  consideration  during  the 
World  War.  Canon  adds  the  reports  of  six  cases 
of  ocular  infection  with  gas  bacillus  to  the  twenty- 
two  cases  described  in  the  ophthalmologic  literature 
of  the  world.  Characteristic  symptoms  were  pres- 
ent in  all  six  cases,  making  early  recognition  pos- 
sible. Perforation  of  the  globe  was  the  port  of 
entrance  in  each  case,  and  metallic  foreign  bodies 
caused  the  wound  in  all  but  one  of  the  cases  re- 
ported in  the  literature.  Sufficient  for  the  infec- 
tion in  some  instances  was  the  mere  fact  that  the 
piece  of  metal  came  in  contact  with  the  eye  with- 
out entering  the  globe.  The  first  symptoms  of 
severe  infection  developed  after  a short  period  of 
incubation  of  from  four  to  twenty-one  hours.  Com- 
plete panophthalmitis  was  manifest  after  about 
eighteen  to  forty-three  hours.  An  etiologic  symp- 
tom was  sanguinolent  or  lacquer-colored  discharge 
with  gas  bubbles  somewhere  within  the  eyeball. 
The  general  health  was  good  in  some  cases,  while 
in  others  the  picture  of  peritonitis  was  noted,  de- 
pending on  whether  a genuine  or  a mixed  infec- 
tion was  present.  The  disease  is  influenced  by 
geographic,  climatic,  and  seasonal  conditions.  It 
predominates  in  the  cold  season  during  the  months 
from  December  to  March.  Districts  with  heavy 
loam  are  more  favorable  for  the  gas  bacillus  than 
those  with  sandy  soil,  and  moist  weather  is  more 
favorable  than  dryness. 

Severe  general  infection  and  death  are  rare  com- 
plications in  ocular  infection  with  gas  bacillus, 
as  it  is  limited  to  the  eyeball.  Specimen  obtained 
by  enucleation  or  evisceration  showed  the  forma- 
tion of  a wide  vascular  zone  in  the  choroid  and 
copious  accumulation  of  bacilli  at  a certain  dis- 
tance from  the  blood  vessels.  Antigas-edema  serum 
acts  prophylactically  and  furthers  recovery. 
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PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Prophylaxis  of  Complications  of  Scarlet  Fever.  Paul 

M.  Hamilton,  M.D.,  and  Yoshye  Togasaki,  M.D. 

The  Journal  of  Pediatrics,  May,  1939. 

Previous  to  this  study  the  authors  had  observed 
that  thirty-three  per  cent  of  their  cases  of  scarlet 
fever  had  complications.  In  order  to  determine  the 
value  of  different  treatments  on  the  incidence  of 
complications  from  this  disease,  two  groups  of 
cases  were  compared.  One  group  was  treated  with 
pooled  human  convalescent  serum  and  a second 
group  was  treated  with  sulfanilamide.  The  pa- 
tients were  assigned  alternately  between  the  two 
groups  and  were  comparable  as  to  age  and  severity 
of  infection.  Nursing  care,  isolation,  and  suppor- 
tive treatment  were  identical  in  the  two  groups. 

In  the  first  group  one  dose  of  convalescent  serum 
was  given  intravenously,  the  size  of  the  dose  vary- 
ing from  forty  to  100  cubic  centimeters,  depending 
upon  the  size  of  the  patient  and  the  severity  of  the 
infection.  In  the  second  group  sulfanilamide  was 
given  by  mouth  every  four  hours  in  doses  to  make 
a total  of  fifteen  grains  per  twenty  pounds  body 
weight  in  twenty-four  hours.  After  three  days 
this  dose  was  reduced  to  two-thirds  the  original 
amount;  three  days  later  it  was  reduced  to  one- 
third  and  discontinued  three  days  later. 

In  the  serum-treated  group  the  rash,  fever,  and 
sore  throat  were  markedly  reduced  in  the  first 
twenty-four  hours  and  disappeared  usually  on  the 
second  day.  In  the  sulfanilamide  group  the  symp- 
toms abated  about  as  would  be  expected  in  an  un- 
treated case. 

There  were  348  cases  treated  with  serum,  14.3 
per  cent  of  whom  developed  complications.  Sul- 
fanilamide was  given  to  195  patients  and  10.3  per 
cent  had  complications.  These  figures  compare 
with  an  incidence  of  thirty-three  per  cent  compli- 
cations in  cases  treated  by  other  methods.  In  this 
series  cervical  adenitis  was  the  commonest  compli- 
cation, occurring  in  thirty  patients.  The  mortality 
rate  was  five-tenths  per  cent  as  compared  to  two 
per  cent  in  patients  treated  in  previous  periods. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


Annular  Shadows  in  the  Tuberculous  Lung  Treated  with 
Pneumothorax.  W.  A.  Zavod.  Am.  J.  R.  and  R.  T., 
Vol.  41,  No.  4,  p.  581,  April,  1939. 

For  many  years  the  roentgen  literature  con- 
tained many  discussions  as  to  the  origin  of  annular 
shadows  in  the  roentgen  films  of  lungs.  Some 
thought  they  were  caused  by  ulceration  and  rup- 
ture of  tuberculous  lungs,  with  resulting  localized 


pneumothorax  pockets.  Others  thought  they  rep- 
resented localized  areas  of  subacute  or  chronic  ■ 
pleurisy. 

Following  the  work  of  Arnell  in  1927,  and  the 
subsequent  work  of  Laurell,  Hayashi,  and  Kjaer- 
gaard,  it  has  become  well  established  that  annular  ' 
shadows  are  caused  by  emphysematous  bullae,  ' 
which  result  from  the  formation  of  a valvelike 
Arrangement,  which  permits  air  to  enter  the  em- 
physematous area  more  easily  than  it  can  leave 
it.  These  emphysematous  bullae  may  occur  in  < 
tuberculous  or  in  nontuberculous  lungs.  When  they  : 
do  occur  in  tuberculosis  cases,  they  may  in  time 
become  infected  with  tuberculous  bacilli  and  be- 
come converted  into  tuberculous  cavities. 

The  present  report  deals  with  two  cases  of  tu- 
berculosis, treated  with  pneumothorax,  who  had 
emphysematous  bullae.  The  bullae  did  not  inter- 
fere with  the  effectiveness  of  the  collapse  therapy, 
and  the  bullae  were  not  collapsed  by  the  pneumo- 
thorax. In  both  of  these  cases  bullae  appeared 
after  pneumothorax  was  started,  which  indicates 
they  were  not  tuberculous  in  origin.  On  deep  in- 
spiration and  roentgen  examination,  the  annular 
shadows  increased  in  size  noticeably,  which  elimi- 
nated the  possibility  that  these  shadows  were  pneu- 
mothorax pockets  or  pleural  rings. 

Conclusions 

1.  Large  annular  shadows  appearing  in  a roent- 
genogram of  a tuberculous  lung  after  collapse  by 
pneumothorax  in  cases  that  show  no  evidence  of 
progressive  disease  are  probably  emphysematous 
bullae,  not  tuberculous  cavities. 

2.  The  presence  of  emphysematous  bullae  in  a 
collapsed  lung  does  not  interfere  with  the  effective- 
ness of  pneumothorax,  when  such  treatment  is 
otherwise  possible. 

3.  A tuberculous  lung  in  which  bullae  appear 
after  collapse  by  pneumothorax  requires  no  other 
treatment  than  a collapsed  lung  with  similar  tu- 
berculous pathology  and  free  of  bullae. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson.  Jr.,  M.D. 
Medical  Building,  Knoxville 


Urologic  Hypertension — A Study  of  101  Cases.  Chauncy 
C.  Maher  and  Paul  H.  Wosika.  Journal  of  Urology, 
June,  1939. 

In  1840,  Bright  first  brought  before  the  profes- 
sion the  relation  between  urologic  conditions  and 
hypertension.  Sporadic  reports  have  appeared  in 
the  literature  since  that  time,  but  only  in  recent 
years  have  extensive  investigations  been  carried 
out  on  this  subject. 

This  report  covers  101  patients  who  present  both 
hypertension  and  urological  defects,  fifty-nine  be- 
ing male  and  forty-two  female.  The  ages  ranged 
from  twenty-one  to  eighty,  with  the  majority  be- 
tween forty  and  seventy. 
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The  cases  showed  a persistent  hypertension  as- 
sociated with  enlargement  of  the  heart.  The 
urological  conditions  were  those  of  obstruction, 
infection,  or  a combination  of  both.  Prostatic  ob- 
struction accounted  for  fifty-three  per  cent  of  the 
males.  Twenty-seven  of  the  patients  had  chronic 
pyelonephritis  and  complications.  Renal  calculi 
were  present  in  17.8  per  cent. 

The  pathogenesis  of  increased  blood  pressure 
and  cardiac  changes  in  urological  conditions  is  not 
clear.  The  urologic  group,  the  nephritic  group,  and 
the  experimental  group  of  hypertension,  all  prob- 
ably have  a decreased  blood  supply  to  the  kidneys 
with  hypertension  arising  as  a compensatory  phe- 
nomenon. 

The  association  of  hypertension  and  cardiac 
hypertrophy  with  urological  pathology  is  far  too 
frequent  to  be  a coincidence,  and  before  a patient 
with  hypertension  of  unknown  origin  is  classified, 
urological  conditions  should  be  ruled  out. 


BOOK  REVIEWS 


The  Patient  as  a Person.  G.  Canby  Robinson,  M.D., 
LL.D.,  ScD.  Lecturer  in  Medicine,  Johns  Hopkins 


University.  Published  by  The  Commonwealth  Fund, 

41  East  Fifty-Seventh  Street,  New  York.  440  pages. 

Cloth.  Price,  $3.00. 

“The  Patient  as  a Person”  is  Dr.  Robinson’s 
title  of  a book  designed  to  call  attention  to  the  sick 
individual,  or  rather  to  the  complaining  individual, 
as  a human  being — a being  exposed  to  the  various 
vicissitudes  of  life  that  may  in  one  way  or  another 
affect  his  reception  of  impulses. 

How  poverty  or  family  or  other  social  maladjust- 
ment or  mere  disappointment  may  upset  a man  or 
woman  is  known  to  us  all.  With  or  without  or- 
ganic disease  as  a legitimate  basis  there  are  many 
people  whose  symptoms  are  all  out  of  proportion 
to  what  we  can  find  by  physical  or  laboratory 
tests.  The  symptoms  are  chiefly  centered  around 
the  digestive  or  circulatory  functions,  but  easily 
take  in  headache,  fatigue,  insomnia,  and  others. 
The  book  is  a valuable  addition  to  the  much-neg- 
lected field  of  “The  Patient  Himself”  and  should 
have  wide  circulation.  Its  chief  value  lies  in  its 
excellent  selection  of  case  histories  bearing  on  the 
symptoms  referred  to.  In  fact,  the  case  reports 
constitute  an  informative  treatise  in  differential 
diagnosis,  but  calling  particular  attention  to  symp- 
toms of  functional  origin.  W.  H.  W. 
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PELLAGRA:  A DISCUSSION  OF  DIAGNOSIS  AND  TREATMENT  OF 
THE  CLINICAL  DISEASE  AND  THE  BORDERLINE  STATES* 


James  B.  McLester,  M.D.,  Birmingham,  Alabama 


IN  THE  rapidly  advancing  field  of  nutri- 
tion, pellagra  has  the  spotlight.  It  is 
an  old  disease,  but  only  now  does  it 
seem  that  continued  progress  is  being  made. 
The  first  step  was  its  description  204  years 
ago,  in  1735,  by  a Spaniard,  Casal.  For 
years  this  description  was  the  total  real  in- 
formation. Casal  suggested  that  it  was  a 
deficiency  disease,  but  for  almost  two  cen- 
turies authorities  thought  it  due  to  poison- 
ing from  spoiled  corn.  In  1915  and  1920, 
Goldberger  made  the  second  step  when  he 
showed  more  positively  that  it  was  a de- 
ficiency disease.  The  pellagra  preventive 
and  curative  quality  of  yeast  was  partially 
demonstrated,  but  in  spite  of  this  informa- 
tion, a tremendous  incidence  and  mortality 
continued.  Pellagra  remained  a real  prob- 
lem to  Southern  public  health,  comparable 
to  malaria  and  hookworm.  In  recent  years 
many  worth-while  investigations  have  given 
us  greater  hopes  of  controlling  the  disease. 
Such  progress  has  been  made  that  it  is 
interesting  to  review  the  present  status  of 
diagnosis,  treatment,  and  prevention  of  the 
disease.  I shall  also  add  a few  comments 
on  the  borderline  states. 

Pellagra  is  diagnosed  by  its  clinical  man- 
ifestations. The  skin  and  mouth  lesions  are 
characteristic  and  familiar  to  all  Southern 
physicians.  The  added  evidence  of  diar- 
rhea or  dementia  aids  the  diagnosis.  Ema- 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


ciation  or  neuritis  or  both  may  also  occur 
and  are  considered  to  be  part  of  the  clinical 
picture.  The  presence  of  all  of  these  mani- 
festations is  not  necessary,  but  the  more 
present,  the  surer  one  feels  of  the  diagnosis. 
With  better  methods  of  treatment,  and  more 
experience  from  our  study  of  the  disease, 
we  have  been  making  the  diagnosis  on 
fewer  signs  and  relying  on  the  therapeutic 
test  to  confirm  it.  We  now  diagnose  the 
disease  on  the  basis  of  characteristic  skin 
or  mouth  findings  alone  and  suspect  it  on 
the  basis  of  digestive  or  mental  symptoms. 
The  pellagrin  is  apt  to  have  porphyrin  and 
indican  in  his  urine  and  his  blood  cozymase 
level  is  usually  quite  low.  There  are  labora- 
tory tests  for  these  things,  but  the  results 
are  not  characteristic  and,  therefore,  they 
are  not  diagnostic.  They  are  helpful,  but 
no  positive  laboratory  methods  have  been 
developed.  The  addition  of  the  therapeutic 
test  has  been  the  only  recent  development 
in  diagnosis. 

The  great  advances  have  been  in  the  field 
of  treatment.  The  older  methods,  in  vogue 
from  Goldberger’s  paper  to  1935,  were  in- 
adequate. There  was  an  average  death  rate 
of  thirty  to  sixty  per  cent  of  severe  hospi- 
talized cases.  When  there  was  improve- 
ment, it  was  extremely  slow.  In  1935  and 
1936  and  earlier,  Spies  and  his  associates 
showed  that  severe  pellagra  could  be  re- 
lieved by  the  administration  of  extremely 
large  doses  of  liver  extracts  or  of  brewers 
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yeast.  They  were  given  supplementary  to 
a rather  full  diet,  very  high  in  calories,  pro- 
tein, and  pellagra  preventive  foods.  With 
almost  superhuman  efforts  on  the  part  of 
physicians  and  nurses,  rapid  and  more  fre- 
quent improvement  resulted.  Treatment 
was  effective,  but  it  required  individual  at- 
tention which  could  not  always  be  given 
and  therefore  results  were  better,  but  on 
the  whole  still  poor. 

Then,  in  1937,  came  what  is  perhaps  the 
greatest  step  forward  since  the  original  de- 
scription by  Casal : nicotinic  acid  would  re- 
lieve blacktongue,  the  pellagra  of  dogs. 
Without  loss  of  time  several  groups  showed 
this  to  be  equally  true  for  human  pellagra. 
With  nicotinic  acid,  all  is  changed.  Treat- 
ment is  easy,  the  results  graphic  and  sure. 

Immediate  treatment  consists  simply  in 
the  administration  of  large  amounts  of  nico- 
tinic acid.  We  usually  give  300  to  500  milli- 
grams daily  divided  into  100-milligram 
doses  spaced  evenly  throughout  the  day. 
Some  patients  cannot  tolerate  this  and  may 
develop  marked  burning  and  itching  of  the 
skin  which  usually  occurs  for  about  an  hour 
after  each  dose.  A smaller  individual  dose 
is  less  apt  to  produce  this,  particularly  if 
given  on  a full  stomach.  It  must  be  given 
more  frequently.  A few  patients  require 
a larger  daily  quantity.  These  are  not  al- 
ways the  worst  cases,  but  because  of 
urgency,  moribund  patients  are  given  100 
milligrams  hourly  until  ten  doses  or  1,000 
milligrams  have  been  given.  These  amounts 
are  repeated  daily  until  relief  results.  When 
the  largest  doses  are  given  they  are  subse- 
quently reduced  to  300  to  500  milligrams 
daily.  All  patients  are  carefully  watched 
for  evidence  of  recurrence.  On  return  of 
the  symptoms  the  dose  is  increased  until  it 
is  effective,  or  indicated  other  materials  are 
given  as  will  be  discussed  in  a moment. 

These  doses  are  given  by  mouth.  Even 
though  the  patient  is  vomiting,  there  will 
be  some  response,  but  in  the  latter  event 
the  drug  in  solution  is  given  into  the  muscle 
or  intravenously.  Nicotinic  acid  can  be 
boiled  without  harm.  For  intravenous  and 
intramuscular  use,  nicotinic  acid  is  put  into 
one-tenth  per  cent  solution  in  physiologic 
saline.  This  contains  one  milligram  to  the 


cubic  centimeter.  Not  over  twenty  milli- 
grams are  given  at  a time.  Ten  minutes 
is  taken  to  inject  this  amount  into  the  vein. 
This  should  not  be  repeated  oftener  than 
hourly.  With  larger  doses,  or  more  rapid 
or  frequent  administration,  there  will  be 
an  intensely  uncomfortable  skin  reaction. 
Parenteral  administration  is  repeated  hour- 
ly until  vomiting  stops  when  oral  adminis- 
tration is  begun. 

I have  spoken  only  of  nicotinic  acid. 
Nicotinic  acid  amide  and  sodium  nicotinate 
will  produce  equal  results.  The  diethyl 
amide  is  also  effective,  but  the  dosage  is 
much  larger.  It  is  available  in  twenty  per 
cent  solution  as  Cormaine  and  does  not  pro- 
duce the  unpleasant  skin  effects. 

On  this  regime,  without  other  treatment, 
the  results  are  very  striking : dementia 
clears,  usually  within  twenty-four  hours; 
mouth  symptoms  disappear  rapidly;  diar- 
rhea, vomiting,  and  other  digestive  symp- 
toms stop  fairly  promptly;  the  patient’s 
general  sense  of  well-being  shows  a remark- 
able improvement  and  the  moribund,  de- 
lirious patient  today  is  an  oriented  moder- 
ately ill  patient  tomorrow.  He  is  almost 
well  the  next  day.  Nothing  in  medicine  is 
as  dramatic. 

Skin  lesions  respond  less  well.  If  there 
is  only  an  erythema,  it  will  respond,  but 
more  slowly  than  the  other  symptoms. 
Where  the  skin  is  broken  and  there  is  sec- 
ondary infection,  local  treatment  is  re- 
quired. We  use  1:1000  potassium  perman- 
ganate soaks  and  wet  dressings. 

The  neuritis  associated  with  pellagra  is 
unaffected  by  nicotinic  acid  therapy.  If  the 
diet  remains  inadequate,  neuritis  will  occa- 
sionally develop  or  progress  in  spite  of  nic- 
otinic acid.  Neuritis  is  a symptom  of  beri- 
beri and  the  neuritis  of  pellagra  requires 
antiberiberi  treatment  for  its  relief.  We 
give  thiamin  hydrochloride,  that  is,  vitamin 
B,  in  3.33  milligram  doses  three  times  daily. 
This  is  an  effective  dose,  although  perhaps 
a larger  one  than  is  necessary  in  all  cases. 

It  has  been  demonstrated  that  some  pel- 
lagrins require  progressively  larger  and 
larger  doses  of  nicotinic  acid  to  prevent  the 
recurrence  of  symptoms.  There  is  evidence 
to  suggest  that  this  is  due  to  a deficiency 
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of  riboflavin  and  that  with  the  administra- 
tion of  this  vitamin  smaller  doses  of  nico- 
tinic acid  remain  effective.  We  have  treated 
I an  insufficient  number  of  cases  to  allow  the 
suggestion  of  a dose  of  this  material  or  de- 
scription of  the  subsequent  behavior  of  the 
patient  and  his  disease.  It  seems  though 
that  it  plays  a part  in  proper  treatment. 

Nicotinic  acid,  thiamin,  and  riboflavin 
supply  no  calories  and  the  emaciation  of 
pellagra  does  not,  therefore,  respond  to 
them.  On  nicotinic  acid  therapy,  however, 
the  appetite  usually  improves  so  that  the 
patient  is  more  willing  and  sometimes  even 
anxious  to  eat  a sufficient  number  of  cal- 
ories. 

As  one  sees  more  and  more  of  pellagra, 
one  is  forced  to  the  conclusion  that  admin- 
! istration  of  nicotinic  acid,  or  of  thiamin  or 
riboflavin  relieves  only  a dietary  deficiency 
of  the  administered  material.  Because  of 
j these  other  deficiencies  in  the  usual  pella- 
grin’s diet,  nicotinic  acid’s  greatest  useful- 
ness  comes  as  a supplement  to  a full  well- 
balanced  diet  which  should  be  given  in  all 
cases.  With  severer  cases  or  where  the 
diet  has  been  very  poor,  yeast  should  also 
be  given  as  it  is  rich  in  all  of  these  materials 
as  well  as  in  a good  quality  protein. 

Nicotinic  acid  has  been  called  a vitamin. 
Some  try  to  assign  to  it  the  fetter  G or  B2, 
but  another  substance,  at  one  time  thought 
to  be  the  sole  pellagra-preventive  vitamin 
has  been  called  by  these  letters.  They  seem 
fairly  firmly  attached  to  riboflavin.  Too, 
we  do  not  know  if  nicotinic  acid  is  the  vita- 
min or  if  it  is  some  closely  related  chemical 
substance.  In  keeping  with  the  trend  re- 
garding the  other  chemically  identified  vita- 
mins, we  prefer  to  call  this  material  simply 
by  its  chemical  name  and  thereby  avoid  con- 
fusion. Also  in  keeping  with  the  trend  of 
the  times,  we  are  discussing  and  prescribing 
these  materials  in  terms  of  milligrams  of 
the  crystalline  material  rather  than  in  terms 
of  units. 

In  a recent  paper,  Spies  and  his  associates 
showed  that  clinical  pellagra  could  be  pre- 
vented by  the  administration  of  nicotinic 
acid.  A series  of  173  patients  who  had  had 
the  disease  every  year  for  from  two  to  fif- 
teen years  received  the  drug  and  not  one 


developed  the  disease.  A control  group  of 
twenty-six  selected  on  exactly  the  same 
basis  did  not  take  the  drug  and  every  one 
of  them  that  could  be  followed  developed 
outspoken  pellagra.  It  is  interesting  that 
the  dosage  required  by  these  patients  was 
the  same  as  is  required  in  treatment  of  the 
outspoken  disease. 

In  reporting  these  cases  we  said  that  we 
had  prevented  pellagra.  Let’s  examine  that 
statement  critically.  We  did  prevent  out- 
spoken clinical  pellagra,  but  questions  arise : 
Did  we  rather  treat  subclinical  pellagra? 
Were  these  patients  well  between  their  year- 
ly attacks  of  pellagra  or  did  they  have  an 
unrecognizable  form  of  the  disease  ? In  the 
course  of  a developing  nicotinic  acid  defi- 
ciency, when  may  we  call  it  pellagra?  Are 
degrees  of  deficiency  that  are  inadequate  to 
produce  clinical  pellagra  productive  of 
symptoms?  I am  confident  that,  regardless 
of  what  we  call  it,  lesser  degrees  of  nico- 
tinic acid  deficiency  do  produce  symptoms. 
The  patients  in  our  preventive  series  did 
have  symptoms  that  were  relieved  by  nico- 
tinic acid,  but  they  did  not  have  diagnosable 
pellagra.  There  was  weakness,  general 
malaise,  and  a variety  of  digestive  symp- 
toms. Constipation  was  a frequent  com- 
plaint, and  it  too  was  often  corrected  with 
nicotinic  acid.  There  was  at  times  mild 
mental  or  emotional  imbalance. 

Spies  has  used  the  expressions,  “Chem- 
ical Pellagra,”  “Chemical  Nicotinic  Acid 
Deficiency,”  and  similar  terms  with  other 
vitamins.  These  were  intended  to  describe 
the  stage  when  the  patient  has  a vitamin 
deficiency  and  yet  has  no  clinical  evidence  of 
disease.  We  feel  that  this  stage  of  pellagra 
is  associated  with  symptoms  that  are  sug- 
gestive, but  not  sufficiently  characteristic  to 
justify  positive  diagnosis. 

Another  series  of  collected  cases  also 
suggested  this  conclusion.  In  gathering 
data  on  all  pellagrins  in  the  Hillman  Hos- 
pital in  Birmingham  during  the  years  1920 
through  1935,  it  was  noted  that  in  many 
cases  the  patient  had  been  in  the  hospital 
the  previous  year  with  the  diagnosis 
“psychoneurosis”  and  no  antipellagric 
treatment  given.  It  seems  probable  that 
they  had  a chemical  or  subclinical  nicotinic 
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acid  deficiency  the  previous  year  and  as  no 
cause  of  the  symptoms  was  recognized, 
they  were  improperly  put  into  the  “neuras- 
thenia wastebasket.” 

Thus,  pre-pellagrins,  subclinical  pella- 
grins, chemical  pellagrins,  that  is,  the  bor- 
derline cases,  do  present  symptoms  that  re- 
spond to  nicotinic  acid  therapy.  These 
symptoms  are  not  typical  as  they  might  also 
be  related  to  other  disease  processes.  There 
is  no  positive  laboratory  method  of  identify- 
ing them,  though  they  may  show  porphy- 
rinuria. They  are  recognized  by  suspicion 
and  therapeutic  test.  Many  of  these  pa- 
tients are  not  of  the  economic  class  in  which 
one  finds  most  pellagra.  Some  of  them  are 
financially  comfortable  or  even  wealthy,  but 
for  various  reasons  have  not  ingested  or 
absorbed  adequate  quantities  of  the  vitamin, 
and  yet  have  had  enough  to  prevent  clinical 
pellagra.  These  are  the  patients  that  pre- 
sent a problem  to  the  practicing  physician 
and  if  he  suspects  the  true  cause  give  him 
the  opportunity  to  make  a brilliant  cure. 

I shall  cite  a few  cases  briefly: 

A sixty-year-old  physician  had  chronic 
bronchitis,  asthma,  and  cardiac  failure.  He 
had  no  appetite,  had  a slightly  sore  tongue, 
had  lost  a great  deal  of  weight  and  weighed 
less  than  ninety  pounds.  He  was  quite  ill. 
No  signs  suggested  pellagra  directly,  but 
the  tongue,  the  poor  appetite,  and  the  weight 
loss  at  least  hinted.  On  nicotinic  acid  he 
developed  an  excellent  appetite,  felt  defi- 
nitely better,  and  began  to  gain  weight.  The 
tongue  was  no  longer  sore.  The  drug,  of 
course,  did  not  help  his  heart  or  lungs,  but 
the  general  outlook  and  prognosis  was  im- 
proved. 

A fifty-four-year-old  woman  had  widely 
assorted  unexplainable  pains  and  was  high- 
ly nervous,  as  she  described  it.  She  thought 
that  her  husband  was  unfaithful  and  threat- 
ened to  kill  him,  even  attempting  it  on  one 
occasion.  There  were  no  positive  physical 
findings  except  generalized  tenderness.  On 
thiamin  and  nicotinic  acid  the  pains  disap- 
peared and  she  realized  that  her  husband’s 
infidelity  was  delusional  on  her  part.  She 
became  emotionally  more  calm. 

A thirty-five-year-old  man  had  symptoms 
referable  to  his  stomach.  He  was  highly 


nervous  and  emotionally  inadequate  to  face 
any  problem  in  life.  He  had  probably  had 
a peptic  ulcer  in  the  past.  His  stomach 
emptied  extremely  rapid,  and  there  was  a 
high  gastric  acidity.  On  nicotinic  acid  he 
became  more  stable  emotionally  and  the  gas- 
tric symptoms  disappeared  for  a time. 
When  last  seen  his  symptoms  had  returned 
in  spite  of  increased  nicotinic  acid  dosage. 

A forty-year-old  woman  felt  perfectly 
well  and  had  no  discomforts,  but  she  com- 
plained of  the  color  of  her  tongue.  It  was 
somewhat  redder  than  normal  and  on  nico- 
tinic acid  it  resumed  the  normal  color. 

Did  these  patients  have  pellagra?  Yes 
and  no.  They  had  a nicotine  acid  deficiency 
which,  had  it  been  worse,  would  have  been 
or  become  pellagra.  In  each  of  these  pa- 
tients there  was  something  suspicious  but 
nothing  diagnostic.  In  other  similar  cases 
there  have  been  equally  good  results.  In 
a larger  number  there  has  been  no  response, 
perhaps  because  the  symptoms  have  had  an- 
other undetected  cause. 

Another  instance  of  borderline  deficiency 
disease,  where  nicotinic  acid  and  other  vita- 
min therapy  is  useful,  is  in  combatting  the 
complications  of  other  disease  processes.  In 
any  disease  where  there  is  prolonged  loss 
of  appetite,  inability  to  take  adequate  food, 
diarrhea,  vomiting  or  other  interference 
with  the  ingestion,  retention  or  absorption 
of  food,  clinical  or  subclinical  pellagra  may 
develop.  Many  patients  are  seen  whose  pel- 
lagra is  secondary  to  some  other  disease. 
The  pellagra  in  chronic  alcoholics  is  due  to 
failure  to  take  adequate  food.  Symptoms 
of  pellagra  may  occur  in  patients  who  have 
been  on  unusual  diets  because  of  fads,  fan- 
cies, or  the  ill  advice  of  a friend  or  of,  I am 
sorry  to  say,  some  physician. 

In  each  case  of  this  kind,  the  primary 
condition  can  be  treated  with  greater  suc- 
cess if  the  pellagra  is  also  treated.  There 
are  insufficient  cases  to  justify  positive 
statement,  but  it  seems  entirely  probable 
that  this  also  applies  where  there  is,  or  is 
suspected,  a subclinical  or  borderline  de- 
ficiency. It  is  our  feeling  that  nicotinic  acid 
or  other  vitamin  product  should  be  given  to 
any  patient  in  whom  such  deficiency  might 
justifiably  be  suspected. 
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In  the  treatment  of  subclinical  pellagra 
the  dosage  and  manner  of  administration  is 
the  same  as  with  outspoken  pellagra.  As 
the  pellagrin  may  also  have  a caloric,  ribo- 
flavin, and  thiamin  deficiency  so  might  these 
people  have  a multiple  subclinical  deficiency 
of  these  and  other  material.  Both  brewers’ 
yeast  and  the  various  less  highly  refined 
liver  extracts  have  fairly  high  contents  of 
both  thiamin  and  nicotinic  acid  as  well  as  a 
wide  variety  of  other  unidentified  sub- 
stances. It  has  been  our  observation  that 
these  materials  in  good  dosage  will  fre- 
quently give  a patient  a boost,  improve  his 
sense  of  well-being  and  make  him  feel  bet- 
ter in  general  when  nicotinic  acid  or  thiamin 
alone  or  together  are  ineffective.  It  is  often 
well,  therefore,  to  use  them  as  supplements 
to  other  treatment. 

What  symptoms  suggest  subclinical  pel- 
lagra? That  is  difficult  to  answer  as  the 
symptoms  are  manifold.  Weakness,  ma- 
laise, and  easy  fatigue  may  have  this  origin. 
So  also  might  almost  any  digestive  symp- 


tom, sore  mouth,  lack  of  appetite,  vomiting, 
abdominal  distress  of  almost  any  type,  but 
especially  a burning  sensation,  diarrhea,  or 
constipation.  Many  mental  symptoms  might 
originate  from  subclinical  pellagra. 

I neither  practice  nor  advise  the  treat- 
ment of  all  of  these  symptoms  with  nicotinic 
acid.  It  does  seem  appropriate  though  that 
the  possibility  of  deficiency  should  be  borne 
in  mind  and  when  no  other  origin  is  found, 
especially  when  there  is  an  abnormal  die- 
tary history,  that  nicotinic  acid  should  be 
tried.  It  is  not  a cure-all.  There  will  be 
many  failures,  but  many  otherwise  intrac- 
table complaints  will  respond  beautifully. 

There  is  much  about  pellagra  that  we  do 
not  know.  We  have  not  proven  its  cause. 
We  have  not  demonstrated  its  nature.  We 
do  not  understand  the  chemical  reasons  for 
its  response  to  nicotinic  acid.  The  field  is 
an  active  one  and  I believe  that  the  an- 
swers to  these  fundamental  questions  are 
nearer  now  than  they  have  ever  been  be- 
fore. It  is  an  extremely  interesting  disease. 
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METRAZOL  TREATMENT  OF  DEMENTIA  PRAECOX* 


H.  B.  Brackin,  M.D.,  Davidson  County  Hospital,  Nashville 


DEMENTIA  PRAECOX  or  schizophre- 
nia is  one  of  the  greatest  problems 
the  medical  profession  is  facing  to- 
day. At  least  fifty  per  cent,  if  not  more,  of 
the  permanent  population  of  the  institu- 
tions of  the  United  States  are  cases  of  de- 
mentia praecox,  and  there  are  430,000  beds 
in  these  institutions.  Besides  this  twenty 
to  twenty-five  per  cent  of  approximately 
100,000  admissions  each  year  are  cases  of 
dementia  praecox.  These  are  the  young 
men  and  women  of  our  country,  and  fre- 
quently the  ones  that  have  excelled  in  their 
classes.  Is  it  any  wonder  that  the  medical 
profession  grabs  quickly  at  anything  that 
may  remedy  this  condition?  Many  reme- 
dies have  been  tried  in  the  past  with  little 
results  since  the  etiology  is  unsettled  and 
the  pathology  unknown. 

In  July,  1935,  Ladislaus  von  Meduna1  of 
Budapest  published  the  results  of  his  ex- 
periments in  treating  dementia  praecox 
with  convulsive  drugs,  starting  with  cam- 
phor, but  later  finding  metrazol  to  be  the 
best  drug  for  such  treatment.  The  medical 
world  was  a little  slow  to  take  hold  of  this 
treatment,  as  they  were  in  the  throes  of 
excitement  over  another  new  treatment  for 
dementia  praecox,  “The  Insulin  Shock 
Treatment.”  However,  it  has  been  found 
that  metrazol  is  less  dangerous,  less  costly, 
and  less  time  consuming,  with  approximate- 
ly as  high  a rate  of  remissions,  hence  it  is 
beginning  to  be  used  in  this  country  in 
many  hospitals. 

Theories 

The  idea  of  treating  schizophrenics  by 
inducing  convulsions  was  based  upon  work 
done  by  Nyiro,  Jablonsky,  G.  Muller,  and 
A.  Glaus,2  all  of  whom  decided  that  epilepsy 
made  schizophrenia  less  likely  to  occur  or 
more  likely  to  have  remissions  in  the  small 
percentage  that  did  occur.  These  men  car- 
ried out  their  experiments  and  stopped,  but 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


Meduna  comes  along  later  and  decides  from 
their  experiments  that  there  is  a biological 
antagonism  between  epilepsy  and  dementia 
praecox,  and  sets  out  to  produce  the  epilep- 
tic seizure  in  the  schizophrenic  which  he 
found  he  could  do  best  by  the  use  of  metra- 
zol. 

Many  theories  besides  the  biological  an- 
tagonism have  been  brought  forward  to  ex- 
plain the  improvement  obtained  in  schizo- 
phrenia by  metrazol.  One  notable  theory  is 
by  Emerick  Freidman3  who  says,  “It  is  pos- 
sible to  think,  theoretically,  of  schizophrenia 
as  a correlate  of  sluggishness  of  general 
body  metabolism.  In  schizophrenia,  there 
might  be  (again  theoretically)  a physiologi- 
cal barrier  to  certain  associative  pathways, 
that  would  tend  to  become  more  and  more 
impenetrable  as  the  disease  progresses.  If, 
however,  a regime  were  set  up  that  would 
cause  a stimulation,  irritation,  of  the  whole 
central  nervous  system,  these  so-called  bar- 
riers might  be  broken  up,  allowing  proper 
thought  processes  to  emerge  and  take  their 
places  in  carrying  on  of  thought  volitional 
motor  activities.” 

Newdigate  M.  Owensby4  says  the  schizo- 
phrenic process  may  be  the  result  of  an 
oxygen  deficiency  in  the  cortical  cells  of  the 
cerebrum  caused  by  a vasospasm  or  vaso- 
constriction of  the  cerebral  vessels,  supply- 
ing the  cortex,  that  has  been  incited  by 
psychical  or  emotional  processes.  He  gives 
eight  reasons  for  establishing  this  hypothe- 
sis. Experiments  by  Lovenhart,  Lorenz, 
and  Waters,5  and  confirmed  by  Solomon, 
Kaufman,  and  D’Elseau6  showed  that  cata- 
tonics  that  inhaled  forty  per  cent  carbon 
dioxide  and  sixty  per  cent  oxygen  for  two  or 
three  minutes  became  quite  normal  in  re- 
sponses and  activity.  These  periods  of 
lucidity  average  fifteen  to  twenty-five 
minutes.  They  felt  that  this  method  which 
changed  the  conduct  promptly  was  by 
changing  the  physiology  of  the  brain,  and 
that  originally  a psychic  problem  led  to  a 
disorder  in  the  physiology.  In  these  cases 
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there  was  a loss  of  consciousness,  and  in 
some  cases  convulsive  like  movements  of 
some  muscles  occurred.  Gellhorn7  believes 
that  metrazol  benefits  mental  patients  be- 
cause it  is  a powerful  sympathetic  stimu- 
lant. Jackson8  says  the  sudden  rise  of  the 
systemic  blood  pressure  forces  open  the 
brain  capillaries  or  larger  cerebral  vessels 
increasing  the  flow  of  blood  through  the 
brain,  supplying  sufficient  oxygen  to  the 
cerebral  vessels  to  enable  them  to  carry  out 
their  function  which  has  been  depressed 
by  some  obstruction.  Angyal,  L.,9  states  that 
metrazol  owes  its  effect  to  vasoconstriction 
followed  by  vasodilatation  with  a selective 
; action  particularly  on  the  frontopolar  and 
| pre-frontal  regions,  hence  more  successful 
in  stuporous  states.  Himwich,  Bowman, 

: Fazekas,  and  Orenstein10  have  proved  by 
experiments  that  metrazol  produces  an 
anoxemia,  and  in  that  way  depresses  brain 
i metabolism  while  insulin  depresses  brain 
i metabolism  by  diminishing  food,  hence  they 
show  the  same  thing  is  accomplished  by  in- 
sulin and  metrazol,  but  by  different  methods. 
Himwich,  Alexander,  and  Lepetz11  decided 
I if  metrazol  benefited  by  anoxemia,  then 
breathing  nitrogen  should  do  so,  and  should 
be  more  easily  controlled.  They  have  com- 
! pleted  treatment  on  three  with  one  remis- 
i sion,  and  two  much  improved,  and  two 
! others  under  treatment  and  improving. 

I Lemere12  has  shown  by  electroencephalo- 
gram that  the  alpha  rhythm  is  weak  in 
schizophrenia,  and  that  it  is  strengthened 
by  metrazol,  but  this  strengthening  is  not 
permanent,  hence  he  does  not  think  the 
benefit  will  be  permanent,  but  some  remis- 
sions are  of  several  years  in  duration,  and 
the  electroencephalogram  may  not  be  an 
accurate  measuring  stick  for  length  of  re- 
mission. 

As  seen  from  the  above,  we  do  not  know 
definitely  the  method  by  which  metrazol 
causes  remissions  of  schizophrenics,  but  I 
am  inclined  to  agree  with  Himwich  that  it 
is  due  to  anoxemia  reducing  brain  metab- 
olism, but  why  this  should  bring  a remis- 
sion of  symptoms  must  yet  be  learned. 

Case  Reports  in  Literature 
Meduna1  reported,  of  first  110  patients 
treated,  fifty-four  showed  remissions  and 


fifty-six  no  improvement,  but  this  included 
all  cases,  but  he  obtained  eighty-two  per 
cent  remissions  in  acute  cases,  less  than  six 
months’  duration.  Since  then  he  has  re- 
ported a total  of  230  patients  treated  with 
forty-eight  remissions  out  of  seventy-four 
under  one  and  one-half  years’  duration,  and 
twenty-eight  remissions  out  of  154  over  one 
and  one-half  years,  which  is  sixty-four  per 
cent  under  one  and  one-half  years’  duration 
and  thirty-three  per  cent  for  all  treated. 
Meduna  and  Freidman13  have  recently  sum- 
marized all  patients  treated  in  the  United 
States  and  Europe.  They  report  1,465 
schizophrenics  have  been  treated  in  the 
United  States,  some  not  yet  have  been  re- 
ported in  literature.  One  thousand  four 
hundred  seventy-two  have  been  treated  in 
Europe — 19.86  per  cent  of  total  number  in 
United  States  have  shown  full  remissions, 
and  30.37  per  cent  in  Europe  or  25.09  per 
cent  of  all  treated.  In  the  United 
States — 

Under  Six  Months 

Per  Cent 


Number  of  remissions 60.95 

Improved  20.00 

Between  Six  and  Twelve  Months 

Number  of  remissions 36.82 

Improved  23.13 

Chronic — Over  One  Year 

Number  of  remissions 8.36 

Improved  37.76 

In  Europe — 


Acute — Under  One  and  One-Half  Years 

Per  Cent 

Number  of  remissions 49.66 

Chronic — Over  One  and  One-Half  Years 
Number  of  remissions 13.32 

As  seen  from  these  statistics,  it  is  of 
paramount  importance  that  schizophrenics 
be  treated  early  within  the  first  six  months 
if  possible.  Some  very  fine  percentages  of 
remissions  have  been  reported  if  treated 
within  six  months.  Sorger  and  Hoffman14 
reported  on  100  patients  treated,  76.3  per 
cent  of  these  of  less  than  six  months’  dura- 
tion had  remissions.  Low  et  al.15  obtained 
66.7  per  cent  recoveries  under  six  months. 
Finkelman,  Steinberg,  and  Liebert10  report- 
ed eighty-five  per  cent  of  remissions  under 
six  months’  duration.  Brausseau17  treated 
110  patients  and  reported  eighty-two  per 
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cent  remissions  in  cases  of  recent  onset.  As 
the  length  of  duration  of  the  disease  before 
treatment  increases,  the  percentage  of  re- 
missions decreases.  The  author  does  not 
think  it  worth  while  to  treat  if  of  more  than 
four  years’  duration. 

Metrazol  is  being  used  also  for  the  manic 
depressive  and  involutional  types.  Ben- 
nett18 reports  twenty-one  treated,  and  all 
recovered  with  one  relapse.  We  are  treat- 
ing some  of  these,  but  are  not  ready  to  re- 
port results. 

Metrazol  was  started  in  the  Davidson 
County  Hospital  in  March,  1938,  at  which 
time  very  few  reports  on  it  had  been  pub- 
lished in  this  country.  We  have  been  rather 
slow  to  report,  as  we  wanted  to  see  how  our 
patients  that  recovered  would  do  at  home. 
The  method  which  we  have  followed  in  its 
administration  has  been  according  to  von 
Meduna  with  a few  variations. 

Method  of  Procedure 

The  patient  is  given  a complete  physical 
examination  first  because  if  the  patient  has 
heart,  lung,  or  kidney  disease  or  has  fever, 
is  menstruating,  or  has  had  previous  head 
trauma,  they  are  considered  contraindica- 
tions for  treatment.  The  patient  is  placed 
on  soda  bicarbonate  two  drams  three  times 
a day  until  urine  is  alkaline  before  treat- 
ment is  begun.  He  is  given  a laxative  each 
night  before  metrazol  the  next  morning. 
The  metrazol  is  given  twice  each  week  in 
the  morning  on  an  empty  stomach  which 
has  had  no  food  since  the  evening  meal  the 
day  before.  A ten  per  cent  aqueous  solution 
of  metrazol  is  given  intravenously  as  rapid- 
ly as  possible  with  an  eighteen  gauge  needle. 
Three  cubic  centimeters  are  usually  the 
original  dose  for  a female,  and  four  cubic 
centimeters  for  a male.  Occasionally  this 
may  be  too  small,  or  may  get  a more  pro- 
longed action  than  desired,  and  then  the 
dose  is  gauged  by  the  patient’s  reaction. 
Meduna1  increased  one-half  cubic  centimeter 
each  two  doses,  and  one  cubic  centimeter 
if  no  convulsion,  but  we  usually  increase 
two-tenths  cubic  centimeter  each  dose,  and 
one-half  cubic  centimeter  if  no  convulsion 
when  not  repeated  until  the  next  day,  but 
if  repeated  within  a few  minutes,  the  same 
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dose.  The  patient  is  placed  in  bed  with 
an  attendant  on  either  side  to  keep  him 
from  throwing  extremities  to  prevent  dis- 
location or  fracture.  A gauze  gag  is  placed 
in  his  mouth  to  prevent  injury  to  tongue 
or  teeth.  A nurse  or  doctor  usually  sup 
ports  the  jaws  to  prevent  dislocation.  The 
patient  blinks  eyes,  usually  coughs,  and  goes 
into  convulsion  in  from  five  to  fifteen 
seconds.  They  usually  have  three  distinct 
phases,  clonic,  tonic,  and  clonic,  but  occa 
sionally  only  two.  The  first  clonic  lasts  five 
to  fifteen  seconds,  tonic  five  to  twelve 
seconds,  and  clonic  twenty-five  to  sixty 
seconds.  Usually  the  entire  convulsion  lasts 
about  one  minute.  The  patient  has  marked 
apnea  at  end  of  convulsion,  and  occasionally 
artificial  respiration  is  necessary.  Most 
of  them  have  a period  of  air  hunger,  at 
which  time  they  go  to  sleep  and  sleep 
five  to  fifteen  minutes.  They  then  awake 
and  a few  are  confused,  and  occa 
sionally  one  is  excited  for  a few  minutes 
but  most  of  them  are  quiet,  and  none  know 
what  has  happened  except  they  have  been 
asleep.  We  allow  them  to  get  up  as  soon  as 
they  feel  like  it  if  not  excited.  Most  of 
them  are  soon  ready  to  eat,  but  occasionally 
one  is  nauseated.  The  convulsions  are  given 
twice  each  week  until  a remission,  but  if  no 
remission  is  obtained  by  the  time  twenty 
five  have  been  given,  it  is  not  considered 
worth  while  to  give  more.  If  a remission  is 
obtained  after  seven  or  eight  convulsions, 
then  three  or  four  more  convulsions  are 
given  before  treatment  is  discontinued.  We 
have  found  metrazol  will  not  do  it  all,  and 
that  it  is  necessary  to  make  a mental  ex- 
amination once  a week  to  help  them  to  un- 
derstand the  mental  difficulties  they  have 
had.  In  other  words  the  psychic  treatment 
is  very  necessary,  hence  metrazol  should  be 
given  by  a psychiatrist.  Up  until  this  paper 
we  have  completed  treatment  of  thirty 
schizophrenics,  and  have  had  no  deaths,  no 
complications  except  temporomandibular 
dislocations,  which  were  replaced  before 
patient  gained  consciousness. 

Case  Records 
1.  M.  W.  K. — A married  white  woman, 
age  twenty-seven  years,  attack  sudden  in 
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onset.  While  in  a hospital,  gave  birth  to 
child,  became  wild  February  21,  1938,  after 
birth  of  baby.  Admitted  February  26,  1938, 
to  Davidson  County  Hospital  in  a wild,  ex- 
cited condition,  and  had  to  be  restrained  in 
bed,  since  baby  was  only  five  days  old. 
Would  sing,  laugh,  holler,  and  speech  was 
incoherent  and  irrelevant.  Excitement 
changed  to  retardation.  Became  untidy, 
showed  confusion  and  blocking.  Reacted 
to  auditory  hallucinations.  Had  sexual  ideas 
such  as  thinking  pregnant  again.  Patient 
was  negativistic,  and  showed  no  interest  in 
anything.  Metrazol  was  started  April  21. 
After  eight  convulsions,  she  became  neat 
and  tidy  and  talked  coherently,  and  began 
to  take  interest  in  ward  affairs.  She  was 
given  seven  more  convulsions  and  two  doses 
when  only  had  petit  mal  reaction.  She  was 
sent  home  July  20,  1938,  in  a complete  re- 
mission, and  has  been  doing  her  housework 
and  caring  for  her  two  children  since. 

2.  C.  P.  H. — A married  white  woman, 
age  twenty-five  years,  has  two  children.  Ad- 
mitted to  Davidson  County  Hospital  March 
8,  1938,  with  history  of  mental  trouble 
gradually  progressing  over  a period  of  three 
years  with  no  hospital  treatment.  At  home 
would  lie  in  bed  staring  at  ceiling.  At  times 
refused  to  talk  or  eat,  thought  the  food  was 
poisoned.  Had  ideas  of  reference,  persecu- 
tion, auditory  and  visual  hallucinations.  In 
the  hospital  did  not  want  to  eat.  Showed 
some  waxy  flexibility.  Never  spoke  over 
three  or  four  words,  such  as,  “I  don’t 
know.”  Completely  indifferent  to  surround- 
ings or  examination.  Metrazol  was  started 
April  17,  1938.  She  showed  improvement 
after  first  convulsion,  began  to  talk  freely 
and  take  an  interest  in  the  ward.  She  was 
given  four  more  treatments  with  only  one 
convulsion  of  grand  mal  type  because  of 
small  veins,  hence  it  was  difficult  to  give 
rapidly.  Patient  at  this  time  had  insight 
into  previous  condition,  and  explained  all 
previous  abnormal  behavior,  and  her  delu- 
sions at  that  time.  Said  she  felt  normal 
again.  Patient  was  given  nine  more  treat- 
ments with  only  five  grand  mal  attacks  due 
to  poor  veins.  She  had  seven  convulsions 
and  fourteen  treatments.  She  was  released 
July  10  in  complete  remission  with  insight 


and  plans  for  the  future.  She  has  continued 
well. 

3.  M.  L.  P. — White  female,  married,  age 
twenty-nine  years.  Admitted  April  10, 
1938.  History  of  mental  trouble  beginning 
suddenly  February  13,  1938,  but  had  been 
peculiar,  timid,  poor  conversationalist  for 
several  years.  At  home  was  restless,  could 
not  sleep,  thought  electric  wires  were  every- 
where in  the  house,  and  the  telephone  was 
tapped.  Refused  to  eat.  Lay  in  a catatonic 
state,  staring  at  ceiling,  very  negativistic. 
Got  up  and  wandered  over  the  house  at 
night.  Many  ideas  of  reference  and  perse- 
cution. On  admission,  she  was  confused 
and  negativistic.  Had  to  be  tube  fed.  She 
constantly  tried  to  get  out  of  the  ward.  She 
talked  in  a low,  mumbling  tone,  most  of 
which  was  incoherent  and  irrelevant.  Had 
visual  and  auditory  hallucinations.  Metra- 
zol was  started  April  17,  1938.  She  resisted 
so  markedly,  keeping  all  extremities  in  con- 
stant motion  by  twisting  and  squirming, 
that  she  was  the  most  difficult  to  treat  we 
have  ever  had,  as  it  usually  took  at  least 
four  to  hold  her.  After  the  first  convulsion, 
she  took  nourishment,  whereas  she  had  been 
tube  fed  every  day  since  admission.  After 
thirteen  convulsions  out  of  fifteen  treat- 
ments, patient  gained  weight  and  became 
better  physically,  but  very  little  better  men- 
tally, and  treatments  still  had  to  be  given 
her  by  force.  She  was  given  seven  more 
treatments,  all  with  convulsions.  She  im- 
proved rapidly  and,  although  not  completely 
well,  was  allowed  to  go  home  July  20  be- 
cause her  people  insisted.  She  continued 
to  improve,  getting  in  a complete  remission, 
and  has  continued  so. 

4.  M.  J.  — Colored  female,  single,  age 
twenty-two  years,  admitted  December  12, 

1937.  History  of  mental  trouble  for  one 
month.  Talked  irrational  and  became  de- 
structive. On  admission,  she  laughed,  sang, 
and  was  combative  and  destructive.  This 
continued  for  several  weeks.  She  then  be- 
came indifferent  and  had  many  somatic  de- 
lusions. Metrazol  was  started  May  26, 

1938.  After  eighteen  convulsions  out  of 
nineteen  treatments,  she  was  much  better, 
but  still  no  insight,  judgment  poor,  and 
some  peculiar  ideas.  She  was  given  three 
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more  treatments,  giving  her  in  all  twenty- 
two  convulsions  and  twenty-three  treat- 
ments. Three  weeks  after  treatment  was 
finished,  she  was  allowed  to  go  home  in  com- 
plete remission,  and  has  been  doing  fine 
since. 

5.  A.  M.  McK. — White  female,  widow,  age 
thirty-four  years.  Admitted  November  25, 
1937,  with  history  of  mental  trouble  since 
February,  1937.  She  suddenly  got  worse 
November  24,  becoming  acutely  excited, 
talked  at  random,  ran  down  the  street  part- 
ly dressed.  Thought  she  was  being  gassed, 
although  there  were  no  gas  connections  in 
the  house.  On  admission,  she  was  in  a 
catatonic  state,  refusing  to  eat  or  speak, 
and  her  movements  were  almost  passive. 
She  preferred  to  lie  in  bed,  completely  cov- 
ered with  bed  clothing,  in  an  embryonic  po- 
sition. She  continued  this  way  for  six 
months,  having  to  be  tubed  each  day.  She 
became  very  untidy,  and  appeared  to  be  de- 
teriorating from  the  washed-out  facial  ex- 
pression. She  lost  weight  from  106% 
pounds  down  to  seventy-two  pounds.  Metra- 
zol  was  started  April  17  with  marked  care- 
fulness due  to  her  weakened  condition.  After 
four  treatments  with  convulsions,  she  began 
to  take  liquids.  After  the  fifth  convulsion 
and  eighth  treatment,  she  improved  sudden- 
ly. She  went  to  bed  in  the  usual  catatonic 
state,  mute  and  negativistic,  and  when  the 
attendant  unlocked  the  next  morning,  she 
spoke  pleasantly  to  the  attendant,  and  told 
her  she  would  like  to  have  eggs  and  toast 
for  breakfast,  the  first  solid  food  she  had 
taken  in  six  months.  She  did  not  seem  to 
be  able  to  get  enough  for  several  days,  eat- 
ing four  or  five  times  each  day,  and  two  or 
three  helpings.  After  sudden  improvement, 
she  wanted  to  know  where  she  was,  how 
long  she  had  been  here,  and  about  her  child. 
She  continued  to  improve.  After  seventeen 
convulsions,  she  laughed  some  without 
reason  and  had  poor  judgment.  She  was 
given  two  more  convulsions,  making  nine- 
teen convulsions  and  twenty-two  treat- 
ments. September  6,  1938,  two  months  aft- 
er treatment  was  finished,  she  was  sent 
home  in  complete  remission,  at  which  time 
she  weighed  114%  pounds,  43%  pounds 
more  than  when  treatment  started  and  eight 


pounds  more  than  on  admission.  She  is 
continuing  to  stay  well. 

Discussion  of  Results 
The  above  five  reports  were  an  average 
of  the  thirty  treated.  The  patients  treated 
had  histories  of  being  schizophrenics  from 
three  months  to  ten  years.  There  were 
eighteen  catatonics,  ten  of  paranoid  type, 
and  two  of  hebephrenic.  Nine  of  the  cata- 
tonics had  complete  remissions,  five  para- 
noids and  one  hebephrenic,  making  a total 
of  fifteen  remissions  out  of  thirty  treated. 
Of  these  fifteen  there  have  been  three  to 
have  relapse.  One  after  seven  months  at 
home,  one  after  six  months,  and  one  after 
two  months,  leaving  twelve  still  at  home 
after  ten  months. 

DURATION  OF  ILLNESS 
Acute  Type — Under  Six  Months 


Number  treated 7 

Number  of  remissions 7 

Subacute  Type — Between  Six  Months  and  One 
Year 

Number  treated 8 

Number  of  remissions 3 

Number  much  improved 1 

Chronic — One  to  Ten  Years 

Number  treated 18 

Number  of  remissions 5 

Number  much  improved 2 


The  three  that  had  relapse  were  of  twelve, 
thirteen,  and  twenty-four  months’  duration. 
None  of  the  acute  have  had  relapse,  giving 
us  100  per  cent  results  under  six  months, 
28.5  per  cent  six  to  twelve  months,  and  18.7 
over  twelve  months.  We  had  fifty  per  cent 
remissions  of  all  treated  and  forty  per  cent 
still  doing  well  after  nearly  one  year.  All 
of  our  patients  gained  weight  during  treat- 
ment. One  patient  gained  sixty  pounds  and 
another  forty  pounds.  Every  patient  im- 
proved some,  making  them  easier  to  care 
for,  as  they  are  more  tidy  and  more  inter- 
ested in  their  surroundings. 

Summary 

1.  A recent  treatment  of  schizophrenia 
brought  forward  by  L.  von  Meduna  of 
Budapest. 

2.  Many  theories  as  to  how  metrazol 
brings  about  remissions,  but  no  one  definite- 
ly accepted  by  all  workers. 
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3.  Metrazol  less  costly,  less  time  consum- 
ing, and  less  dangerous  than  insulin. 

4.  Thirty  cases  reported,  fifteen  remis- 
sions, three  relapses,  twelve  yet  doing  well. 
Seven  out  of  seven,  less  than  six  months’ 
duration,  still  in  complete  remission. 

5.  All  patients  gained  weight  and  im- 
proved to  some  degree  mentally.  No 
deaths,  no  complications. 

6.  A treatment  worthy  of  trial  with  little 
danger  and  not  difficult  to  administer. 

7.  If  we  can  get  the  schizophrenics  be- 
fore six  months,  I believe  we  can  restore 
almost  all,  and  it  would  be  a great  saving  to 
the  taxpayers,  relieve  the  congestion  of  the 
institutions,  and  be  a blessing  to  the  pa- 
tients and  their  families,  so  I want  to  make 
a plea  for  earlier  diagnosis  and  treatment  of 
the  schizophrenics. 
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DISCUSSION 

DR.  CARROL  CONWAY  TURNER  (Memphis)  : 
Dr.  Brackin  has  given  a good  resume  of  the  subject 
of  schizophrenia  from  the  standpoint  of  supposed 
causation  and  associated  physiologic  dysfunction 
and  also  as  to  the  history  and  theory  of  metrazol 
shock  treatment.  The  relationship  of  cerebral 
anemia  to  the  presence  of  this  disease  has  had  its 
exponents  for  many  years.  It  wras  this  idea  that 
prompted  Cunningham  to  persuade  the  Timkin 
Bearing  Company  to  erect  a large,  hollow  globe  of 
metal  on  the  commons  of  Cleveland.  The  bearing 
company  recognized  the  commercial  value  of  such 
a shiny  metal  sphere — a huge  replica  of  a ball 
bearing — rising  100  feet  from  base  to  apex  and 
visible  for  many  miles  as  one  approached  Cleveland. 
This  hollow  sphere  was  so  equipped  with  valves  as 
to  allow  control  of  its  oxygen  content  and  carbon 
dioxide  exhaust  and  was  so  equipped  inside  as  to 
make  it  livable  for  several  patients.  The  results  in 
some  cases  were  dramatic,  as  long  as  the  patients 
remained  in  the  ball,  but  upon  resumption  of  life 
in  the  usual  atmosphere  suffered  relapses.  Schizo- 
phrenics have  also  been  treated  in  oxygen  tents, 
by  oxygen  inhalation,  and  even  by  oxygen  sub- 
cutaneously with  plus  or  minus  results. 

Dr.  Brackin  failed  to  emphasize  the  psychogenic 
and  constitutional  factors,  which  must  be  con- 
sidered as  predominant  in  the  sum  total  of  the 
personality  reaction  type  which  we  know  as 
schizophrenia.  Adolf  Meyer  has  coined  the  term 
psychobiology.  Briefly  he  postulates  that  the  mind 
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is  not  housed  in  one  organ — the  brain — but  is  the 
sum  total  of  the  individual’s  inheritance — life  in- 
tra-utero,  birth,  infancy,  childhood,  and  adolescent 
experiences.  These  include  not  only  psychogenic 
and  emotional  experiences,  but  physical  diseases, 
injury,  and  chemical  influences. 

Associated  with  this  we  expect  of  the  schizo- 
phrenic a more  or  less  definite  constitutional  pat- 
tern. According  to  Kretschmer,  he  will  usually  be 
the  hyperontomorphic  in  physical  habitus  with 
elongated  narrow  torso  and  visceroptotic.  He  is 
either  athletic,  or  asthenic,  but  never  short,  stocky, 
or  obese.  His  vegetative  balance  leans  to  the 
vagotonic  phase,  with  all  his  parasympathetics 
dominant  over  his  sympathetic  system.  This  re- 
sults in  deep-set  eyes  with  narrow  palpebral  fissures, 
small  pupils,  low  blood  pressure,  slow  pulse,  cold, 
clammy  extremities,  chronic  constipation.  His  be- 
havioristic qualities  are  marked  by  eccentricities, 
overambitiousness,  stolidity,  perseverance,  and  ob- 
stinacy. He  is  an  introvert  and  projects  to  his 
environment  traits  which  he  disowns.  With  such  a 
setup  he  is  an  easy  target  for  some  life’s  situation, 
which  thrusts  him  from  reality  into  a world  of 
phantasy. 

Now  that  the  hysteria,  which  usually  beclouds 
the  real  efficiency  of  any  new  treatment,  is  sub- 
siding and  after  a year’s  use  of  metrazol  shock 
treatment,  let  us  look  in  cold  retrospect  upon  our 
real  results  and  evaluate  this  treatment  unemotion- 
ally. 

1.  Metrazol  alone  is  no  more  the  whole  story  in 
this  treatment  than  is  simply  the  application  of  a 
splint  in  a fracture.  It  should  be  followed  up,  par- 
ticularly during  the  postconvulsive  period  when 
the  patient  is  most  lucid,  with  adequate  occupa- 
tional and  psychotherapy.  We  believe,  therefore, 
that  metrazol  shock  treatment  should  be  adopted 
only  by  those  individuals  and  institutions  who  are 
trained  in  and  have  adequate  facilities  for  this 
specialty. 

2.  In  March,  1938,  we  gave  our  first  metrazol 
shock  treatment,  and  since  this  time  have  admin- 
istered 238  shocks  to  forty-three  different  types  of 
neurogenic  and  psychogenic  conditions. 

3.  Of  these,  ten  were  unselected  cases  of  schizo- 
phrenia. 

4.  These  ten  cases  in  all  received  ninety-four 
shock  treatments. 

5.  The  number  of  treatments  per  case  were  one 
to  twenty-one. 

6.  Of  these  ten  cases,  seven  or  seventy  per  cent 
were  definitely  improved,  and  three  or  thirty  per 
cent  were  unimproved. 

7.  Of  the  seventy  per  cent  of  improved  cases,  five 
or  fifty  per  cent  showed  complete  remissions,  with 
no  evidence  now  of  over  a year  in  three  of  these 
of  relapse. 

8.  Of  the  remaining  two  cases  cited  as  improved, 
one  has  not  improved  sufficiently  to  be  paroled  home, 
but  has  made  such  improvement  as  to  allow  her 
freedom  of  the  grounds  and  dining  room,  whereas 


previous  to  treatment  she  had  suffered  complete  • 
isolation  in  restraint. 

This  is  the  oldest  case  in  point  of  duration  of 
the  disease  and  is  a result  contrary  to  the  usual 
case  of  this  duration. 

9.  The  other  case  was  a puerperal  psychosis  of 
characteristic  schizoid  pattern  who  improved  suf- 
ficiently to  be  paroled  home  and  has  adjusted  her- 
self fairly  satisfactorily  to  a domestic  life. 

10.  Our  experience  has  proven  that  metrazol 
shock  treatment  has  been  more  efficacious  in  the 
depressed  manics  and  in  involutional  melancholia 
than  in  schizophrenia. 

Of  seventeen  of  these  types  of  psychoses,  twelve 
have  been  discharged  home  as  cured.  Only  one  of 
these  has  relapsed. 

1.  Mention  should  be  made  of  some  of  the  unusual 
reactions  of  metrazol.  Our  experience  has  proven 
that  a subconvulsive  dose  of  metrazol  is  frequently 
as  effectual  as  that  producing  a hard  generalized 
seizure.  This  is  especially  true  in  the  psycho- 
neurosis and  hypomanics. 

2'.  The  blood  pressure  rapidly  rises  twenty  to 
forty  millimeters  immediately  after  the  convulsion 
and  remains  elevated  from  fifteen  to  thirty  minutes,  ! 
The  diastolic  pressure  rises  proportionately  with 
the  systolic  pressure. 

3.  The  blood  sugar  rises  following  metrazol  con- 
vulsion, incident  to  liberation  of  glycogen  from  the 
muscles  and  the  compensatory  output  of  adrenalin 
which  must  accompany  the  convulsion.  This  ex- 
plains why  metrazol  shock  always  aborts  a hypo- 
glycemic shock,  when  these  two  methods  are  used 
together.  We  have  observed  this  a number  of 
times  clinically  in  these  cases  but  do  not  have  our 
data  in  statistical  shape  as  yet  to  report. 

4.  Metrazol  shock  offers  a new  diagnostic  ap- 
proach in  hysterical  paralysis  and  suspected  ma- 
lingering. The  paralyzed  member  convulses  with 
equal  intensity  to  the  nonparalyzed  member,  and 
during  the  immediate  postconvulsive  delirium,  the 
patient  motivates  the  supposed  paralyzed  member 
with  equal  force. 

DR.  JESSE  C.  HILL  (Knoxville)  : Dr.  Brackin 
kindly  sent  me  a copy  of  his  paper,  and  I redd  it 
with  a great  deal  of  interest.  He  has  given  an 
extensive  resume  and  hypothesis  of  the  action  and 
effect  of  “Metrazol  in  the  Treatment  of  Dementia 
Praecox,”  with  report  of  cases  by  many  of  our 
men  doing  research  work,  supplemented  by  some 
interesting  cases  of  his  own.  I would  like  to  em- 
phasize some  of  his  pertinent  remarks. 

1.  The  right  diagnosis  should  be  made  in  the 
case.  The  case  should  be  a true  psychotic,  and  by 
no  means  an  exaggerated  personality. 

2.  When  a right  diagnosis  is  made,  and  after 
thorough  physical  examination,  if  the  patient  is 
classed  as  favorable,  the  medicine  should  be  ad- 
ministered in  an  institution  for  mental  sickness, 
and  given  by  a psychiatrist. 
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3.  Along-  with  said  treatment  which  Dr.  Brackin 
was  so  honest  in  stating  was  the  regular  mental 
course  of  treatment,  as  given  one  who  does  not 
have  the  metrazol  treatment,  should  be  carried  out. 

4.  I would  like  to  add  to  the  discussion  of  Dr. 
Brackin  a thought  I am  sure  he  takes  into  con- 
sideration, but  for  the  lack  of  time,  he  omitted.  Let’s 
pay  close  attention  to  this.  After  a patient  has 
had  metrazol  and  is  apparently  in  condition  to 
leave  the  institution,  one  must  remember  that  more 
than  half  the  time  unpleasant  mental  impulses 
pouring  in  the  mind  in  great  numbers  was  a 
causative  factor;  as  domestic,  social,  economic, 
religious,  and  occupational.  Metrazol  nor  any  other 
drug  will  hold  a patient  in  balance  for  a long 
period  of  time  unless  said  conditions  are  modified 
or  removed.  A good  doctor  suggested  to  me  that 
if  the  mother-in-law  had  been  a causative  factor 
give  her  metrazol  also. 

5.  Digressing  from  the  subject,  but  cognizance 
should  be  taken  of  a trend  by  private  institutions 
(none  in  Tennessee  as  far  as  I know  are  guilty) 
to  make  a racket,  by  treating  with  metrazol  all 
mental  conditions  and  charging  outrageous  prices 
for'  same.  If  you  read  some  of  their  literature  and 
statistics,  and  believed  them,  one  would  believe 
their  results  were  150  per  cent.  IN  THE  POOR 
THEY  ARE  MUCH  LOWER.  STRANGE,  ISN’T 
IT? 

6.  In  conclusion,-  as  the  good  doctor  in  his  splen- 
did paper  has  said,  “ Metrazol , from  what  truthful 
research  work  and  the  truthful  reports,  of  those 
interested  in  only  the  patient,  is  a very  important 
adjunct  in  the  treatment  of  dementia  praecox .” 

DR.  J.  P.  GILBERT  (Nashville)  : I know  the 
time  is  growing  late,  but  I cannot  let  a paper  like 
this  go  by  in  which  I am  so  intensely  interested. 
I want  to  congratulate  Dr.  Brackin  on  his  presen- 
tation. I,  in  my  consultant  service  at  the  Madison 
Sanitarium  at  Nashville,  have  had  experience  with 
nine  cases,  and  I am  just  completing  treatment  of 
a young  lady  twenty-two  years  old  in  the  St. 
Thomas  Hospital  at  Nashville. 

In  our  experience  we  have  treated  nine  cases, 
their  ages  ranging  from  twenty-one  to  forty-five; 
average  duration  of  the  illness  was  nine  months, 
longest  was  two  years,  and  the  shortest  was  three 
months. 


Types  of  psychoses,  seven  dementia  praecox,  one 
manic  depressive,  one  involutional  melancholia,  one 
psychosis  type  undetermined.  We  had  total  con- 
vulsions numbering  eighty.  The  first  dose  was  2.5 
to  4.6,  and  the  highest  dose  in  the  series  was  9.3 
cubic  centimeters  of  metrazol. 

Results. — We  had  good  remissions  in  six  out  of 
ten,  moderate  improvement  in  one,  slight  in  two, 
and  no  improvement  in  one. 

I do  not  think  that  this  treatment  is  any  less 
dramatic  than  others  are  getting  with  sulfapyridine 
in  the  treatment  of  pneumonia.  The  meat  of  the 
thing  will  be  the  length  of  the  duration  of  the 
remission.  I recall  the  remark  an  intern  made  at 
St.  Thomas  Hospital  the  first  time  we  induced  a 
convulsion.  He  said,  “Doctor,  it  takes  a lot  of 
courage  even  to  recommend  a treatment  like  that.” 
It  is  courageous  treatment,  but  we  are  dealing  with 
a courageous  disease. 

I do  not  think,  with  the  good  percentage  of  re- 
missions that  we  are  getting  with  this  treatment, 
that  we  have  any  fear  of  what  damage  we  might 
be  doing  to  the  patient.  I just  read  in  the  Archives 
of  Neurology  and  Psychiatry  last  month — I forget 
the  name  of  the  man  that  wrote  the  article — of 
some  animal  experiments  on  cats  and  dogs.  He 
used  a different  form  of  chemical  from  metrazol, 
but  he  reported  some  histological  changes  similar 
to  those  found  fairly  constant  in  epilepsy,  but  if 
we  can  put  those  people  back  in  life  with  a per- 
centage of  remissions  from  sixty-five  to  seventy- 
five  per  cent,  I think  we  are  justified  in  doing  the 
treatment. 

DR.  H.  B.  BRACKIN  (closing)  : I have  very 
little  else  to  say.  I might  say  that  I have  finished 
treatment  on  seven  others  since  I wrote  that  paper, 
and  four  of  those  are  in  a state  of  remission,  and  I 
certainly  want  to  agree  with  Dr.  Hill  in  regard  to 
environment.  One  of  these  patients  had  a relapse 
that  we  are  almost  sure  was  purely  due  to  the 
environment,  because  it  was  so  very,  very  bad  the 
patient  was  almost  as  well  after  a few  days  at 
the  hospital  without  any  treatment  as  he  was 
when  he  left.  He  simply  had  to  get  out  of  his 
home  environment. 

I thank  the  gentlemen. 


276 


August,  1939 


THE  DIFFERENTIAL  DIAGNOSIS  OF  THE  DIARRHEAS* 

Tim  J.  Manson,  M.D.,  Chattanooga 


A LTHOUGH  we  are  ever  interested  in 
/A  the  unusual,  it  seems  always  of  value 
to  discuss  some  of  the  more  common 
medical  problems,  especially  those  that  are 
causes  of  uncertainty  in  diagnosis.  And, 
of  these,  one  of  the  most  frequently  encoun- 
tered diagnostic  problems  is  that  of  diar- 
rhea. This  symptom  is  associated  with  so 
many  different  diseases,  and  is  of  such  great 
variation  in  both  severity  and  type  that  it 
must  be  considered  carefully  and  correlated 
with  the  patients’  other  symptoms  in  order 
to  arrive  at  a correct  diagnosis. 

For  the  purpose  of  this  paper  I will  pass 
over  the  diarrheas  of  children  as  a distinct 
entity,  and  will  not  include  them  in  the  dis- 
cussion. 

One  may  separate  the  diarrheas  into  those 
that  are  acute  or  chronic;  and  subdivide 
each  of  these  classifications  further  into 
those  that  are: 

1.  Functional. 

2.  Infectious. 

3.  Inflammations  and  new  growths. 

4.  Deficiency  diseases. 

5.  Toxic. 

6.  Those  seen  after  ingestion  of  poisons. 

7.  Those  of  unknown  etiology. 

Before  going  further,  may  it  be  said  that 
it  is  extremely  difficult  to  accurately  place 
some  of  these  diarrheas  into  the  proper  clas- 
sification, but  it  has  been  done  as  simply 
as  possible,  and  according  to  the  consensus 
of  opinion  of  leading  authorities. 

The  largest  single  group  of  diarrheas  is 
that  which  has  been  termed  “functional,” 
and  in  it  one  sees  both  acute  and  chronic 
conditions,  the  latter  being  predominant. 

By  far  most  of  the  functional  diarrheas 
may  be  placed  into  an  all-inclusive  classi- 
fication, which,  for  want  of  a better  term, 
shall  be  called  the  irritable  colon  or  unstable 
colon.  This  is  a very  frequently  seen  con- 
dition, and  is  most  distressing  to  the  pa- 
tient. 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


The  so-called  spastic  colon,  which  may 
cause  alternating  diarrhea  and  constipation, 
the  misnamed  mucous  colitis,  which  is  not 
a true  colitis  at  all,  are  both  merely,  to  my 
mind,  manifestations  of  an  irritable  colon. 
Also  in  this  group  are  those  unfortunate 
patients  who  have  a “trigger  mechanism” 
of  their  bowels,  so  that  within  a few  min- 
utes after  their  stomachs  are  filled,  cramps 
set  in  and  a loose  evacuation  follows. 

Also  functional  are  those  diarrheas  re- 
sulting from  improper  digestion  either  in 
stomach,  pancreas  or  small  intestine.  Achlor- 
hydria, or  hypochlorhydria,  are  frequent- 
ly causes  of  diarrhea,  although  by  far  the 
majority  of  the  patients  with  this  deficiency 
do  not  manifest  the  symptom.  The  achlor- 
hydria may  be  either  idiopathic,  or  associ- 
ated with  some  other  condition,  such  as 
pernicious  anemia,  sprue,  etc. 

Improper  pancreatic  or  intestinal  diges- 
tion is  the  result  of  deficiency  in  one  or  more 
enzymes,  and  causes,  in  addition  to  the  diar- 
rhea, increased  fermentation  and  flatulence. 

Allergy  to  one  or  more  articles  of  food  or 
drink  is  a commonly  overlooked  cause  of 
loose  stools. 

Also  looming  large  as  a cause  of  acute 
functional  diarrhea,  we  have  various  die- 
tary indiscretions.  This  may  be  merely  the 
result  of  overeating  or  drinking,  or,  as  is 
more  frequently  the  case,  comes  from  eat- 
ing foods  which  are  not  properly  ripened 
or  refrigerated.  Food  poisoning  is  also  to 
be  mentioned  here,  although  some  investi- 
gators feel  that  there  is  an  infectious  ele- 
ment in  true  food  poisoning. 

A diarrhea  secondary  to  a fecal  impaction 
is  seen  fairly  frequently,  especially  in  older 
people,  who,  due  to  poor  dietary  habits  and 
prolonged  catharsis,  have  produced  in  their 
bowels  a marked  atonia.  This  is  the  so- 
called  paradoxical  diarrhea,  and  is  often 
overlooked  due  to  failure  of  the  physician  to 
make  a digital  rectal  examination. 

Then,  too,  a type  of  functional  diarrhea 
is  seen  in  some  cases  of  tabes  dorsalis,  or 
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spinal  cord  tumors,  whereby  the  nervous 
control  of  the  bowel  and  anal  sphincter  is 
lost. 

And,  as  the  last  of  the  functional  types, 
I include  those  which  are  secondary  to  cir- 
culatory disturbances,  as  seen  in  cardiac 
failure,  cirrhosis  of  the  liver,  etc.  Prob- 
ably this  is  due  to  thickening  and  edema  of 
the  intestinal  wall. 

The  infections  which  may  cause  diarrhea 
are  varied,  and  are  all  potentially  serious. 
Most  of  them  are  acute  and  fulminating, 
the  great  exception  being  tuberculous  infec- 
tion of  the  intestinal  tract.  Among  those 
to  be  discussed  are  typhoid  fever,  para- 
typhoid fever,  bacillary  dysentery,  amebic 
dysentery,  cholera,  and  the  less  severe  cases 
of  enterocolitis,  which  are  probably  also  in- 
fectious in  nature. 

The  intestine  is  beset  by  several  dis- 
eases which  have  been  grouped  under  the 
general  heading  of  new  growths  and  inflam- 
mations. Perhaps  one  or  two  of  these  will 
eventually  find  their  true  place  among  the 
infectious  diseases,  but  for  the  time  being 
must  lodge  here  until  their  real  nature  is 
brought  to  light. 

Enumerating  these,  one  can  mention  car- 
cinoma, sarcoma,  benign  tumors  such  as 
polyps,  diverticula,  appendicitis,  syphilis, 
ileocolitis  and  its  close  relative  terminal 
ileitis,  and  ulcerative  colitis. 

Diarrhea  is  also  a symptom  of  some  of 
the  deficiency  diseases,  notably  pellagra. 
Whether  pernicious  anemia  and  sprue  are 
to  be  eventually  classed  as  deficiency  dis- 
eases is  still  debatable. 

In  many  instances,  during  the  course  of 
other  diseases,  diarrhea  may  occur  as  a 
distressing  complication.  It  is  seen  at 
times  in  acute  colds,  pneumonia,  pyelone- 
phritis, the  exanthemata,  and  in  exoph- 
thalmic goitre  and  Addison’s  disease.  It  is 
these  cases  that  I have  termed  due  to  toxic 
causes. 

Diarrhea  is  also  seen  in  metallic  poison- 
ings, the  chief  offenders  being  mercury,  ar- 
senic, antimony,  and  lead. 

And,  as  our  last  group,  we  have  the  diar- 
rheas of  unknown  etiology.  The  most  con- 
spicuous member  of  this  is  sprue,  whose 
cause,  despite  earlier  belief  that  it  was 


caused  by  infection  with  the  Monilia  psilosis, 
has  never  been  adequately  determined.  It 
is  apparently  closely  related  to  coeliac  dis- 
ease in  children  and  may  eventually  be  prop- 
erly classed  as  a deficiency  disease.  Some 
other  diseases  previously  mentioned  might 
well  have  been  classed  as  of  unknown 
etiology,  but  these  have  been  placed,  to  the 
best  of  my  ability,  in  other  of  the  major 
classifications  which  have  been  attempted. 

And  now  we  come  to  the  question  of  diag- 
nosis of  each  of  these  conditions,  which  will 
be  considered  as  groups.  The  first  great 
problem  which  confronts  the  diagnostician 
is  making  the  decision  as  to  whether  a given 
case  of  diarrhea  be  functional  or  organic 
in  nature. 

May  it  first  be  said  that  a diarrhea  must 
not  be  considered  functional  until  after 
the  organic  causes  are  satisfactorily  ruled 
out.  To  do  this  requires  a thorough,  com- 
plete examination,  including  the  oft-neg- 
lected digital  rectal  examination,  and  a sig- 
moidoscopy. Without  these,  certainly  some 
of  the  more  serious  etiological  factors  will 
be  at  some  time  overlooked.  Then,  of 
course,  a blood  count  is  valuable,  particu- 
larly to  determine  the  presence  or  absence 
of  an  anemia,  leukocytosis,  or  an  eosino- 
philia.  A gastric  analysis  should  most  cer- 
tainly be  done  in  any  of  the  more  protracted 
diarrheas,  and  of  course,  X-ray  examination 
should  be  done  if  at  all  feasible.  And,  nat- 
urally, one  must  not  overlook  stool  examina- 
tions and  cultures. 

After  exclusion  of  organic  causes,  by  the 
complete  investigation  as  just  outlined,  it  is 
often  not  hard  to  reach  the  diagnosis  of 
an  irritable  colon,  under  which  head,  be  it 
remembered,  I have  placed  mucous  colitis, 
the  nervous  diarrheas,  and  those  dependent 
upon  the  trigger  mechanism. 

Patients  suffering  from  these  conditions 
usually  do  not  consult  the  physician  until 
after  they  have  been  troubled  for  some 
time,  during  which  there  have  been  fre- 
quently recurring  episodes  of  diarrhea. 

The  diarrhea  is  as  a rule  not  very  severe 
with  only  a moderate  number  of  stools,  but 
often  associated  with  quite  severe  lower  ab- 
dominal cramps  and  urgency.  Most  of  these 
patients  also  have  other  symptoms  such  as 
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flatulence,  abdominal  distress,  and  belch- 
ing. If  there  be  a trigger  mechanism,  the 
patient  will  tell  of  marked  cramps  and 
urgency  within  fifteen  to  thirty  minutes 
after  meals.  The  character  of  the  stools  is 
also  important.  Those  of  an  irritable  colon 
are  loose  and  watery,  and  may  have  mucus 
mixed  with  them,  but  never  blood,  unless  it 
comes  from  the  hemorrhoidal  ring.  Exam- 
ination of  these  stools  show  no  unusual  or- 
ganism, nor  does  culture  show  anything  out 
of  the  ordinary. 

On  physiical  examination  very  liittle  is 
found  except  very  often  an  easily  palpated 
sigmoid,  and  perhaps  tenderness  over  it 
and  the  rest  of  the  colon.  Sigmoidoscopy 
reveals  nothing,  save  perhaps  a mucus  dis- 
charge over  portions  of  the  rectosigmoid. 
Most  of  the  patients  with  irritable  colons 
have  normal  gastric  acidity,  but  they  may 
be,  of  course,  complicated  by  either  low  or 
high  acidity.  Roentgen  examination  will 
show  definite  signs  of  an  irritable  colon, 
such  as  increased  haustral  markings,  re- 
dundancy, and  very  frequently  a smooth, 
tube-like  descending  colon. 

Due  to  impaired  gastric  digestion,  mani- 
fest mainly  as  hypo-  or  achlorhydria,  loose 
movements  often  occur.  Frequently  there 
is  an  associated  irritable  colon,  but  diag- 
nosis rests  mainly  on  gastric  analysis. 
Symptoms  are  very  similar  to  those  just 
described  in  the  discussion  of  irritable 
colon.  Microscopic  examination  of  the 
stools  shows  little  more  than  an  excess  of 
unaltered  muscle  fibers. 

In  improper  pancreatic  digestion  the  pa- 
tient often  complains  of  marked  epigastric 
bloating  and  discomfort  after  eating,  and 
a diarrhea  consisting  of  copious,  pale,  fatty 
stools,  microscopic  examination  of  which 
shows  an  excess  of  fat  globules,  as  well  as 
undigested  muscle  fibers. 

The  diagnosis  of  allergy  as  a cause  of 
diarrhea  is  often  arrived  at  only  by  exclu- 
sion, but  probably  more  common  than  or- 
dinarily thought.  The  relation  of  the  diar- 
rhea to  the  ingestion  of  certain  articles  of 
food  should  certainly  bring  the  question 
of  allergy  to  mind,  and  often  this  feeling 
may  be  substantiated  by  the  presence  of  an 
eosinophilia,  although  more  frequently  this 


is  not  the  case.  Many  conscientious  work- 
ers have  reported  reliance  upon  the  leu- 
kopenic index  as  an  indication  of  allergy, 
but  diagnosis  is  more  frequently  made 
either  by  the  success  of  elimination  diets 
in  controlling  the  symptoms,  or  by  a pains- 
taking series  of  skin  tests.  One  must  keep 
in  mind  though  that  at  times  the  offending 
foods  do  not  give  positive  skin  reactions, 
a situation  which  gives  the  physician  great 
difficulty  in  diagnosis.  It  is  unfortunate, 
indeed,  that  more  reliable  diagnostic  proce- 
dures have  not  yet  been  devised,  but  perhaps, 
with  further  use,  the  leukopenic  index  will 
prove  of  decided  value  to  us. 

Food  indiscretions  or  the  food  poisonings 
are  usually  rather  easily  diagnosed.  In  the 
first  place,  the  history  is  one  of  an  acute 
onset  of  symptoms  after  the  eating  of  some 
toxic  or  improperly  prepared  article  of  diet. 
In  a very  short  time  the  patient  is  seized 
with  nausea,  vomiting,  intestinal  cramps, 
and  frequent,  distressing  stools.  Often 
there  is  some  tenesmus.  There  may  be 
prostration  of  varying  degrees,  but  as  a rule 
no  temperature.  If  fever  does  occur,  with 
such  a story,  one  should  keep  in  mind  the 
possibility  of  typhoid  or  dysentery,  but  the 
duration  and  course  of  the  disease  soon 
solves  this  diagnostic  problem,  as  will  blood 
counts,  etc.,  which  are  to  be  discussed  later. 

Paradoxical  diarrhea,  due  to  fecal  impac- 
tion, is  readily  diagnosed  by  finding,  upon 
digital  examination,  a large,  hard,  fecal 
mass. 

One  of  the  early  symptoms  of  tabes  dor- 
salis may  be  loss  of  anal  sphincteric  con- 
trol, although  relatively  few  cases  are  so 
affected.  The  stools  may  or  may  not  be 
loose,  but  rectal  incontinence  occurs.  Diag- 
nosis is  made  by  positive  blood  and  spinal 
fluid  Wassermann  reactions,  a typical  col- 
loidal gold  curve  and  the  presence  of  other 
signs  of  tabes. 

Also  as  a late  symptom  of  compression 
of  the  spinal  cord  by  a cord  tumor,  one  finds 
loss  of  anal  sphincter  control,  with  or  with- 
out true  diarrhea.  Usually  this  has  been 
preceded  long  before  by  other  symptoms 
which  have  called  attention  to  the  under- 
lying pathology.  Spinal  fluid  examination 
may  show  signs  of  subarachnoid  block,  and 
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perhaps  xanthochromia.  And,  as  a sub- 
stantiating diagnostic  test,  X-ray  of  the 
spine,  after  intraspinal  lipoidal  injection,  is 
of  great  service. 

The  infectious  diarrheas  are  more  of  a 
diagnostic  problem,  and  an  attempt  will  be 
made  to  concisely  enumerate  their  diag- 
nostic differences. 

Typhoid  and  paratyphoid  fever  are  more 
commonly  accompanied  by  constipation 
than  diarrhea,  from  seventeen  to  thirty-six 
per  cent  having  been  given  in  different  se- 
ries as  the  incidence  of  diarrhea  in  these 
diseases.  The  disease  usually  starts  slowly, 
with  headache,  anorexia,  malaise,  and  gen- 
eralized aching,  quite  similar  to  other  infec- 
tious diseases.  It  may  start  as  a bronchitis. 
At  the  onset  physical  examination  shows 
nothing  remarkable,  except  a slow  pulse  in 
relation  to  the  fever,  which  as  a rule  quick- 
ly rises  to  103  degrees  or  more.  With  this 
fever  there  is  a leukopenia.  Diagnosis  in 
the  first  few  days  is  made  by  the  clinical 
picture,  and  by  obtaining  positive  typhoid 
bacillus  cultures  from  the  blood.  It  is  not 
until  later  in  the  disease  that  the  spleen 
becomes  palpable,  rose  spots  appear,  and 
the  Widal  and  stool  cultures  become  posi- 
tive. 

The  stools  of  a typhoid  diarrhea  are  gray, 
thin,  and  extremely  foul,  and,  on  settling, 
separate  into  a lower,  gray,  thick  layer,  and 
an  upper  liquid  one  composing  the  so-called 
“pea  soup”  stool.  One  characteristic  of 
these  stools  is,  although  there  may  be  oc- 
cult blood  present,  it  is  rarely  discernible 
grossly  unless,  late  in  the  disease,  actual 
hemorrhage  occurs. 

Bacillary  dysentery  has  a more  acute  on- 
set, with  griping  abdominal  pains  and  a 
fever  of  101  degrees  or  over,  usually  not 
as  high  as  the  typhoid  temperature.  Marked 
tenesmus  occurs,  and  early  in  the  course  of 
the  disease  the  patient  begins  to  pass  fre- 
quent stools  from  five  to  ten  a day  or  more. 
There  is  an  early  leukocytosis,  but  not  until 
from  six  to  ten  days  does  a positive  agglu- 
tination reaction  occur. 

Diagnosis  is  made  definitely  only  by  cul- 
ture of  the  stools,  but  as  a tentative  diag- 


nosis must  be  made  before  the  time  neces- 
sary for  this  procedure  elapses,  it  is  ar- 
rived at  by  examination  of  the  stools.  These 
are  most  distinctive,  and  consist  of  blood, 
mucus,  and  pus  with  very  little  actual  fecal 
matter.  They  are  pink  or  red  in  color, 
depending  upon  the  proportion  of  blood. 
Under  the  microscope  the  discharge  is  seen 
to  consist  of  a cellular  exudate,  with  many 
polymorphonuclear  leukocytes,  red  blood 
cells,  and  characteristic  large  mononuclear 
phagocytic  cells. 

Amoebic  dysentery  may  have  either  a sud- 
den or  gradual  onset,  and  typical  of  it  is 
the  fact  that  the  diarrhea  comes  for  days 
or  weeks,  then  clears,  only  later  to  recur. 
There  is  moderate  tenesmus  and  abdominal 
pain,  but  generally  not  so  much  fever  or 
prostration  as  in  the  other  infectious  dis- 
eases. During  the  active  stages  of  the  dis- 
ease, however,  there  are  periods  of  fever, 
usually  not  very  high,  and  a leukocytosis. 

The  stools  have  considerable  fecal  mat- 
ter, and  also  fresh  blood  and  mucus.  The 
cellular  exudate,  however,  is  less  than  in 
the  bacillary  type  of  dysentery. 

Diagnosis  is  made  by  sigmoidoscopy, 
and  by  the  identification  of  Entamoeba  his- 
tolitica  in  the  stool  specimen.  Sigmoido- 
scopy reveals  the  characteristic  ragged  ul- 
cerations in  the  lower  rectum  and  sigmoid, 
with  amoebae  demonstrable  in  the  exudate 
scraped  from  the  lesions. 

Nonspecific  enterocolitis  is  probably  also 
infectious  in  nature,  although  no  specific 
organisms  may  be  isolated.  The  onset  of 
the  disease  is  abrupt,  with  colic  and  abdom- 
inal tenderness,  and  persistent,  severe  diar- 
rhea of  thin  watery  stools,  with  much 
mucus.  Occasionally  there  is  a little  blood 
in  the  stools,  but  not  much  as  a general 
thing.  Usually  the  diarrhea  is  preceded  by 
vomiting,  which,  however,  soon  stops. 
There  is  little  or  no  fever,  but  marked  pros- 
tration and  dehydration. 

The  course  of  this  disease  is  less  pro- 
longed than  those  previously  discussed;  it 
usually  terminates  in  from  two  to  five  days. 
One  must  exclude  the  other  conditions  by 
the  means  already  described  before  adop- 
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tion  of  the  diagnosis  of  “nonspecific”  entero- 
colitis. 

For  completeness’  sake  mention  must  be 
made  here  of  cholera,  although  fortunately 
the  disease  is  rarely  seen  in  this  part  of 
the  country.  It  is  a most  violent  disease, 
with  a sudden  onset  and  an  early  drastic 
purging,  after  which  persistent  vomiting 
sets  in.  There  is  a relatively  low  tempera- 
ture, but  a rapid  pulse,  and  prostration  and 
dehydration  are  early  and  extreme.  Indeed, 
the  disease  is  so  overwhelming  that  few  epi- 
demics have  been  reported  in  which  the 
mortality  has  been  less  than  fifty  per  cent. 

Cholera,  too,  has  its  characteristic  stool, 
a thin,  copious,  almost  watery  discharge, 
with  some  mucus  and  cellular  debris,  form- 
ing the  oft-spoken-of  “rice-water  stool.” 

Diagnosis  is  made  by  culturing  the  chol- 
era vibrio  from  the  stools,  a procedure 
which,  due  to  their  rapid  growth,  may  be 
done  in  just  a few  hours.  Agglutination  of 
the  cultured  organisms  by  the  specific  serum 
will  then  clinch  the  diagnosis. 

Tuberculous  enterocolitis  is  nearly  al- 
ways seen  in  patients  already  ill  with  other 
forms  of  tuberculosis,  and  is  of  grave  prog- 
nostic significance.  The  lesion  is  most  fre- 
quently in  the  terminal  ileum,  caecum,  and 
ascending  colon,  although  at  times  the  recto- 
sigmoid is  involved. 

The  symptoms  are  abdominal  pain,  nau- 
sea, and  vomiting,  marked  systemic  intoxi- 
cation, loss  of  sleep  and  rest,  and  a severe 
dehydrating,  exhausting  diarrhea.  Later 
there  may  be  hemorrhage,  perforation  of 
the  gut,  ascites,  abscess  or  bowel  obstruc- 
tion. 

Physical  examination  shows  signs  of 
tuberculosis  elsewhere.  Abdominally,  there 
is  tenderness  over  the  caecum  and  ascend- 
ing colon,  and  sometimes  masses,  or  thick- 
ened areas  of  bowel  may  be  made  out. 

X-ray  diagnosis  depends  upon  the  stage 
of  the  disease.  Early  there  is  irritability 
of  the  lower  eighteen  inches  of  terminal 
ileum,  the  caecum,  and  proximal  twelve 
inches  of  the  colon.  Later  on,  due  to  heal- 


ing, there  is  marked  scarring,  with  stenosis 
and  deformities.  Sometimes  this  is  hard  to 
differentiate  from  carcinoma,  but  the  loca- 
tion and  previous  history  should  prove  a 
strong  point  in  favor  of  tuberculosis. 

The  next  great  division  in  my  classifica- 
tion of  the  diarrheas  is  that  comprised  of 
inflammations  and  new  growths. 

First  to  be  brought  to  mind  are  sarcoma 
and  carcinoma,  which,  for  simplicity,  will 
be  discussed  together,  as  clinical  differentia- 
tion is  difficult  despite  the  fact  that  it  is 
known  that  sarcoma  early  causes  cachexia 
and  metastasizes  soon  in  the  course  of  the 
disease. 

In  addition  to  the  diarrhea,  which  often 
is  a predominant  symptom  of  a malignant 
growth,  in  no  matter  what  part  of  the  in- 
testinal tract,  one  finds  the  dread  trilogy  of 
loss  of  weight,  progressive  anemia,  and  loss 
of  appetite.  Cachexia  and  the  toxic  de- 
pression come  later  in  the  course  of  the  dis- 
ease. 

It  is  not  within  the  scope  of  this  paper 
to  discuss  how  the  differential  diagnosis 
may  be  made  of  the  positions  in  which 
malignancies  occur  in  the  intestinal  tract, 
but  suffice  to  say  that  there  are  variations  in 
the  symptoms.  However,  with  the  trilogy 
already  described,  the  sudden  onset  of  diar- 
rhea, in  a previously  well  person,  should 
prompt  one  to  do  a complete  search  for  a 
neoplasm.  No  age  group  is  exempt,  al- 
though naturally  the  disease  is  more  liable 
to  occur  in  the  middle  aged  and  elderly. 

The  diarrhea  is  not  particularly  distinc- 
tive except  that  occult  blood  can  nearly  uni- 
versally be  found  in  the  stools  at  one  time 
or  another,  and  generally  gross  blood  may 
be  seen.  Mucus  is  often  mixed  in  the  stools. 
And,  if  the  tumor  be  in  the  rectum,  defeca- 
tion may  be  painful,  frequent,  and  difficult. 

Physical  examination  may  or  may  not  re- 
veal an  abdominal  mass,  but  obviously  its 
absence  must  not  be  allowed  to  exclude  car- 
cinoma. If  the  growth  be  low  in  the  rectum 
certainly  it  should  be  picked  up  either  upon 
digital  examination  or  by  sigmoidoscopy. 
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The  chief  help  in  diagnosis,  however,  re- 
mains the  X-Ray,  and  its  value  is  tremen- 
dous. Although  following  a barium  meal 
through  its  course  is  important,  to  me  the 
barium  enema,  in  cases  of  colonic  malig- 
nancy, is  of  greater  value.  Certainly  I feel 
that  fluoroscopic  examination  of  a barium 
enema  should  be  an  essential  part  of  gastro- 
intestinal examination,  although  films  are 
the  most  reliable  diagnostic  aid. 

The  benign  tumors  cause  a great  deal 
of  trouble  in  diagnosis,  as  the  intestinal 
symptoms  are  practically  the  same  as  in 
malignant  disease,  with  loose  stools,  blood, 
and  mucus  being  passed  by  rectum. 

Diagnosis  of  polyposis  may  be  made  by 
X-ray,  but  even  if  the  tumor  be  low  enough 
to  be  seen  through  the  sigmoidoscope,  it 
is  often  impossible  to  differentiate  it  from  a 
carcinoma,  in  which  case  surgical  removal 
and  microscopic  study  offer  our  only  means 
of  definite  diagnosis.  Of  course,  in  the  be- 
nign tumors  the  “cancer  trilogy”  is  absent, 
but  diagnosis,  if  possible,  should  be  made 
before  enough  time  elapses  for  these  symp- 
toms to  occur,  should  the  lesion  be  malig- 
nant. 

Diverticulosis  itself  is  usually  associated 
with  constipation,  but  diverticulitis  is  fre- 
quently ushered  in  with  diarrhea. 

The  symptoms  are  similar  to  those  of  ap- 
pendicitis, except  that  the  local  manifesta- 
tions are  usually  along  the  sigmoid,  giving 
rise  to  “left-sided  appendicitis.”  Pain,  ten- 
derness, rigidity  of  the  abdominal  muscles, 
fever,  and  leukocytosis  appear  very  much 
as  in  appendicitis.  Such  symptoms,  localiz- 
ing on  the  left,  may  suggest  to  one  the  diag- 
nosis of  diverticulitis,  but  definite  diagnosis 
cannot  be  made  except  by  X-ray  after  the 
inflammatory  symptoms  have  subsided. 

Appendicitis  may  be  accompanied  at  the 
onset  by  diarrhea,  but  diagnosis  here  should 
not  be  difficult.  The  symtoms  of  appendi- 
citis should  be  too  well  appreciated  by  this 
group  to  require  enumeration. 

Syphilis  of  the  intestines  is  rare.  Diar- 
rhea referable  to  it  is  seen  occasionally 


early  in  the  disease,  but  occurs  more  often 
in  the  later  stages,  in  cachectic  patients. 
Gummata  may  form,  ulcerate,  then  heal  and 
cause  a stenosis  of  the  intestine.  If  ul- 
cerating, a bloody  diarrhea  may  result,  and 
diagnosis  becomes  most  difficult.  However, 
in  the  face  of  a positive  Wassermann, 
syphilitic  enteritis  must  be  kept  in  mind, 
and,  if  X-ray  be  inconclusive,  then  it  is  best 
to  try  the  patient  for  a reasonable  time 
under  antiluetic  therapy. 

Two  rather  baffling  conditions  will  be 
briefly  discussed  in  this  group — namely,  ter- 
minal ileitis  and  ulcerative  colitis.  Their 
true  etiology  is  undetermined,  for  certainly 
Bargen’s  infectious  theory  of  ulcerative 
colitis  has  not  been  generally  substantiated, 
nor  has  any  one  definitely  determined  the 
cause  of  terminal  ileitis.  The  pathology 
of  the  two  diseases  is  decidedly  similar, 
save  for  the  location  of  the  process,  and 
many  leading  investigators  have  felt  that 
the  underlying  disease  process  is  the  same, 
merely  being  manifest  in  different  localities. 

Ulcerative  colitis  is  a chronic,  recurrent 
disease,  with  a tendency  toward  remission, 
which  usually  begins  in  the  rectum  and 
spreads  proximally  to  other  portions  of  the 
colon.  It  is  debilitating,  and  characterized 
by  loss  of  weight  and  strength,  abdominal 
pain  and  distress,  bloating,  a moderate 
fever  in  many  instances,  and  frequent  evac- 
uations of  blood,  pus  and  some  mucus,  with 
very  little  fecal  matter. 

Sigmoidoscopy  shows  multiple  confluent, 
shallow,  easily  bleeding  ulcers  characteris- 
tic of  the  disease  and  a granular,  hyperemic 
mucous  membrane.  Amoebae  must  always 
be  searched  for  and  excluded  as  a possible 
cause. 

X-ray  shows  a “pipe  stem”  sigmoid  and 
descending  colon,  or  a similar  involvement 
in  other  portions  of  the  colon  affected. 

Terminal  ileitis  is  often  mistaken  for  re- 
current attacks  of  appendicitis.  The  pa- 
thology is  similar  to  that  just  described  in 
ulcerative  colitis,  but  is  usually  limited  to 
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the  distal  eighteen  inches  of  the  terminal 
ileum. 

There  are  pain  and  right  lower  quadrant 
cramps,  fever,  some  leukocytosis,  and  diar- 
rhea. Often  these  patients  are  mistakenly 
operated  upon  for  appendicitis,  and  at  op- 
eration the  appendix  found  normal.  In  a 
large  number  of  such  instances,  if  the  sur- 
geon were  to  make  an  incision  large  enough 
for  exploration,  he  would  find  a thickened 
lower  ileum  as  the  true  cause  of  the  con- 
dition. 

Diagnosis  may  be  made  by  a barium  meal, 
with  serial  pictures  of  the  small  intestine. 
There  may  be  some  dilatation  proximal  to 
the  lesion,  but  the  affected  area  itself 
empties  very  quickly  and  is  seen  to  be  nar- 
rowed and  thickened,  giving  the  so-called 
“string  sign.” 

Pellagra  is  the  only  true  deficiency  dis- 
ease in  which  diarrhea  occurs.  There  is 
nothing  characteristic  of  the  stools  them- 
selves, but  diagnosis  may  be  made  by  the 
other  well-known  signs  of  pellagra — brawny 
pigmentation  of  the  exposed  skin  surfaces, 
sore  tongue,  and  mental  confusion  or  actual 
dementia. 

Pernicious  anemia  may  possibly  be  prop- 
erly included  as  a deficiency  disease,  and  the 
success  of  its  diagnosis  depends  upon  the 
characteristic  blood  picture,  plus  an  achlor- 
hydria. 

Very  little  need  be  said  of  the  toxic  causes 
of  diarrhea.  Caution  must  be  taken  to 
realize  that  in  the  diseases  previously  listed 
— colds,  pneumonia,  pyelonephritis,  the 
exanthemata,  exophthalmic  goiter,  and  Ad- 
dison’s disease — diarrhea  may  occur  as  a 
distressing  complication. 

Some  of  the  metallic  poisons,  mercury, 
lead,  antimony,  and  arsenic  being  the  chief 
offenders,  may  also  cause  diarrhea.  Diag- 
nosis is  made  by  careful  inquiry  into  the 
possibility  of  exposure  to  these  metals,  or 
of  ingestion.  Although  chronic  lead  poison- 
ing is  characterized  by  obstinate  constipa- 
tion, acute  poisoning  by  the  ingestion  of 
large  doses  of  lead  will  cause  diarrhea. 


And,  finally,  we  come  to  sprue,  which  I 
have  found  impossible  to  place  under  any  of 
the  foregoing  headings  at  the  present  time. 
In  all  probability  it  will  eventually  be  con- 
sidered as  a deficiency  disease. 

The  diagnosis  is  made  by  the  character- 
istic symptoms  and  peculiar  stools.  The 
patient,  during  exaccerbations  of  the  dis- 
ease, is  quite  sick.  The  abdomen  is  dis- 
tended and  tympanitic  from  excessive  fer- 
mentation ; there  is  a sore  tongue ; loss  of 
weight;  achylia  gastrica  and  a blood  pic- 
ture much  like  that  of  pernicious  anemia. 
The  stools  are  large  and  bulky,  pale,  fatty, 
and  of  a frothy,  foamy  consistency,  char- 
acteristic of  no  other  disease.  The  diarrhea 
is  more  exhausting  in  its  effect  than  in  its 
frequency. 

I have  tried  to  cover,  in  these  few  min- 
utes, an  extremely  large  field  so  that  the 
picture  left  may,  unfortunately,  be  some- 
what confusing.  However,  it  is  hoped  that 
by  a review  of  these  diseases  and  the  pres- 
entation of  the  diagnostic  criteria  of  most 
of  them,  that  diagnosis  may  be  made  a little 
easier. 

DISCUSSION 

DR.  K.  M.  BUCK  (Memphis)  : I feel  honored  to 
be  called  upon  to  discuss  Dr.  Manson’s  paper.  He 
has  so  ably  covered  the  subject  of  the  diarrheas  in 
the  adult  that  the  only  thing  left  for  me  to  talk 
about  is  the  diarrheas  of  infants  and  children, 
which  he  purposely  omitted. 

When  I first  started  the  practice  of  pediatrics 
about  twenty  years  ago  the  diarrhea  problem  dur- 
ing our  hot  months  was  a nightmare.  The  diarrhea 
“bugaboo,”  however,  due  to  intelligent  prophylaxis, 
correct  diagnosis  and  proper  treatment,  is  van- 
ishing. 

No  discussion  of  diarrhea  in  children  would  be 
complete  without  stressing  the  value  of  prophy- 
laxis. M.  C.  Spradlin  lists  seven  factors  affecting 
prophylaxis  of  diarrhea:  (1)  Prevention  of  the 

infant  from  becoming  overheated.  (2)  Pure,  un- 
contaminated supply  of  water — best  obtained  by 
boiling  all  water  given  the  infant.  (3)  Intelligent, 
conservative  diet  in  accordance  with  generally  ac- 
cepted schedules.  (4)  Cautious,  gradual  introduc- 
tion of  foods  new  to  the  infant.  (5)  Adequate  re- 
frigeration to  insure  against  spoilage  of  the  baby’s 
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food.  (6)  Screening  to  prevent  bacterial  contam- 
ination by  flies.  (7)  Prevention  of  parenteral  in- 
fection by  avoiding  colds,  and  then  prompt  treat- 
ment when  they  occur. 

You  can  readily  see  that  if  these  seven  preven- 
tive measures  are  adhered  to  that  the  three  main 
types  of  diarrhea  in  infants — fermentative,  infec- 
tious, and  parenteral — can  be  prevented. 

Dr.  Owen  Wilson  of  Nashville  stresses  the  point 
in  his  book  on  “The  Care  and  Feeding  of  Southern 
Babies”  that  we  cannot  feed  our  Southern  babies 
during  our  extremely  hot  months  or  take  such  lib- 
erties as  with  those  babies  residing  in  the  cooler 
climate. 

There  are  relatively  few  causes  of  acute  diarrhea 
in  children  with  blood,  pus,  and  mucus  in  the  stools. 
Such  a group  of  symptoms  should  always  suggest 
a bacillary  dysentery.  Occasionally  intussuscep- 
tion and  a bleeding  Meckel’s  diverticulum  may  be 
confused  with  dysentery. 

Chronic  diarrhea  in  children  is  rather  unusual, 
but  in  these  cases  chronic  bacillary  dysentery, 
amoebic  dysentery,  tuberculous  enteritis,  and  idio- 
pathic chronic  ulcerative  colitis  should  be  con- 
sidered. 

When  pus,  blood,  and  mucus  appear  in  the  stool 
a culture  of  the  stool  for  diagnostic  purposes  should 
be  made,  not  only  one,  but  five  or  six  until  the 
correct  diagnosis  is  concluded. 

On  my  service  last  June  at  St.  Joseph  Hospital, 
we  ran  across  five  cases  in  which  streptococci  were 
so  predominant  in  the  stool  culture  that  we  gave 
them  sulfanilamide  and  with  what  I thought  were 
marvelous  recoveries. 

In  three  older  children  we  found  amoebic  dysen- 
tery on  examination  of  the  stools  when  we  thought 
they  were  some  other  type  of  bacillary  dysentery. 

DR.  R.  B.  WOOD  (Knoxville)  : Mr.  Chairman 
and  Gentlemen:  Owing  to  the  widespread  amount 
of  territory  that  Dr.  Manson  had  to  cover  in  his 
paper,  may  I just  briefly  summarize  for  him  what 
he  did  not  get  to  do. 

The  history  of  the  diarrheas  of  the  individual 
case  would  probably  determine  for  the  physician 
the  type  of  investigation  that  will  have  to  be  done 
toward  arriving  at  a definite  conclusion  as  to  causa- 
tive factors.  The  acute  diarrheas  will  not  demand 
a wide  physical  examination  and  study  that  the 
chronic  type  will. 

In  the  investigation  of  the  chronic  type  of  diar- 
rhea there  is  nothing  that  must  be  left  undone; 
first,  a careful  history;  second,  a complete  physical 
examination,  and  in  addition  to  the  ordinary  phys- 


ical examination  that  you  and  I will  do  there  must 
be  a certain  amount  of  laboratory  investigation 
that  may  or  may  not  be  available  to  the  particular 
physician.  As  you  have  heard,  there  will  be,  first, 
blood  count;  second,  gastric  analysis;  the  deter- 
mination of  the  presence  of  achlorhydria  is  a very 
important  part.  Third,  a complete  gastrointestinal 
series  is  often  necessary,  particular  attention 
being  given  to  the  study  of  the  colon.  A procto- 
scopical  examination  is  essential  in  many;  stool 
examination,  both  from  the  microscopic  and  cul- 
tural characteristic.  Lastly,  a study  of  that  pa- 
tient’s family  history  is  frequently  important,  the 
emotional  background,  a study  of  the  emotional 
background  of  the  individual  as  well  as  a study  of 
the  allergic  factors  that  Dr.  Manson  mentioned. 

Taking  into  consideration  all  of  these  things,  if 
those  things  are  available  and  the  patient’s  finan- 
cial condition  is  such  that  he  can  have  that  much 
work  done,  then  most  of  these  diarrheas  can  be 
accurately  classified  and  thereby  adequately  treated. 

DR.  DAUGH  W.  SMITH  (Nashville)  : The  es- 
sayist has  given  us  a very  comprehensive  paper 
on  diarrhea.  He  failed  to  include  one  form  of 
diarrhea  which  is  being  overlooked  to  a great  ex- 
tent at  the  present  time.  In  fact,  in  this  section 
it  has  not  been  recognized  by  anyone  until  within 
recent  years.  That  is  the  condition  known  as 
lymphopathia  venerum  or  lymphogranuloma  in- 
guinalia. 

In  the  second  stage  of  this  disease  when  it  in- 
volves the  rectum,  rectosigmoid  or  both,  the  pa- 
tient will  complain  of  having  frequent  stools,  diffi- 
cult stools,  and  stools  containing  blood  and  pus,  and 
in  a majority  of  cases  considerable  pain  at  the 
time  of  stool. 

An  examination  of  the  patient  exclusive  of  the 
rectum  may  not  reveal  any  findings  of  importance 
except  emaciation  which  may  be  mild  or  severe. 
On  inspection  of  the  perineum  and  anal  canal  one 
may  or  may  not  observe  ulcerative  lesions.  If 
ulcerations  are  present  they  may  vary  from  five- 
tenths  centimeters  to  three  centimeters  in  diameter 
with  irregular  outline  and  undermining  edges.  The 
ulcerations  may  involve  the  subcutaneous  tissues. 
One  will  frequqently  note  marked  relaxation  of  the 
external  sphincter  muscle.  On  inspection  of  the 
rectum  you  will  be  impressed  by  the  amount  of 
liquid  material  which  will  consist  of  feces,  blood, 
pus,  and  mucus.  After  thorough  cleansing  of  the 
rectum  you  cannot  fail  to  note  the  marked  edema, 
diffuse  inflammation,  and  ulcerations  of  the  mucosa. 
There  may  be  an  entire  absence  of  papillae  due  to 
the  extensive  ulcerative  process.  Also  there  may 
be  marked  thickening  of  one  or  more  of  Houston’s 
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values  due  to  the  edema.  The  Frei  test  is  not  al- 
ways positive  in  the  early  cases,  therefore,  it  will 
be  necessary  to  make  a diagnosis  from  the  clinical 
picture  which  is  presented  through  the  proctoscope. 

We  are  all  familiar  with  the  cases  of  stricture  of 
the  rectum  which  have  been  diagnosed  as  due  to 
syphilis.  We  are  also  familiar  with  the  fact  that 
these  patients  fail  to  respond  to  antisyphilitic  treat- 
ment. These  patients  almost  without  an  exception 
are  patients  suffering  with  lymphopathia  venerum 
in  a more  advanced  stage.  This  disease  should  be 
considered  or  thought  of  in  any  patient  who  pre- 
sents himself  with  a chronic  diarrhea. 


DR.  JOHN  B.  HASKINS  (Chattanooga):  A 
number  of  men  here  are  practicing  in  smaller 
communities  than  the  men  who  have  spoken.  You 
don’t  have  all  this  X-ray  and  laboratory  facilities 
to  diagnose  your  patients.  Do  the  best  you  can 
to  diagnose  them,  and  on  the  cases  where  you  fail 
(and  your  laboratories  will  oftentimes  fail),  treat 
them  as  though  they  were  amoebic  dysentery.  I 
have  done  that  several  times  and  cured  my  patients. 

DR.  TIM  J.  MANSON  (closing)  : I have  nothing 
further  to  add.  I am  very  grateful  to  the  dis- 
cussers. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


The  Mayo  Brothers 
It  is  said  that  when  Abraham  Lincoln 
died  a member  of  his  cabinet  walked  from 
the  room  and  said : “Abraham  Lincoln  now 
belongs  to  the  ages.” 

It  is  appropriate  that  we  say:  “The  Mayo 
brothers  now  belong  to  the  ages.” 

It  is  not  enough  to  say  that  their  lives 
enriched  the  age  in  which  they  lived.  They 
enriched  the  age  in  which  they  lived  in  such 
a fashion  that  many  ages  yet  to  come  will 
be  enriched  by  them. 

In  our  opinion,  there  are  few,  if  any,  men 
now  living  who  are  in  position  to  make  an 
appraisal  of  their  contributions  to  the  pro- 
fession of  medicine  and  to  mankind. 

It  is  a simple  matter  to  give  a recital  of 
the  honors  conferred  upon  them  by  medical 
organizations  and  other  bodies  throughout 
the  world.  These  serve  only  to  call  atten- 
tion to  the  fact  that  men  everywhere  sought 
to  do  them  honor  in  the  only  way  they  knew 
how.  These  expressions  fall  far  short  of 
expressing  something  of  a feeling  toward 


these  men  and  their  work  which  is  enter- 
tained by  doctors  and  their  patients. 

Few  men  have  ever  lived  who  touched 
the  lives  of  so  many  people  in  such  inti- 
mate fashion.  They  probably  touched  more 
sick  people  in  their  own  skillful  way  than 
any  men  who  ever  lived.  Indirectly  they 
have  touched  more  through  the  clinic  they 
built  and  endowed.  They  touched  the  lives 
of  more  doctors  who  in  their  search  for 
more  knowledge  came  from  all  over  the 
world  to  visit  the  Mayo  Clinic  and  be  in- 
structed and  inspired  by  these  men.  They 
touched  still  more  through  medical  litera- 
ture which  they  enriched  in  more  ways  and 
to  a greater  extent  probably  than  any  men 
who  have  ever  lived. 

We  heard  one  of  these  men  say,  and  he 
likely  spoke  for  them  both,  that  he  wished 
his  epitaph  to  read:  “He  loved  the  truth 
and  diligently  sought  to  find  it.” 

It  is  no  wonder  then  that  their  passing 
has  brought  sadness  and  a sense  of  gen- 
uine grief  and  loss  to  so  many  people  every- 
where. 


Boomerang  Indictment 
Under  the  above  heading  the  following 
editorial  appeared  in  The  Washington  Post, 
July  27.  It  is  reproduced  here  by  the  kind 
permission  of  the  Post. 

The  medical  profession  was  in  no  posi- 
tion to  discuss  fully  and  frankly  all  the 
issues  involved  in  this  case  until  the  court 
had  acted.  This  decision  of  the  court  in- 
dicates something  of  the  extent  to  which  the 
courts  of  the  land  are  as  yet  the  defenders 
of  freedom  in  the  United  States : 

“The  government’s  indictment  of  the 
American  Medical  Association  and  ancillary 
bodies  has  been  turned  into  an  indictment 
of  the  Department  of  Justice.  Seldom  has 
that  law-enforcement  agency  suffered  a 
sharper  rebuke  than  that  administered  by 
Justice  Proctor  in  District  Court  yesterday. 

“The  rebuke  is  not  softened  by  the  gen- 
eral restraint  of  the  court’s  comment  on  a 
silly  suit,  which  Assistant  Attorney  Gen- 
eral Thurman  Arnold  was  most  ill  advised 
to  initiate.  Now,  in  the  face  of  Justice 
Proctor’s  lucid  and  closely  reasoned  opin- 
ion, the  Department  of  Justice  is  in  an  un- 
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enviable  quandary.  It  must  either  admit 
that  its  indictment  of  the  American  Medical 
Association  as  a combination  in  restraint  of 
trade  was  a blunder,  or  it  must  take  an 
appeal  from  a judgment  which  seems  to 
leave  very  few  footholds  for  effective  crit- 
icism. 

“Such  an  appeal,  if  lost,  would  only  fur- 
ther humiliate  the  administration  and,  win 
or  lose,  it  would  continue  to  exacerbate  an 
issue  which  can  only  be  solved  by  friendly 
cooperation.  The  American  Medical  Asso- 
ciation and  many  of  its  subordinate  bodies 
are  now  showing  an  unmistakable  tendency 
to  further,  rather  than  impede,  well-man- 
aged group  health  projects.  The  Depart- 
ment of  Justice  will  turn  bad  into  worse  if 
it  stubbornly  insists  on  pressing  an  indict- 
ment bound  to  arouse  the  strongest  pro- 
fessional antagonism. 

“That  indictment  was  characterized  by 
Justice  Proctor  yesterday  as  a ‘highly  col- 
ored, argumentative  discourse.’  It  was 
found  by  him  to  indulge  freely  in  ‘inference, 
opinion,  and  conjecture.’  The  justice  re- 
garded it  as  ‘afflicted  with  vague  and  un- 
certain statements.’  The  indictment,  final- 
ly, was  found  lacking  in  ‘the  fundamental 
requirement  that  a criminal  accusation  be 
stated  fully,  clearly,  and  with  directness 
and  certainty.’ 

“These  are  biting  criticisms  of  the  gov- 
ernment’s case,  entirely  aside  from  the  com- 
mon-sense opinion,  amply  backed  by  legal 
precedent,  that  the  practice  of  medicine  can- 
not properly  be  defined  as  a ‘trade’  in  the 
sense  intended  by  the  anti-trust  laws.  And 
while  the  criticisms  are  important  for  the 
case  in  point  they  are  even  more  so  as  a 
demonstration  of  one  of  the  cardinal  and 
most  vital  principles  of  this  democracy — the 
subordination  of  the  government,  just  as 
much  as  that  of  the  individual  citizen,  to 
the  evenhanded  processes  of  law. 

“Justice  Proctor’s  opinion  yesterday  will 
not  be  assessed  at  its  true  value  unless  its 
criticism  of  an  obviously  punitive  action 
against  the  medical  profession  is  empha- 
sized. Unquestionably  members  of  that 
profession  have  their  shortcomings.  Un- 
doubtedly the  attitude  of  some  of  them 
toward  group  health  movements  has  been 


reactionary  and  socially  injurious.  But 
those  mistakes  are  no  excuse  for  an  arbi- 
trary attempt  to  dragoon  organized  medi- 
cine into  lowering  its  cherished  standards. 
To  dictate  in  that  manner,  as  Justice  Proc- 
tor has  ably  indicated,  the  government  must 
have  a far  better  case  than  it  was  able  to 
present.” 


False  Advertising 

For  many  years  the  American  Medical 
Association  has  been  conducting,  almost 
singlehanded,  a valiant  fight  against  nos- 
trums and  quackery.  The  only  penal  power 
in  the  hands  of  the  Association  is  the  power 
of  publicity.  This  publicity,  of  course,  has 
provoked  suits  for  damages  from  time  to 
time. 

It  is  fine  to  note  that  these  suits  have  been 
defended  with  success,  which  indicates  the 
virtue  of  the  fight.  It  costs  a great  deal  of 
money  to  conduct  these  defenses  however. 

The  Federal  Trade  Commission  now  has 
been  clothed  with  the  authority  and  charged 
with  the  responsibility  of  enforcing  regu- 
lations against  false  and  misleading  adver- 
tising. This  applies  to  nostrums  and 
quacks. 

Dr.  K.  E.  Miller,  a senior  surgeon  in  the 
United  States  Public  Health  Service,  has 
been  detailed  to  the  Federal  Trade  Commis- 
sion for  the  purpose  of  assisting  the  com- 
mission in  its  work  in  this  field. 

The  Secretary-Editor  received  a letter 
from  Dr.  Miller  some  days  ago  to  the  effect 
that  the  commission  is  not  provided  with 
funds  with  which  fully  to  compensate 
physicians  for  appearance  as  witnesses  at 
hearings  on  such  cases.  He  requested  in- 
formation as  to  whether  the  State  Associa- 
tion would  cooperate  under  the  circum- 
stances. Our  reply  was  to  the  effect  that 
we  felt  certain  that  members  of  the  Tennes- 
see State  Medical  Association  would  coop- 
erate notwithstanding  the  inability  of  the 
commission  to  compensate  physicians  ade- 
quately for  their  services.  In  our  opinion, 
the  profession  will  make  the  necessary  sac- 
rifice in  the  public  interest. 

It  is  sincerely  hoped  that  members  of  the 
Tennessee  State  Medical  Association  will 
give  their  services  freely,  for  whatever  com- 
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pensation  is  allowed,  when  called  upon  for 
expert  testimony  in  any  case  brought  by 
the  Federal  Trade  Commission  touching  the 
false  advertisement  of  nostrums  and  quacks. 

The  American  doctors  have  carried  this 
whole  burden  too  long  already.  We  now  can 
cooperate  under  the  leadership  of  a body 
clothed  with  the  necessary  power  to  stop 
the  false  and  flagrant  advertising  of  quacks 
and  nostrums. 


An  Important  Pronouncement 

Senator  Robert  A.  Taft  made  an  address 
in  Washington,  D.  C.,  July  11,  1939,  on  the 
occasion  of  the  laying  of  a cornerstone  of 
the  Doctors’  Building  in  that  city. 

In  the  course  of  the  address  he  took  oc- 
casion to  refer  to  the  Wagner  Bill.  Among 
other  things  he  said:  “There  is  hardly  a 
field  in  which  there  has  been  more  sensa- 
tional and  continuous  improvement  than 
that  of  medicine  in  the  United  States.  That 
improvement  has  been  due  to  the  brilliant, 
unselfish,  and  industrious  work  of  thou- 
sands of  physicians.  It  is  not  their  fault 
that  incomes  are  unequally  distributed  and 
that  efforts  by  local  government  to  cover  the 
entire  field  of  health  have  been  restricted  by 
lack  of  resources.  But  now  I hope  they  will 
take  an  active  interest  in  seeing  that  the 
unequaled  medical  service  received  by  most 
Americans  is  extended  to  the  entire  popu- 
lation. Their  own  interest  and  participa- 
tion in  the  program  will  make  it  certain  that 
it  is  not  dominated  by  half-baked  theorists 
or  by  those  who  believe  in  a totalitarian 
state , directing  the  lives  and  caring  for  the 
health  of  all  its  citizens  through  the  me- 
chanical and  usually  careless  action  of  gov- 
ernment bureaus 

Of  particular  significance  in  his  reference 
to  two  groups:  First,  half-baked  theorists 
and  second  those  who  believe  in  a total- 
itarian state. 

We  have  taken  occasion  many  times  to 
point  out  the  fact  that  there  are-  those  who 
are  seeking  to  establish  a totalitarian  state 
in  this  country,  and  that  the  power  vested 
in  several  government  bureaus  by  the  Wag- 
ner Bill  could  be  the  means  of  a long  step 
in  that  direction  and  thus  in  the  end  be 
very  destructive  to  the  life  and  happiness 


of  the  people  of  the  United  States.  In  fact, 
the  harm  that  could  come  from  the  adop- 
tion and  administration  of  that  measure 
would  be  far  greater  than  any  good  that 
could  come  even  is  sanely  administered. 

Two  strong  bids  have  been  made  in  re- 
cent months  for  federal  control  of  medicine. 
One  was  embodied  in  a suit  brought  under 
the  Anti-Trust  Act  as  a result  of  which  it 
was  hoped  that  control  of  the  policies  and 
activities  of  American  medicine  could  be 
obtained.  The  other  bid  for  power  is  that 
which  attaches  to  the  provisions  in  the 
Wagner  Bill  which  give  to  agencies  and  bu- 
reaus the  power  to  allocate  money  as  they 
may  see  fit  with  but  few  scant  limitations. 

If  the  proponents  of  these  measures  had 
a genuine  affection  for  the  poor  unfortu- 
nate people  on  relief  rolls,  and  on  WPA 
rolls,  they  would  be  found  making  provi- 
sions for  financing  the  medical  care  of  all 
these  people  out  of  money  already  appro- 
priated for  relief.  Large  sums  are  paid 
to  the  administrative  personnel.  A rela- 
tively small  portion  goes  to  the  medical  care 
of  these  people.  They  seem  to  prefer  to 
neglect  care  now,  and  then  blame  their  lack 
of  care  on  our  system  of  medical  practice. 
It  should,  of  course,  be  blamed  on  the  ad- 
ministration of  relief. 


United  States  Medical  Group  Wins  in 
Anti-Trust  Suit 

An  Associated  Press  news  item  was  car- 
ried under  the  above  heading  in  the  daily 
papers  of  July  26,  giving  an  account  of 
the  decision  rendered  by  Justice  Proctor  in 
Washington,  D.  C.,  in  the  case  brought 
against  the  American  Medical  Association. 

The  full  decision  of  Justice  Proctor  will 
be  found  on  another  page  of  this  issue.  It 
is  worthy  of  careful  reading. 

The  latest  news  is  to  the  effect  that  the 
attorney  general  has  appealed  from  this  de- 
cision. 

Many  things  of  interest  and  importance 
to  the  medical  profession  have  happened  in 
connection  with  this  suit  of  which  little  has 
been  said.  Among  them  are  the  following : 

The  power  of  summons  was  used  in  this 
case  to  put  the  American  Medical  Associa- 
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tion  to  every  expense  and  inconvenience 
possible. 

At  one  time  the  Association  was  served 
with  a subpoena  ordering  an  enormous 
number  of  records  of  the  Association  to  be 
presented  in  court,  notwithstanding  the  fact 
that  the  agents  of  the  Department  of  Jus- 
tice had  been  given  liberty  to  go  over  any 
and  all  records  at  the  headquarters  office. 
The  judge  at  one  time  made  a ruling  which 
relieved,  to  some  extent,  the  tremendous 
hardship  and  inconvenience  involved  in 
complying  with  the  summons. 

News  items  have  appeared  from  time  to 
time  indicating  that  those  who  brought  the 
suit  were  really  attempting  to  get  the  Amer- 
ican Medical  Association  to  agree  to  a con- 
sent decree. 

The  American  Medical  Association  did 
not  consent  to  such  a decree,  even  though 
the  fight  involved  a sacrifice  of  finance  and 
convenience. 

The  effect  of  a consent  decree  would  have 
been  that  the  prosecution  would  have  the 
power  to  write  a code  of  ethical  practices 
for  the  doctors  of  America  to  follow. 

It  has  been  pointed  out  by  members  of 
the  legal  profession  that  the  issue  involved 
in  this  case,  in  reality,  is  whether  or  not 
a professional  organization  can  discipline 
its  own  members. 

If  the  doctors  of  America  cannot  disci- 
pline their  own  members  for  their  failures 
to  comply  with  proper  ethical  standards 
that  would,  in  effect,  destroy  the  ethics  of 
the  profession,  and  finally  destroy  the  pro- 
fession itself.  So,  this  is  another  instance 
in  which  freedom  is  involved.  It  is  not 
merely  an  instance  in  which  a few  generous- 
hearted  individuals  are  trying  to  do  a good 
turn  for  an  underprivileged  group  of  peo- 
ple. It  was  another  bid  for  power  of  tre- 
mendous proportions  . . . the  power  to  de- 
stroy medicine,  as  we  know  it,  and  the 
power  to  set  up  by  decree  another  system 
of  medical  practice. 

American  medicine  has  stood  and  still 
stands  on  the  side  of  freedom,  even  though 
the  stand  has  involved  sacrifice. 

It  is  intimated  that  the  case  is  not  closed 
— that  an  appeal  may  be  taken.  We  are  in 
no  position  to  express  an  opinion  as  to 


whether  this  will  be  done.  It  is  our  purpose 
to  state  that  we  will  still  fight  for  freedom, 
not  for  the  freedom  of  doctors  only,  but  for 
the  freedom  of  patients  mainly. 

It  seems  to  us  that  it  is  just  now  becom- 
ing apparent  to  a large  number  of  people 
that  freedom  itself  was  threatened  in  this 
case.  Much  more  was  involved  than  really 
appeared  on  the  surface  and  in  the  many 
news  items  emanating  from  certain  individ- 
uals in  Washington. 


In  the  District  Court  of  the  United 

States  for  the  District  of  Columbia 
Holding  a Criminal  Court 

United  States  of  America 
VS. 

American  Medical  Association , et  al., 
Defendants 
Criminal  No.  63221 

For  the  Defendants — William  E.  Leahy 
of  Washington,  D.  C. ; Edward  M.  Burke 
of  Chicago,  Illinois;  Charles  S.  Baker  of 
Washington,  D.  C. ; Adrien  F.  Busick  of 
Washington,  D.  C. ; Seth  W.  Richardson  of 
Washington,  D.  C.;  John  E.  Laskey  of 
Washington,  D.  C. 

For  the  United  States — Thurman  Arnold, 
assistant  attorney  general;  John  Henry 
Lewin  and  Allan  Hart,  special  assistants 
to  the  attorney  general ; Smith  Brittingham, 
special  attorney. 

OPINION  ON  DEMURRER  TO  INDICTMENT 

Proctor,  District  Judge.  The  indictment 
charges  a conspiracy  to  restrain  trade  in 
the  District  of  Columbia  in  violation  of  Sec- 
tion 3 of  the  Sherman  Anti-Trust  Act.  The 
defendants  are  American  Medical  Associa- 
tion, a national  organization  of  physicians; 
two  of  its  subordinate  bodies,  the  Medical 
Society  of  the  District  of  Columbia  and 
Harris  County  Medical  Society  of  Houston, 
Texas;  also  the  Washington  Academy  of 
Surgery,  not  fully  identified;  and  twenty- 
one  individual  doctors,  all  members  of  the 
national  body,  some  officers  thereof,  other 
members  and  officers  of  the  Medical  Society 
of  the  District  of  Columbia.  All  defend- 
ants have  demurred  to  the  indictment.  It 
is  very  long  and  only  abbreviated  refer- 
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ences  will  be  made  to  such  parts  as  are 
deemed  necessary  to  this  decision. 

Group  Health  Association,  Inc.  (herein- 
after called  association),  is  alleged  to  be 
an  association  of  government  employees  en- 
gaged “in  the  business  of  arranging  for  the 
provision  of  medical  care  and  hospitaliza- 
tion to  its  members  and  their  dependents 
on  a risk  of  sharing  pre-payment  basis.” 
Medical  care  is  provided  by  a staff  of  sal- 
aried practitioners  engaged  in  group  prac- 
tice under  a medical  director.  A clinic 
is  maintained  and  limited  hospital  expenses 
are  defrayed  for  the  members  and  their  de- 
pendents. 

The  defendants  are  alleged  to  have  con- 
spired (1)  to  restrain  the  association  in  its 
business  of  arranging  for  the  provision  of 
medical  care  and  hospitalization  to  its  mem- 
bers and  their  dependents;  (2)  to  restrain 
such  members  in  obtaining  by  cooperative 
efforts,  adequate  medical  care  for  them- 
selves and  their  dependents  from  doctors 
engaged  in  group  medical  practice;  (3)  to 
restrain  doctors  serving  on  the  medical  staff 
of  the  association  in  pursuit  of  their  call- 
ings; (4)  to  restrain  other  doctors  in  the 
District  of  Columbia,  including  some  of  the 
individual  defendants,  in  pursuit  of  their 
callings;  and  (5)  to  restrain  Washington 
hospitals  in  the  operation  of  their  busi- 
nesses. 

The  demurrers  raise  basic  objections  to 
the  indictment.  Of  first  importance  is  the 
contention  that  none  of  the  alleged  re- 
straints has  reference  to  a trade ; that  Sec- 
tion 3 comprehends  only  those  occupations 
in  commercial  life  carried  on  in  the  marts 
of  trade  activity;  therefore,  that  the  medi- 
cal profession  and  the  businesses  of  the 
association  and  hospitals  do  not  constitute 
“trade”  within  the  purview  of  the  statute. 
Against  this  contention  the  government’s 
position  is  that  all  who  are  occupied  in  any 
activity  whereby  they  supply  money’s  worth 
for  full  money  payment  are  engaged  in 
trade;  that  Section  3 does  cover  all  such 
activities;  therefore,  that  the  practice  of 
medicine  and  the  businesses  of  the  associa- 
tion and  hospitals  do  fall  within  the  scope 
of  the  statute. 

Is  medical  practice  a trade  within  the 


meaning  of  Section  3 of  the  Sherman  Act? 
In  my  opinion,  it  is  not.  I think  the  mat- 
ter is  settled  by  the  Supreme  Court  in  the 
case  of  Atlantic  Cleaners  and  Dyers  vs. 
United  States,  286  U.  S.,  427.  That  case 
squarely  presented  the  question  whether 
“trade”  is  used  in  a narrow  sense,  as  im- 
porting “only  traffic  in  the  buying,  selling 
or  exchanging  of  commodities,”  or  in  a 
broader  sense.  It  fairly  called  for  a defini- 
tion of  the  word.  This  the  court  undertook 
to  give.  In  so  doing  it  declared  that  the 
word  “trade”  was  used  in  Section  3 of  the 
Sherman  Act  in  the  general  sense  attributed 
to  it  by  Justice  Story  in  the  case  of  The 
Schooner  Nymph,  1 Summ.,  516;  18  Fed. 
Cases  506,  No.  10,388.  The  court,  intending 
to  give  a full  and  broad  meaning,  adopted 
for  its  own  definition  of  “trade”  the  lan- 
guage of  Justice  Story  in  that  early  case, 
quoting  therefrom  as  follows: 

“The  argument  for  the  claimant  insists 
that  ‘trade’  is  here  used  in  its  most  restric- 
tive sense,  and  as  equivalent  to  traffic  in 
goods,  or  buying  and  selling  in  commerce 
or  exchange.  But  I am  clearly  of  opinion 
that  such  is  not  the  true  sense  of  the  word 
as  used  in  the  thirty-second  section.  In  the 
first  place,  the  word  ‘trade’  is  often  and, 
indeed,  generally  used  in  a broader  sense, 
as  equivalent  to  occupation,  employment,  or 
business,  whether  manual  or  mercantile. 
Wherever  any  occupation,  employment,  or 
business  is  carried  on  for  the  purpose  of 
profit,  or  gain,  or  a livelihood,  not  in  the 
liberal  arts  or  in  the  learned  professions, 
it  is  constantly  called  a trade.  Thus,  we 
constantly  speak  of  the  art,  mystery,  or 
trade  of  a housewright,  a shipwright,  a 
tailor,  a blacksmith,  and  a shoemaker, 
though  some  of  these  may  be,  and  some- 
times are,  carried  on  without  buying  or 
selling  goods.” 

Thus,  we  have  this  recent  controlling 
decision  defining  the  word  trade,  and  ex- 
pressly excepting  the  learned  professions 
of  which  admittedly  the  practice  of  medi- 
cine is  one.  The  decision  is  in  harmony 
with  others  rendered  before  and  after  the 
Cleaners  and  Dyers  case.  See  Fed.  Trade 
Comm.  vs.  Raladam,  283  U.  S.,  643 ; Graves 
vs.  Minnesota,  272  U.  S.,  400;  and  Semler 
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VS.  Board,  294  U.  S.,  608.  The  restraints 
alleged  against  the  doctors  in  specifications 
three  and  four  of  the  charge  are  clearly  not 
within  the  purview  of  the  statute.  I can- 
not accept  the  refinements  of  thought 
whereby  it  is  argued  for  the  government 
that  the  court  in  quoting  Justice  Story  was 
not  defining  “trade,”  but  merely  illustrat- 
ing the  narrow  and  broad  concepts  of  the 
word.  Nor  does  the  decision  lend  any  sup- 
port to  the  idea  that  by  enacting  Section  3 
congress  intended  to  exercise  all  its  plenary 
power  over  the  District  of  Columbia  to  pro- 
hibit restraints  against  all  business  activi- 
ties of  the  citizen.  The  court  has  simply 
said  that  congress  meant  to  deal  effectively 
with  the  evils  resulting  from  contracts, 
combinations,  and  conspiracies  in  restraint 
of  trade — not  all  restraints  upon  every 
business  pursuit,  but  only  those  affecting 
trade.  Doubtless,  in  the  fullness  of  its 
power  over  the  district,  congress  could  have 
prohibited  restraints  upon  all  occupations 
of  the  citizen.  But  there  is  nothing  in  the 
history  of  the  legislation  to  suggest  the  need 
for  such  a broad  reach  of  power,  and  clearly 
it  was  not  intended. 

The  government  has  cited  many  English 
and  American  cases  dealing  with  restrictive 
covenants  ancillary  to  agreements  by  doc- 
tors concerning  the  sale  or  conduct  of  their 
practice,  in  which  the  courts  have  applied 
the  common  law  doctrine  as  to  “contracts 
in  restraint  of  trade.”  It  is  argued  that 
these  cases  have,  in  a legal  sense,  drawn 
medical  practice  within  the  orbit  of  trade, 
giving  to  the  word  a common  law  meaning 
to  include  the  professions.  From  this,  it  is 
further  argued  that  at  common  law  re- 
straints upon  the  practice  of  medicine  were 
“restraints  of  trade”  and  that  congress  in 
the  Sherman  Act  used  the  term  in  such  a 
sense.  But  those  cases  are  beside  the  point. 
They  do  not  involve  any  question  as  to 
whether  medicine  is  a trade.  They  accept 
the  universal  understanding  of  it  as  a pro- 
fession. Nor  do  they  define  “trade.”  They 
merely  apply  a rule  of  law.  At  most  such 
cases  serve  only  to  illustrate  the  develop- 
ment of  a legal  doctrine,  having  its  origin 
in  contracts  concerning  tradesmen,  which 
becomes  known  as  the  doctrine  “against  re- 


straint of  trade,”  and  which  in  course  of 
time  was  extended  and  applied  to  agree- 
ments by  doctors  respecting  their  profes- 
sional practice. 

The  case  of  Pratt  vs.  Medical  Associa- 
tion, 1 K.  B.,  244,  upon  which  the  prosecu- 
tion places  such  reliance,  is  interesting  in 
the  similarity  of  facts  there  proven  and 
here  alleged;  yet  the  legal  aspects  differ 
greatly.  The  suit  was  a civil  action  in  tort 
by  the  plaintiff  doctors  to  recover  damages 
for  malicious  injury  to  their  means  of  live- 
lihood. The  claim  was  grounded  upon  com- 
mon law  principles  which  hold  every  man 
liable  in  damages  for  wrongful  injury  to 
another’s  means  of  livelihood.  Combination 
was  not  the  gist  of  the  action ; that  circum- 
stance only  increased  the  damage.  So  here, 
if  the  livelihood  of  group  practitioners  has 
been  injured  by  the  wrongful  acts  of  the 
defendants,  they  too  have  redress  in  a civil 
court.  But  the  charge  in  the  present  case 
is  criminal,  and  to  stand  must  find  its  sanc- 
tion, solely  in  the  statute. 

Coming  now  to  other  specifications  of  the 
charge,  one,  two,  and  five.  Is  the  associa- 
tion, or  are  its  members  or  the  hospitals, 
engaged  in  trade  within  the  meaning  of 
Section  3 of  the  statute?  The  association 
is  alleged  to  be  a nonprofit  cooperative  as- 
sociation of  government  employees  en- 
gaged in  the  business  of  arranging  for  the 
provision  of  medical  care  and  hospitaliza- 
tion to  its  members  and  their  dependents. 
The  plan  and  purpose,  it  is  charged,  was  to 
hinder  and  obstruct  the  association  in  pro- 
curing and  retaining  on  its  staff  qualified 
doctors;  to  hinder  and  obstruct  its  doctors 
from  the  privilege  of  consulting  with  oth- 
ers and  using  the  facilities  of  the  Washing- 
ton hospitals;  and  to  hinder  and  obstruct 
the  association  in  obtaining  access  to  hos- 
pital facilities  for  its  members  and  its  doc- 
tors from  treating  and  operating  upon  their 
patients  in  the  hospitals.  The  foregoing 
references  to  the  Washington  hospitals,  in 
the  plan  set  forth,  forms  the  only  support 
for  the  fifth  specification,  charging  a pur- 
pose to  restrain  the  business  of  operating 
said  hospitals. 

In  the  previous  discussion  of  the  Cleaners 
and  Dyers  case,  I have  expressed  the  view 
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that  the  court  in  giving  to  the  word  “trade” 
its  full  meaning  adopted  the  definition  of 
Justice  Story  as  its  own.  That  definition 
covers  both  the  narrow  and  broad  under- 
standing of  the  term.  Its  most  restricted 
sense  comprehended  “traffic  in  goods,  or 
buying  and  selling  in  commerce  or  ex- 
change.” Manifestly,  neither  the  associa- 
tion, its  members  or  the  hospitals  are  en- 
gaged in  that  sort  of  trade.  Nor  do  they, 
in  my  opinion,  come  within  the  broader 
class,  of  manual  or  mercantile  pursuits  car- 
ried on  for  profit  or  gain  without  buying  or 
selling  goods.  The  business  of  the  associa- 
tion was  not  of  a manual  or  mercantile  na- 
ture. It  was  a nonprofit  cooperative  insti- 
tution whose  corporate  object  was  to  ren- 
der service  in  providing  medical  and  hospi- 
tal care  for  its  members.  The  argument 
for  the  government  that  the  business  of  the 
cleaners  and  dyers  involved  merely  the  sale 
of  service,  and  yet  was  held  to  be  a trade, 
overlooks  the  fact  that  the  very  essence  of 
that  service  was  the  skillful  use  of  labor 
and  material,  quite  equal  to  the  “art,  mys- 
tery or  trade”  of  a tailor,  blacksmith  or 
shoemaker  mentioned  by  Justice  Story  in 
illustration  of  manual  and  mercantile  pur- 
suits falling  within  the  category  of  trade. 

Other  federal  and  state  decisions  bear  out 
the  conception  of  trade  as  an  occupation  or 
pursuit  of  a mercantile  character.  See 
; Semler  VS.  Board,  294  U.  S.,  608 ; Toxaway 
Hotel  Co.  vs.  Smathers  & Company,  216 
U.  S.,  439;  U.  S.  Hotel  Co.  vs.  Niles,  134 
Fed.,  235;  Harms  vs.  Cohen,  279  Fed.,  276 
(as  to  musical  composers)  ; People  VS.  Klaw, 
106  N.  Y.  S.,  341  (as  to  the  theater)  ; 
Metropolitan  Co.  vs.  Hammerstein,  147  N. 
Y.  S.,  532  (as  to  grand  opera)  ; Werth  vs. 
Co.,  171  S.  E.,  255  (as  to  the  insurance 
business)  ; Whitcomb  vs.  Reid,  31  Miss., 
569  (as  to  dentistry)  ; and  State  VS.  Mc- 
Clellan, 31  A.  L.  R.,  527  (as  to  the  laundry 
business) . The  thesis  of  government  coun- 
sel, taken  from  the  opinion  in  Brighton  Col- 
| lege  vs.  Marriott,  1 K.  B.,  312,  316,  that 
“trade”  embraces  all  who  habitually  “sup- 
ply money’s  worth  for  full  money  payment,” 
and  their  contention  that  the  statute  should 
be  so  broadly  construed  represents  an  ex- 
treme position  which  does  violence  to  the 


common  understanding  of  “trade,”  rejects 
authoritative  decisions  of  our  courts,  and 
ignores  cardinal  rules  of  statutory  construc- 
tion. Their  proposition  encompasses  all 
gainful  work  of  the  citizen.  Can  it  be  sup- 
posed that  if  congress  had  any  such  drastic 
intention  it  would  not  have  made  the  pur- 
pose clear?  Certainly  it  is  not  for  the 
courts  to  stretch  an  old  statute  to  fit  new 
uses  for  which  it  was  never  intended. 
United  States  vs.  Gradwell,  243  U.  S.,  476, 
488.  That  would  be  nothing  short  of  “ju- 
dicial legislation.”  The  charge  that  mem- 
bers of  the  association  were  restrained 
(specification  2)  is  devoid  of  legal  sub- 
stance. Their  efforts  to  obtain  group  med- 
ical care  is  expressed  through  the  medium 
of  the  association,  a corporate  entity,  dis- 
tinct from  the  individual  members.  Upon 
no  theory  can  they  be  treated  as  engaged  in 
the  business  of  the  corporation.  Finally, 
when  the  indictment  is  carefully  studied  in 
all  its  parts,  each  in  relation  to  the  others, 
it  is  difficult  to  escape  the  conclusion  that 
in  its  substantial  realities  the  scheme  set 
forth  directly  centered  upon  various  forms 
of  restraint  to  be  exerted  against  physicians 
in  rendering  treatment  and  care  to  their 
patients,  and  that  all  else  is  incidental  to 
that  design.  If  restraint  upon  doctors  was 
the  only  real  direct  and  immediate  effect, 
any  indirect  effects  upon  the  association  or 
hospitals  would  not  suffice  to  support  the 
charges  as  to  them.  Standard  Oil  Co.  vs. 
United  States,  283  U.  S.,  163,  179 ; Nash  vs. 
United  States,  229  U.  S.,  373. 

The  defendants  have  raised  objections  to 
the  sufficiency  of  the  indictment  as  a plead- 
ing. These  go  mainly  to  the  claim  that 
many  of  the  allegations  dealing  with  essen- 
tial and  material  features  of  the  charge  are 
vague,  indefinite,  and  uncertain.  The  ob- 
jections are  far  too  numerous  to  deal  with 
separately.  There  is  merit  to  many  of 
them.  The  indictment  is  afflicted  with  vague 
and  uncertain  statements.  In  some  in- 
stances material  facts  are  altogether  lack- 
ing. An  important  instance  concerns  the 
charge  that  one  purpose  of  the  conspiracy 
was  to  restrain  the  business  of  the  Wash- 
ington hospitals.  The  indictment  is  barren 
of  any  statement  of  the  business  methods 
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used  by  a single  hospital  in  the  letting  of 
its  facilities  and  service  to  patients.  This 
is  fatal  to  that  particular  specification,  for 
without  such  facts  it  cannot  be  known 
whether  loss  of  patients  through  operation 
of  the  scheme  would  injuriously  affect  the 
economic  welfare  of  any  hospital.  More- 
over, the  particular  plan  and  purpose  of  the 
conspiracy  as  respects  the  hospitals  is  only 
inferentially  stated  in  that  part  which 
deals  with  the  plan  and  purpose  of  the 
scheme  as  against  the  association  and  its 
doctors.  Such  a method  of  stating  a mate- 
rial part  of  the  charge  does  not  meet  the 
fundamental  requirement  that  a criminal 
accusation  be  stated  fully,  clearly,  and  with 
directness  and  certainty.  United  States  VS. 
Hess,  124  U.  S.,  483;  United  States  VS. 
Geare,  54  App.  D.  C.,  30;  McMullen  vs. 
United  States,  68  App.  D.  C.,  302. 

A question  also  arises  as  to  whether  the 
charge  is  laid  against  the  individual  doctors 
named  in  the  caption.  This  is  due  to  the 
pleader’s  statement  that  they  “will  be  re- 
ferred to  hereinafter  as  the  individual  de- 
fendants,” whereas  thereafter  the  charge 
itself  is  laid  only  against  “the  defendants,” 
who  the  caption  indicates  include  only  the 
several  medical  societies.  It  does  seem  that 
as  to  such  simple,  yet  all-important  matters, 
an  indictment  should  be  so  drafted  as  to  ex- 
clude any  question  whatever. 

The  inducement,  as  well  as  the  charging 
part,  setting  forth  the  plan  and  purpose, 
and  acts  done  to  effectuate  the  conspiracy, 
abound  in  uncertain  statements.  Infer- 
ence, opinion,  and  conjecture  are  also  freely 
indulged.  This  is  especially  so  in  the  in- 
ducement, much  of  which  seems  unneces- 
sary to  a statement  of  the  charge.  It  is 
questionable  whether  some  of  it  would  be 
deemed  relevant  or  competent  in  proof  of 
the  offense.  Every  indictment  should  be 
confined  to  a clear  and  dispassionate  state- 
ment of  essential  facts.  Thus,  an  accused 
can  better  know  the  exact  offense  with 
which  he  is  charged  and  will  not  be  con- 
fused in  making  his  defense.  Ordinarily 
improper  matter  in  the  inducement,  unnec- 
essary to  support  the  charge,  will  not  vi- 
tiate an  indictment.  It  will  be  treated  as 
surplusage  and  disregarded.  But  I doubt 


if  such  treatment  would  suffice  to  relieve 
these  defendants  of  the  prejudice  likely  to 
arise  by  an  indictment  which  smacks  so 
much  of  a highly-colored,  argumentative 
discourse  against  them.  It  must  be  remem- 
bered that  when  a case  is  finally  submitted 
to  a jury  for  their  secret  deliberations  the 
indictment  goes  with  them. 

The  contention  is  made  that  the  associa- 
tion is  operating  illegally  in  the  fields  of 
medicine  and  insurance;  that  as  its  activi- 
ties are  unlawful  they  do  not  come  under 
the  protection  of  the  statute  against  re- 
straints of  trade.  The  indictment  describes 
the  association  as  a nonprofit,  cooperative 
society,  organized  under  the  laws  of  the 
District  of  Columbia,  engaged  in  the  busi- 
ness of  arranging  for  the  provision  of  medi- 
cal care  and  hospitalization  to  its  members 
and  their  dependents  on  a risk-sharing  pre- 
payment basis.  This  is  enough  to  indicate 
that  it  was  organized  under  those  sections 
of  the  general  corporation  laws  providing 
for  incorporation  of  societies  for  benevo- 
lent, charitable,  educational,  literary,  musi- 
cal, scientific  or  missionary  purposes,  in- 
cluding societies  formed  for  mutual  im- 
provement or  promotion  of  the  arts.  Thus 
the  view  is  strengthened  that  the  association 
was  not  engaged  in  trade,  for  such  corpo- 
rate functions  clearly  would  not  fall  under 
that  category.  However,  I do  not  think 
it  can  be  said  from  the  bare  allegations  of 
the  indictment,  taken  in  their  entirety,  that 
the  association  is  engaged  in  medical  prac- 
tice or  insurance.  Whether  or  not  that  is 
so  could  better  be  decided  upon  the  evidence 
if  in  a trial  it  should  be  deemed  pertinent 
to  inquire  into  the  question. 

Finally,  Section  3 of  the  Sherman  Act, 
upon  which  the  indictment  is  founded,  has 
been  attacked  by  defendants  as  unconsti- 
tutional. It  is  argued  that  the  statute  is 
too  vague  and  uncertain  to  fix  a definite 
standard  of  guilt,  or  inform  one  accused  of 
violating  it  of  the  nature  and  cause  of  the 
accusation.  I do  not  agree  with  the  argu- 
ment. If  I did  the  circumstances  would  not 
justify  me  declaring  the  statute  invalid,  for 
that  would  be  unnecessary,  hence  inappro- 
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priate,  in  view  of  my  holding  that  the  in- 
dictment is  bad  on  other  grounds. 

The  several  demurrers  to  the  indictment 
are  sustained.  Judgment  will  be  entered 
accordingly. 

James  M.  Proctor, 
Justice. 

Dated:  July  26,  1939. 


DEATHS 


Dr.  W.  0.  Brickell 
Dr.  W.  0.  Brickell,  Friendsville ; Lincoln 
Memorial  University,  Medical  Department, 
Knoxville,  1895;  aged  seventy-one;  died 
March  27. 


Dr.  J.  T.  Cooley 

Dr.  J.  T.  Cooley,  Waverly;  Vanderbilt 
University,  Medical  Department,  Nashville, 
1889 ; aged  eighty-one ; died  March  13. 


Dr.  G.  W.  Oliver 

Dr.  G.  W.  Oliver,  Medina;  University  of 
Nashville,  Medical  Department,  1900;  aged 
seventy;  died  July  9. 


Dr.  W.  J.  Winter 

Dr.  W.  J.  Winter,  Chattanooga;  Univer- 
sity of  Tennessee,  College  of  Medicine, 
1903;  aged  sixty-six;  died  June  5. 


Dr.  A.  W.  Gross 

Dr.  A.  W.  Gross,  Chattanooga;  Chatta- 
nooga Medical  College,  1903;  aged  fifty; 
died  May  22. 


Dr.  E.  W.  Hillsman 
Dr.  E.  W.  Hillsman,  Trezevant;  Vander- 
bilt University,  School  of  Medicine,  Nash- 
ville, 1900;  aged  sixty-two;  died  May  8 of 
angina  pectoris. 


Dr.  J.  R.  Conyers 

Dr.  J.  R.  Conyers,  Gates;  Memphis  Hos- 
pital Medical  College,  1888 ; aged  seventy- 
seven;  died  July  11. 


RESOLUTIONS 


Dr.  George  Weldon  Oliver 
The  Gibson  County  Medical  Society  bows 
its  head  in  grief  at  the  passing  away  of  Dr. 
George  Weldon  Oliver  of  Medina,  Tennes- 
see, who  had  been  in  active  practice  until 
November,  1938,  when  his  health  began  to 
fail,  and  his  death  occurred  on  July  9,  1939. 
Dr.  Oliver  was  born  at  Groveland,  Tennes- 
see, May  19,  1869.  He  graduated  from  the 
University  of  Nashville,  March  30,  1900. 
He  practiced  one  and  a half  years  at  Grove- 
land  and  Columbia,  Tennessee,  following 
graduation.  Then  he  moved  to  Medina, 
Tennessee,  where  he  continued  in  active 
practice  until  just  a short  time  before  his 
death.  He  was  one  of  the  most  faithful 
members  of  the  Gibson  County  Medical  So- 
ciety from  the  year  1902,  when  he  moved  to 
this  county,  until  July  9,  1939,  when  death 
overtook  him,  never  missing  a meeting  of 
the  Gibson  County  Medical  Society  if  it  was 
possible  to  get  there.  He  was  a deacon  in 
his  church  and  was  a typical  Christian  gen- 
tleman and  highly  respected  by  every  one 
who  knew  him. 

Be  It  Resolved,  That  the  Gibson  County 
Medical  Society  has  lost  one  of  its  oldest 
and  most  faithful  members  and  one  who 
was  always  willing  and  ready  to  do  any- 
thing for  the  best  interests  of  the  society 
and  to  help  out  his  fellow  practitioner. 

Be  It  Further  Resolved,  That  a copy  of 
these  resolutions  be  spread  on  the  minutes 
of  our  society,  and  a copy  sent  to  his  family, 
and  also  to  the  Journal  of  the  Tennessee 
State  Medical  Association. 

B.  T.  Bennett,  Sr., 

H.  P.  Clemmer, 

Committee. 

Alfred  W.  Gross,  M.D. 

This  association  has  lost  one  of  its  most 
faithful  members  in  the  death  of  Dr.  A.  W. 
Gross,  who  died  May  22,  1939. 

Dr.  Gross  was  a graduate  of  the  Medical 
College  of  the  University  of  Chattanooga, 
class  of  1903. 

Dr.  Gross  was  always  deeply  interested  in 
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the  proceedings  of  this  society,  rarely  miss- 
ing a meeting.  A cultured,  modest  man, 
his  delightful  qualities  shone  in  his  friend- 
ships. A gentleman  as  well  as  a physician 
has  gone  out. 

Therefore,  Be  it  Resolved,  That  we  have 
lost  in  him  a loyal  and  valued  friend  and 
associate. 

Be  It  Further  Resolved,  That  we  extend 
to  his  bereaved  wife  and  children  our  sin- 
cere sympathy. 

Be  It  Further  Resolved,  That  a copy  of 
this  resolution  be  spread  upon  the  minutes, 
a copy  sent  to  the  family  of  the  deceased, 
and  a copy  sent  to  the  State  Society. 

R.  M.  Colmore, 

Cleo  Chastain, 

L.  P.  Brooks, 

Fred  B.  Stapp, 

J.  A.  Gentry, 

J.  B.  Steele,  Chairman. 
Approved  June  15,  1939. 

S.  H.  Long,  President. 

J.  Marsh  Frere,  Secretary. 


Wilburn  Jackson  Winter,  M.D. 

Dr.  Wilburn  Jackson  Winter  passed  away 
on  June  5,  1939. 

Dr.  Winter  was  born  in  Fannin  County, 
Texas,  and  received  his  early  education  at 
Lebanon,  Tennessee.  His  medical  education 
was  obtained  at  the  University  of  Tennes- 
see, where  he  was  graduated  with  the  class 
of  1903.  His  internship  was  served  at 
Bellevue  and  Riverside  Hospitals  in  New 
York  and  the  Augustana  Hospital  in  Chi- 
cago. Dr.  Winter  practiced  medicine  in 
Chattanooga  twenty-seven  years.  He  was 
a member  of  the  Chattanooga  and  Hamilton 
County  Medical  Society  and  of  the  Ameri- 
can Medical  Association. 

Therefore  Be  It  Resolved,  That  we  have 
lost  in  Dr.  Winter  a loyal  and  valued  friend 
and  associate. 

Be  It  Further  Resolved,  That  we  extend 
to  his  bereaved  wife  and  son  our  sincere 
sympathy. 

Be  It  Further  Resolved,  That  a copy  of 
these  resolutions  be  spread  upon  the  min- 


utes, a copy  sent  to  the  family  of  the  de- 
ceased, and  a copy  sent  to  the  State  Society. 
R.  M.  Colmore, 

Cleo  Chastain, 

L.  P.  Brooks, 

Fred  B.  Stapp, 

J.  A.  Gentry, 

J.  B.  Steele,  Chairman. 
Approved  June  15,  1939. 

S.  H.  Long,  President. 

J.  Marsh  Frere,  Secretary. 


NEWS  NOTES  AND  COMMENTS 


The  Committee  on  Postgraduate  Instruc- 
tion in  Pediatrics  made  inquiry  by  question- 
naire as  to  the  reaction  of  the  profession 
to  the  course  in  pediatrics  now  in  progress. 
Some  of  the  response  is  expressed  by  tabu- 
lation, but  the  remarks  of  many  physicians 
who  have  had  the  course  give  a much  better 
understanding  of  the  way  doctors  who  have 
had  the  course  actually  feel  about  it.  They 
are  as  follows: 

1.  Were  the  lectures? 

a.  Excellent — 29. 

b.  Good— 17. 

c.  Fair. 

d.  Passable. 

e.  Poor — 1. 

2.  Were  the  clinics? 

a.  Practical — 45. 

b.  Nonpractical — one  answered  “did  not 
have  any” ; one  had  no  answer. 

3.  Was  the  course  worth  your  time,  your 
effort  and  fee? — yes,  46;  no,  1. 

4.  What  suggestion  can  you  offer  for  fu- 
ture courses  with  regard  to : 

(a)  Didactic  Lectures 

(b)  Demonstrations  

(c)  Clinics  

(d)  Private  Consultation 

(e)  Lay  Talks  

5.  Would  you  be  interested  in  a ten  weeks’ 
course  in  internal  medicine? — yes,  46; 
no,  1. 

6.  Would  you  probably  enroll? — yes,  44; 
no,  2;  (?)  1. 
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Some  Comments  from  Physicians  About  the 
Pediatrics  Course 

“Very  well  pleased  with  instruction.” — 
Dr.  0. 

“These  courses  bring  the  university  to 
the  practitioner  and  it  is  possible  to  have 
able  authorities.  To  doubt  the  value  of 
constant  training  is  to  go  backward.” — 

Dr.  R. 

“The  pediatrics  course  was  very  practical 
and  instructive.” — Dr.  H. 

“I  find  these  lectures  very  helpful  but 
believe  more  clinics  and  demonstrations 
should  be  arranged  by  the  attending  doc- 
tors.”— Dr.  T. 

“This  course  was  fine  and  Dr.  Thompson 
went  right  to  the  point,  held  a good  clinic, 
cooperated  in  every  way.  Gladly  came 
night  or  day  when  called.  Dr.  Thompson 
absolutely  saved  one  desperately  sick  child 
for  me.  Dr.  Thompson  cannot  be  improved 
upon.” — Dr.  W. 

“Enjoyed  the  lectures  very  much.  They 
have  been  very  helpful.” — Dr.  W. 

“The  two  courses  in  the  immediate  past 
have  proven  very  satisfactory  in  every  re- 
spect.”— Dr.  B. 

“It  was  a great  pleasure  to  me  to  be  able 
to  attend  both  courses  given  by  such  out- 
standing men  as  Dr.  Whitacre  and  Dr. 
Thompson.” — Dr.  S. 

“Mr.  Kibler  and  each  of  the  lecturers 
have  been  faithful  in  making  these  courses 
a success.  I feel  I have  been  benefited 
thereby  and  wish  to  join  any  other  courses 
of  the  same  type.” — Dr.  W. 

“The  lectures  and  clinics  were  splendid. 
I feel  that  I gained  lots  of  new  ideas  from 
Dr.  Thompson’s  lectures  and  clinics.” — 
Dr.  K. 

“The  course  we  had  in  obstetrics  two 
years  ago  was  very  fine,  so  is  the  pediatrics. 
Especially  good  for  us  old  men  who  are  not 
going  away  to  college  for  courses.” — Dr.  S. 

“Dr.  Thompson  was  very  cooperative.  I 
regret  that  I was  not  able  to  use  him  more ; 
he  was  available,  but  I was  either  tied  up 
or  out  of  town  except  at  lecture  time.” — 
Dr.  P. 

“I  feel  that  the  present  plan  of  presenting 
the  courses  is  quite  satisfactory.” — Dr.  P. 

“I  have  enjoyed  the  past  two  courses 


given  by  the  committee  and  feel  that  they 
have  been  very  helpful  in  many  ways.” — 
Dr.  G. 

“The  course  given  lately  by  Willis  H. 
Thompson  was  unusually  good  and  received 
by  all  to  our  entire  satisfaction.” — Dr.  B. 

“I  consider  Dr.  Thompson  splendidly 
qualified  to  carry  on  the  course  in  pediatrics 
and  that  both  the  course  in  obstetrics  by 
Dr.  Whitacre  and  that  by  Dr.  Thompson 
worth  much  more  than  the  cost  and  the  time 
spent.” — Dr.  G. 

“I  think  every  doctor  that  fails  to  take 
these  courses  without  an  ironclad  excuse  is 
doing  the  people  he  works  for  an  injustice.” 
— Dr.  B. 

“Dr.  Thompson’s  lectures  were  very  prac- 
tical. He  presented  his  subjects  well  and 
did  a good  job  of  demonstrating  clinical 
material.” — Dr.  C. 

“I  don’t  know  of  any  suggestions  to  make, 
but  am  anxious  for  more  of  the  good  work.” 

—Dr.  P. 


WOMAN'S  AUXILIARY 


President Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

We  wish  to  express  again  our  apprecia- 
tion to  Dr.  H.  H.  Shoulders,  editor  of  the 
Journal,  for  the  space  allotted  to  the  pub- 
lication of  articles  and  news  pertaining  to 
the  Woman’s  Auxiliary.  We  appreciate  the 
helpful  and  cordial  cooperation  we  receive 
from  the  officers  of  the  State  Medical  So- 
ciety. By  reading  the  State  Medical  Jour- 
nal we  can  keep  ourselves  informed  as  to 
the  affairs  of  the  medical  profession.  I 
appeal  to  each  county  auxiliary  to  make  cer- 
tain that  your  state  press  and  publicity 
chairman  promptly  receive  a full  report  of 
the  activities  of  your  county  in  order  that 
we  may  use  most  effectively  the  space  al- 
lotted to  auxiliary  news  in  the  Journal. 

Rutherford  and  Cannon  Counties 
Rutherford  and  Cannon  Counties  held 
the  annual  doctors’  day  picnic  on  June  17. 
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It  was  a very  nice  affair  held  at  Woodbury 
in  Cannon  County  at  the  home  of  Dr.  J.  F. 
Adams.  About  forty-five  or  fifty  attended 
the  picnic  festivities. 


Mrs.  Matt  Murfree,  state  president  of 
the  Woman’s  Auxiliary,  was  in  Nashville 
recently  completing  plans  for  her  Executive 
State  Board  meeting  in  Nashville  the  last 
Friday  in  September,  which  is  on  the  twen- 
ty-ninth, at  the  Belle  Meade  Country  Club. 


In  Memoriam 
Dr.  Perry  Bromberg 
The  Woman’s  Auxiliary  to  Davidson 
County  Medical  Society  suffered  a keen  loss 
in  the  death  of  Dr.  Perry  Bromberg  on 
J uly  4.  He  served  as  chairman  of  the  Aux- 
iliary Advisory  Board  for  two  years  before 
his  death.  He  also  served  as  state  chairman 
of  the  Advisory  Board  and  was  appointed 
again  for  another  year.  We  feel  we  have 
lost  a true  friend,  and  one  who  was  always 
willing  to  listen  to  our  joys  and  struggles 
and  not  only  to  listen,  but  ready  and  willing 
to  act  in  a helpful  manner.  Dr.  Bromberg 
was  widely  known  for  his  civic  work  and 
acts  of  charity.  He  was  a great  inspiration 
to  us  and  his  guidance  will  be  sorely  missed. 


Dr.  Oliver  W.  Hill,  Sr. 

All  auxiliary  friends  throughout  the 
state  join  Knox  County  auxiliary  members 
in  surrounding  Mrs.  Oliver  Hill  with  their 
love  and  affection  during  this  time  of  her 
deep  sorrow  and  recent  bereavement.  It  is 
our  wish  that  we  could  personally  be  of 
some  comfort  to  Mrs.  Hill  and  family. 


When  the  White  Ship  Sails 

The  morning  star,  the  rosy-tinted  dawn; 

And  then  for  him  the  white  ship  drew  to 
shore — 

None  saw  the  sails,  or  heard  the  sound  of 
oars, 

But  while  we  watched  with  heartstrings 
tensely  drawn, 

Faith’s  valiant  hero  bravely  ventured  on 

The  silent  craft  where  stood  the  mystic 
rower. 


The  homeward  turning  tides  took  up  and 
bore 

The  ship  away,  like  some  full-breasted 
swan, 

Along  a sparkling  lane  of  dazzling  light 
To  that  fair  port,  beyond  the  rising  sun, 
Which  knows  not  pain,  or  death,  or  grievous 
night. 

Within  the  golden  gates,  the  voyage  done, 
The  radiant  guest  is  robed  in  shining  white, 
His  day  of  endless  rapture  has  begun. 


MEDICAL  SOCIETIES 


Greene  County: 

The  Greene  County  Medical  Society  met 
Tuesday,  August  1. 

Dr.  R.  S.  Cowles  read  a paper  on  “Tula- 
remia.” 

Dr.  R.  H.  Miller,  associate  professor  of 
anatomy  at  the  University  of  Tennessee, 
School  of  Medicine,  Memphis,  gave  an  inter- 
esting talk  on  “Some  Points  on  the  Mechan- 
ics of  the  Body  Especially  the  Lower  Ex- 
tremity.” 

The  following  were  present:  Drs.  L.  E. 
Dyer,  M.  A.  Blanton,  R.  S.  Cowles,  L.  E. 
Coolidge,  R.  B.  Gibson,  J.  E.  Kite,  N.  H. 
Crews,  H.  W.  Fox,  J.  A.  Brabson,  R.  H. 
Miller,  and  I.  E.  Phillips. 

(Signed)  I.  E.  Phillips,  Secy. 


Hardin,  Lawrence,  Lewis,  Perry,  Wayne 
Counties : 

The  Five-County  Medical  Society  met  at 
Natural  Bridge  on  July  25. 

The  following  papers  were  read : 

“The  Commoner  Skin  Diseases,”  by  Dr. 
Howard  King;  “Traumatic  Injury  of  the 
Liver  with  Report  of  a Case,”  by  Dr.  J.  H. 
Tilley ; “Undulant  Fever,”  by  Dr.  David  W. 
Hailey. 

A number  of  visitors  were  present. 

The  next  meeting  will  be  held  at  Waynes- 
boro on  August  29. 


Robertson  County: 

Dr.  and  Mrs.  B.  B.  Sory  entertained  the 
Robertson  County  Medical  Society  at  an  old- 
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fashioned  barbecue  on  the  evening  of  July 
18  at  their  home  in  Cedar  Hill. 

Dr.  J.  E.  Wilkison,  Springfield,  president, 
presided  over  the  meeting. 

Dr.  A.  R.  Kempf,  Springfield,  read  a 
paper  on  “Urogenital  Diseases.’’ 

Those  present  were : Drs.  J.  E.  Wilkison, 
R.  D.  Moore,  R.  L.  Mathews,  W.  B.  Dye,  W. 
W.  Porter,  W.  S.  Rude,  J.  S.  Freeman,  J.  R. 
Connell,  W.  P.  Stone,  A.  R.  Kempf,  W.  W. 
Winters,  C.  M.  Banks,  W.  L.  Gossett,  and 
W.  F.  Fyke. 

Visitors  were:  Dr.  B.  B.  Sory,  Jr.,  West 
Palm  Beach,  Florida ; Dr.  Curtis  Sory,  Fort 
Lauderdale,  Florida;  Dr.  T.  M.  McDuffee, 
Manatee,  Florida;  Dr.  E.  M.  Frey  and  Dr. 
John  Ross,  Guthrie,  Kentucky;  Dr.  Frank 
Sory,  Adams ; Dr.  J.  H.  Padfield  and  W.  M. 
McNeeley,  Orlinda. 


OTHER  MEDICAL  SOCIETIES 


Coming  Meetings 

American  Medical  Association,  New  York, 
June  10-14,  1940.  Dr.  Olin  West,  535  North 
Dearborn  Street,  Chicago,  Illinois,  secre- 
tary. 

American  Association  of  Obstetricians, 
Gynecologists,  and  Abdominal  Surgeons, 
Hot  Springs,  Virginia,  September  7-9.  Dr. 
James  R.  Bloss,  418  Eleventh  Street,  Hun- 
tington, West  Virginia,  secretary. 

American  Association  of  Railway  Sur- 
geons, Chicago,  September  11-13.  Dr.  Dan- 
iel B.  Moss,  547  West  Jackson  Boulevard, 
Chicago,  secretary. 

American  Congress  of  Physical  Therapy, 
New  York,  September  5-8.  Dr.  Richard 
Kovacs,  2 East  Eighty-Eighth  Street,  New 
York,  secretary. 

American  Roentgen  Ray  Society,  Chicago, 
September  19-22.  Dr.  Carleton  B.  Peirce, 
Royal  Victoria  Hospital,  Montreal,  Canada, 
secretary. 

Kentucky  State  Medical  Association, 
Bowling  Green,  September  11-14.  Dr.  Ar- 
thur T.  McCormack,  620  South  Third  Street, 
Louisville,  secretary. 


Southern  Medical  Association,  Memphis, 
November  21-24.  Mr.  C.  T.  Loranz,  Empire 
Building,  Birmingham,  Alabama,  secretary. 

Tennessee  State  Medical  Association, 
Chattanooga,  April  9-11,  1940.  Dr.  H.  H. 
Shoulders,  508  Doctors  Building,  Nashville, 
secretary. 

Examinations 

American  Board  of  Obstetrics  and 
Gynecology,  January  6,  1940.  Dr.  Paul 
Titus,  1015  Highland  Building,  Pittsburgh, 
Pennsylvania,  secretary. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Clinical  Evaluation  of  Some  Nonvolatile  Anesthetic 

Drugs.  L.  F.  Sise.  New  England  Journal  of  Medi- 
cine, September  8,  1938. 

This  is  a discussion  of  the  action  and  effects  of 
certain  nonvolatile  anesthetics  such  as  avertin, 
evipal,  pentothal,  and  paraldehyde.  The  discussion 
also  embraces  the  long-acting  spinal  anesthetics, 
nupercain  and  pontocain. 

There  are  certain  difficulties  and  dangers  en- 
countered in  the  administration  of  avertin  rectally 
and  the  barbiturates  intravenously.  The  dosage  is 
very  difficult  to  estimate  and  after  administration 
to  control.  Too  large  a dose  or  too  rapid  absorp- 
tion produces  anoxaemia  from  respiratory  depres- 
sion and  perhaps  a fatality,  while  too  small  a dose 
or  too  slow  absorption  produces  inadequate  anes- 
thesia. 

As  these  drugs  ai’e  eliminated  through  the  liver 
and  kidneys  and  have  a tendency  to  produce  anoxae- 
mia, they  should  not  be  used  in  subjects  with  kid- 
ney or  liver  disease  or  with  respiratory  difficulties. 
However  under  expert  supervision  and  in  certain 
cases  they  may  be  used  with  safety  and  are  of 
great  value. 

Pontocain  and  nupercain  are  much  more  power- 
ful than  novocain.  Nupercain  is  more  toxic  than 
cocain.  The  dose  of  these  drugs  when  used  is 
much  smaller  than  that  of  novocain,  but  their  effect 
lasts  longer.  In  spinal  anesthesia  the  general  toxic 
effect  is  practically  nil  and  the  only  symptoms  ai'e 
due  to  nerve  paralysis.  They  are  just  as  safe  as 
novocain  and  due  to  their  longer  action  are  to  be 
preferred. 
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DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Seasonal  Atopic  Dermatitis,  the  Role  of  Inhalant 
Atopens.  Samuel  M.  Feinberg,  M.D.,  Associate  Pro- 
fessor of  Medicine,  Northwestern  University  Medical 
School,  Chicago.  Archives  of  Dermatology  and 
Syphilogy,  August,  1939. 

In  a group  of  fourteen  cases  it  has  been  shown 
that  the  seasonal  aggravation  of  atopic  dermatitis 
was  due  to  the  inhalation  of  seasonal  atopens,  pol- 
len, and  fungi.  The  facts  which  warrant  such  a 
conclusion  are:  the  history  of  seasonal  aggrava- 
tion; the  positive  reactions  to  cutaneous  tests  with 
seasonal  air-borne  allergens  and  the  demonstration 
of  atopic  reagins;  the  correlation  of  symptoms  with 
the  air  content  of  pollen  and  fungus  spores,  as 
determined  by  observation;  the  occasional  flare-up 
of  the  dermatitis  following  the  injection  of  pollen 
or  fungus  extracts  and  the  greatly  improved  re- 
sults following  specific  desensitization.  The  inhala- 
tion of  fungus  spores  is  proposed  as  a new  factor 
in  the  causation  of  atopic  dermatitis.  The  group 
of  cases  described  in  this  paper  is  reported  chiefly 
because  the  seasonal  nature  of  the  symptoms  made 
the  correlation  of  cause  and  effect  striking  and  con- 
clusive. It  is  suggested  that  inhalation  of  air- 
borne atopens  is  probably  a common  source  of 
atopic  dermatitis. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 
Medical  Arts  Building,  Knoxville 


The  Control  of  Gastric  Hyperacidity  by  Magnesium 
Trisilicate.  C.  Graham  Reid,  M.D.,  Charlotte,  North 
Carolina.  American  Journal  of  Digestive  Diseases, 
June,  1939. 

In  this  investigation  thirty-six  ambulatory  duo- 
denal ulcer  cases  were  used.  In  twenty-four  cases 
magnesium  trisilicate  was  studied  for  effect  on 
fasting  conditions;  in  twelve,  its  effect  under  con- 
ditions of  frequent  feedings. 

Under  fasting  conditions  the  total  fasting  con- 
tent of  the  stomach  was  withdrawn  and  titration 
done.  Then  two  grams  of  magnesium  trisilicate 
in  twenty-five  cubic  centimeters  of  water  was  given 
by  mouth  and  samples  of  the  stomach  content  as- 
pirated every  fifteen  minutes  for  four  hours,  each 
sample  being  titrated  immediately  after  aspiration. 

Subsequently  this  was  repeated  with  two  grams 
of  an  alkaline  mixture  (sodium  bicarbonate  two 
parts,  calcium  carbonate  two  parts,  and  heavy  mag- 
nesium oxide  one  part). 

Results  here  showed  a moderate  reduction  of 
gastric  acidity  within  fifteen  minutes  after  the 
administration  of  the  magnesium  trisilicate,  a max- 
imal reduction  in  thirty  minutes,  and  this  was 


maintained  for  one  hour — following  this  there  was 
a gradual  return  to  original  values  in  three  hours. 

The  alkaline  mixture  resulted  in  a maximal  re- 
duction of  acidity  in  fifteen  minutes  and  original 
values  returned  in  one  and  one-half  hours. 

Effects  of  both  the  magnesium  trisilicate  and  the 
alkaline  mixture  were  determined  with  alternate 
administration  of  food — simulating  as  closely  as 
possible  the  usual  feeding  routine. 

Here  neither  gave  as  marked  a reduction  in  the 
acidity.  There  was  a primary  reduction  after  the 
administration  of  food  and  the  secondary  reduction 
following  the  magnesium  trisilicate  or  the  alkaline 
mixture  was  less  marked.  With  the  magnesium 
trisilicate  the  reduction  was  maintained  for  about 
two  hours.  With  the  alkaline  mixture  the  second- 
ary acid  reduction  was  not  constant  and  when  it 
occurred  was  not  maintained  until  the  withdrawal 
of  the  next  specimen — one  hour  later. 

Conclusions  are  that  magnesium  trisilicate  is  a 
satisfactory  substitute  for  commonly  used  alkalies 
to  control  gastric  hyperacidity,  being  less  prompt, 
but  more  prolonged  in  its  effect. 

Advantages  of  magnesium  trisilicate  over  the 
alkalies  are  its  prolonged  action,  absence  of  effect 
on  the  bowels,  and  its  nonabsorbability,  the  latter 
precluding  the  possibility  of  an  alkalosis. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Management  of  Breech  Delivery  in  Multiparas.  Thomas 
R.  Goethals.  American  Journal  of  Obstetrics  and 
Gynecology,  July,  1939,  Vol.  38,  p.  105. 

The  author  reviews  580  breech  cases,  of  which 
560  delivered  by  the  pelvic  route  and  twenty  by 
abdominal  Caesarean  section. 

The  cases  discussed  in  this  survey  have  been 
limited  to  normal  multiparas  at  or  near  term  with 
infants  in  utero,  all  weighing  six  pounds  or  over. 
The  management  of  breech  delivery  in  the  multip- 
ara by  abdominal  Caesarean  section  is  especially 
to  be  considered  in  cases  where  previous  delivery 
has  resulted  fatally  for  the  infant,  and  in  cases  in 
which  previous  delivery  has  been  accomplished  by 
Caesarean.  Both  of  these  obstetrically  antecedent 
events  suggest  fetopelvic  disproportion.  In  selected 
cases,  where  the  pelvis  is  clinically  contracted  or 
when  the  infant  is  deemed  overlarge,  X-ray  meas- 
urements may  suggest  abdominal  delivery,  even 
though  the  patient  has  previously  borne  one  or 
more  normal  children.  In  any  case  in  which  ab- 
dominal delivery  is  contemplated,  it  is  a wise 
policy  to  use  the  X-ray,  not  only  to  confirm  and 
control  the  size  of  the  infant,  but  also  to  detect 
gross  skeletal  abnormalities  undiscovered  by  clin- 
ical examination. 

The  experience  at  the  Boston  Lying-In  Hospital 
over  a period  of  fifty  years  shows  mortality  rates 
with  multiparous  breech  delivery  closely  simulating 
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those  obtained  in  primiparas.  In  both  groups  the 
study  of  mortality  rates  and  analysis  of  stillbirths 
and  neonatal  deaths  which  have  occurred  give 
strong  support  to  the  conclusion  that  routine  ex- 
traction of  the  infant  under  full  surgical  anesthesia 
after  full  dilation  of  the  os  in  relation  to  the  breech 
has  been  attained  is  safer  for  the  infant  than  the 
policy  of  normal  or  assisted  delivery. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Ectopia  Lentis:  A Pathologic  and  Clinical  Study.  C. 

C.  Clarke.  American  Journal  of  Ophthalmology,  July, 

1939. 

This  article  is  based  on  a review  of  the  litera- 
ture, a study  of  seventy-one  globes,  and  an  anal- 
ysis of  thirty-one  case  histories.  The  following 
anatomic  classification  is  proposed  to  clarify  the 
clinical  study  of  this  condition:  grade  1,  simple 
ectopia  lentis;  grade  2,  ectopia  lentis  combined  with 
anomalies  of  ocular  dimension;  grade  3,  ectopia 
lentis  combined  with  anomalies  of  ocular  structure; 
grade  4,  ectopia  lentis  combined  with  anomalies 
of  constitution,  that  is,  aberrancies  of  body  devel- 
opment. The  pathogenesis  of  ectopia  lentis  is  not 
understood  because  of  many  conflicting  theories  of 
etiology.  Amblyopia  is  frequently  present  and 
there  is  a high  incidence  of  strabismus.  Phakic 
refraction  nearly  always  shows  myopia.  With 
aphakic  refraction,  relative  myopia  is  less  frequent, 
but  more  common  than  hyperopia.  This  would  in- 
dicate that  a good  deal  of  myopia  in  cases  of 
ectopia  lentis  is  lenticular  rather  than  axial.  Loop 
extraction  following  a wide  preliminary  iridectomy 
offers  the  best  solution  to  this  problem,  as  the  ulti- 
mate prognosis  for  untreated  eyes  is  bad.  Dis- 
cissions and  operations  on  the  iris  are  usually  un- 
satisfactory. 


ROENTGENOLOGY 

By  Frank un  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


The  Treatment  of  Acute  Pneumonias  with  Roentgen 
Rays.  E.  V.  Powell.  Am.  J.  R.  and  R.  T.,  Vol.  41, 
No.  3,  p.  404,  March,  1939. 

Brief  review  of  experience  of  author’s  treatment 
of  pneumonia  which  started  in  1933.  Report  on 
105  cases  of  lobar  pneumonia  and  thirty  cases  of 
bronchopneumonia  treated  by  X-ray  with  a mor- 
tality of  five  per  cent  in  lobar  pneumonia  and  thir- 
teen per  cent  in  bronchopneumonia.  These  results 
were  compared  to  a mortality  rate  of  twenty-nine 
per  cent  for  lobar  and  thirty  per  cent  for  broncho- 
pneumonia in  the  King’s  Daughters  Clinic,  where 
this  work  was  done.  In  addition  the  crisis  has  been 
brought  on  as  a rule  promptly  after  X-ray  treat- 


ment and  the  patients  have  been  relieved  of  their 
distress  and  discomfort  within  a few  hours. 

The  cases  received  in  addition  to  the  X-ray  treat- 
ment the  usual  routine  treatment,  but  as  the  period 
of  the  report  covers  the  time  from  1933  to  1937 
serum  was  not  used.  No  cases  of  types  two  or 
three  have  died. 

Technique 

Two  hundred  fifty  to  350  r are  given  over  the 
affected  area,  using  135  kilovolts,  three  millimeters 
aluminum,  and  forty  centimeters  distance.  Ex- 
treme leukopenia  that  sometimes  occurs  late  in 
bronchopneumonia  is  the  only  conti'aindication  for 
use  of  X-ray  therapy  in  pneumonia. 

If  the  temperature  has  not  returned  to  normal 
in  thirty-six  hours,  200  r are  given  over  the  oppo- 
site skin  area. 

Summary 

In  addition  to  the  usual  therapeutic  routine,  105 
cases  of  lobar  pneumonia  have  been  given  roentgen 
treatment.  Of  these  only  five  died.  Thirty  cases 
of  bronchopneumonia  have  been  given  roentgen 
treatment  and  of  these  four  died.  Even  if  the  mor- 
tality had  not  been  reduced  so  very  sharply,  the 
use  of  roentgen  therapy  in  these  cases  would  be 
justified  by  the  relief  of  anxiety  and  discomfort  ex- 
perienced by  the  patients.  All  type  II  and  III  pneu- 
monias treated  with  roentgen  rays  have  recovered. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue.  Memphis 


Anal  Fissure.  Herbert  T.  Hayes,  M.D.,  and  Harry  B. 

Burr,  M.D.  Southern  Medical  Journal,  August,  1939. 

This  very  common  condition  is  defined  as  an 
ulcer  situated  at  the  outer  margin  of  the  anus, 
appearing  as  a recent  tear  or  in  the  chronic  type. 
The  appearance  of  a fissure  varies  with  its  dura- 
tion. If  recent  the  edges  are  inverted  thin  and 
pliable  and  the  base  is  raw.  The  chronic  form  has 
thickened  edges  which  may  be  undermined  and 
the  base  is  gray,  moist,  and  usually  rests  on  the 
sphincter  muscle.  This  type  is  exquisitely  sensi- 
tive. The  microscopic  appearance  is  similar  to  that 
of  ulcers  anywhere. 

Conditions  commonly  associated  with  fissures  are 
chief  factors  in  their  failure  to  heal.  Anal  polyps, 
sentinel  pile,  spasm,  and  hypertrophy  of  the  ex- 
ternal sphincter  muscle  are  examples.  The  chron- 
icity  of  these  lesions  is  prolonged  by  motion  and 
trauma  from  bowel  movements  which  also  causes 
reinfection  of  the  base.  Nearly  all  fissures  are 
found  in  the  posterior  commissure  of  the  anal  canal. 
Predisposing  causes  of  this  condition  include,  first, 
the  anatomy  of  the  anal  canal  which  has  a lining 
of  thin  epithelium,  is  congenitally  narrow,  and  is 
stretched  with  each  stool,  and  the  concavity  of 
the  sacrum  which  directs  the  greatest  force  toward 
the  posterior  commissure.  Other  predisposing 
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causes  are  constitutional  diseases  such  as  diabetes, 
tuberculosis,  and  syphilis  and  local  lesions  as  hem- 
orrhoids, polyps,  hypertrophied  papillae,  infected 
crypts,  and  condylomata.  The  correct  cause  of  a 
fissure  is  trauma  resulting  from  constipation,  diar- 
rhea, foreign  bodies,  digital  examinations,  anorectal 
operations,  accidental  injuries,  and  others. 

The  symptoms  are  a burning  pain  immediately 
after  defecation,  constipation,  referred  pains  to 
back  and  legs,  and  bleeding  which  is  slight.  The 
diagnosis  is  made  from  the  history  of  such  symp- 
toms and  the  physical  examination  which  reveals 
the  pathology. 

Successful  treatment  depends  upon  two  factors — 
sphincteric  rest  and  proper  drainage.  A detailed 
description  of  the  muscles  of  the  anal  canal  is 
presented  for  a better  understanding  of  the  injec- 
tion of  local  anesthetics  around  the  anus  and 
rectum.  Prophylaxis  or  prevention  of  fissures  is 
obtained  by  relieving  constipation  by  the  liberal 
use  of  vegetables  and  fruits.  The  patient  should 
be  told  the  quantity  of  these  foods  he  should  eat. 
Mineral  oil  is  helpful  in  producing  a soft  bulky 
stool,  but  this  should  not  be  given  over  a long 
period  of  time.  Nonsurgical  measures  such  as 
using  mineral  oil-agar  mixtures,  analgesic  oint- 
ments, and  hot  sitz  baths  are  applicable  only  in 
acute  fissures.  If  much  sphincteralgia  is  present 
it  is  desirable  to  inject  a local  anesthetic  to  relax 
the  sphincter  muscles.  The  technic  of  this  proce- 
dure is  described.  For  chronic  fissures  some  sort 
of  surgical  procedure  must  be  done  that  puts  the 
muscle  at  rest  and  provides  drainage.  Depending 
on  the  conditions  found  one  may  do  a dilatation, 
excision,  incision,  or  sphincterotomy.  Dilatation 
must  not  be  done  unless  the  muscle  is  elastic  and 
it  has  the  disadvantage  of  providing  no  prophylaxis 
against  recurrence.  Excision  alone  is  seldom  prac- 
ticed. Incision  of  the  fissure  down  through  the 
muscle  and  perianal  structures,  or  posterior  proc- 
totomy, is  the  safest  and  most  certain  way  to  cure 
the  patient.  In  all  surgical  procedures  for  fissure 
other  existing  pathologic  conditions  such  as  sen- 
tinel pile,  polyps,  and  hemorrhoids  must  be  first 
corrected.  The  author’s  technic  of  this  procedure 
and  that  of  sphincterotomy  is  described. 
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Diagnosis  of  Perinephric  Abscess.  Gordon  S.  Foulds. 

Journal  of  Urology,  July,  1939. 

One  of  the  most  difficult  things  with  which  the 
urologist  has  to  contend  is  the  diagnosis  of  a peri- 
nephritic  abscess;  consequently  an  early  diagnosis 
is  rarely  made. 

The  record  of  forty-nine  cases  were  studied  in 
making  this  report,  twenty-eight  males  and  twenty- 
one  females.  There  were  twenty-seven  cases  of 
primary  or  metastatic  abscess,  sixteen  secondary  to 
kidney  infection,  and  six  related  to  disease  of  other 
adjacent  organs. 

The  disease  occurs  at  all  ages,  the  primary  group 
being  more  common  below  middle  age,  and  the 
secondary  group  above  middle  age. 

The  symptoms  vary  greatly.  Pain  was  common 
in  all,  either  severe  or  of  a dull  aching  character. 
Fever,  from  99.8  to  104.8  Fahrenheit,  sweating,  and 
weakness  were  the  next  more  frequent  symptoms. 
Urinary  symptoms  and  findings  were  uncommon 
in  the  primary  group,  but  usually  marked  in  the 
secondary  group.  A history  of  superficial  infection 
was  usually  obtained  in  the  primary  cases.  The 
white  blood  count  ranged  from  20,000  to  34,000. 
On  examination  a point  of  tenderness  in  the  costo- 
vertebral angle  was  present  in  thirty-eight  of  the 
cases,  twenty-three  had  a mass  in  the  loin,  rigidity 
of  the  lumbar  muscle  was  noted  in  fourteen. 

X-ray  examination  showing  obliteration  of  the 
psoas  shadow  and  curvature  of  the  spine  with  the 
concavity  toward  the  affected  side  occurred  in  sev- 
enty per  cent.  Elevation  of  the  diaphragm  and 
lack  of  normal  mobility  of  the  kidney  on  the  af- 
fected side  was  noted  in  several  cases. 

The  author  points  out  another  sign  which  may 
help  in  making  an  early  diagnosis.  When  the  pa- 
tient bends  the  body  laterally  in  the  opposite  direc- 
tion from  the  affected  side,  the  pain  is  increased. 
This  was  present  in  each  of  ten  patients  seen  since 
the  sign  was  first  noted. 
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ACUTE  ABDOMINAL  EMERGENCIES  WITH  REPORT  OF  SOME 
INTERESTING  CASES* 


John  B.  Haskins,  M.D.,  Chattanooga 


A SUBJECT  that  has  had  many  volumes 
written  on  it  cannot  be  gone  into  ex- 
L haustively  in  so  short  a period.  I 
am  admitting  many  errors  in  diagnoses,  by 
which  I have,  I hope,  profited  much,  and  if 
this  paper  will  elicit  free  discussion  I trust 
it  will  be  worth  much  both  to  the  profession 
and  to  the  laity. 

Acute  abdominal  emergencies  include 
many  acute  conditions  arising  within  the 
abdomen  urgently  demanding  surgery  for 
their  relief.  The  symptoms  are  of  such 
similarity  that  preoperative  clinical  diag- 
nosis becomes  a matter  of  difficulty  and  at 
times  accurate  distinction  between  them 
is  impossible.  The  common  indication  in 
such  lesions  is  surgical  relief ; it  is  apparent 
that  our  first  duty  in  a given  case  is  to  de- 
cide for  or  against  its  employment.  The 
rapidity  with  which  the  disastrous  changes 
in  the  abdomen  develop  makes  it  imperative 
that  this  decision  be  made  at  a time  that 
gives  the  patient  the  greatest  chance  for 
recovery. 

More  lives  will  be  saved  if  an  occasional 
diagnostic  error  is  made  by  doing  an  un- 
necessary laparotomy  than  by  waiting,  try- 
ing to  make  a correct  diagnosis,  letting  the 
pathological  lesion  get  beyond  surgical  con- 
trol. 

A survey  of  hospital  statistics  reveals 
that  appendicitis  is  responsible  for  fifty  to 
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sixty  per  cent  of  acute  abdomens.  We  have 
in  round  numbers  600,000  cases  per  year  in 
the  United  States  with  a daily  death  rate 
of  sixty-five.  Needless  to  say  that  high  a 
mortality  is  a national  disgrace.  Typical 
cases  of  this  disease  seen  early  present  no 
problem  either  in  diagnosis  or  treatment. 
The  fact  that  the  mortality  from  appendi- 
citis has  shown  a yearly  increase  from  11,- 
500  in  1920  to  more  than  23,725  at  the  pres- 
ent time  is  conclusive  evidence  of  the  fact 
that  patients  afflicted  with  it  do  not  come 
under  observation  or  surgical  treatment  at 
a time  when  its  relief  is  a simple  procedure. 
Several  factors  are  responsible  for  this  de- 
lay, the  most  important  one  being  the  igno- 
rance of  the  laity  regarding  the  significance 
of  abdominal  pain.  Only  when  the  public 
has  been  educated  in  this  regard  and,  as 
well,  concerning  the  dangers  of  self-medi- 
cation, particularly  purgation,  in  the  pres- 
ence of  abdominal  pain,  can  there  be  hope 
of  avoiding  the  problems  which  delay  in 
the  institution  of  appropriate  treatment  en- 
tails. Hippocrates  wrote  four  centuries 
B.C.  that  it  is  criminal  to  give  purgatives 
to  patients  having  acute  abdominal  pain.  It 
is  pitiful  to  think  of  the  stupidity  of  man 
to  take  all  these  centuries  to  teach  five  per 
cent  of  the  laity  and  ninety-five  per  cent 
of  the  profession  Hippocrate’s  correct  ob- 
servation. A second  factor  is  to  be  found 
in  the  delayed  recognition  of  atypical  cases. 
By  embryological  error  the  appendix  may 
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be  found  in  any  part  of  the  abdomen  ex- 
cept the  upper  left  quadrant.  Of  course, 
the  atypical  situations  of  the  appendix  be- 
cloud the  diagnosis  in  the  event  of  its  in- 
flammation. One’s  attention  is  quite  nat- 
urally directed  to  the  organs  normally  found 
in  the  respective  localities  mentioned,  and 
this  often  leads  to  delay  during  which  gan- 
grene, perforation  or  infection  by  conti- 
guity may  occur.  Another  cause  of  delayed 
recognition  is  presented  by  the  deviation 
in  symptoms  when  the  situation  of  the  ap- 
pendix is  retrocecal,  particularly  when 
there  is  an  absence  of  the  mesoappendix,  the 
organ  being  practically  extraperitoneal ; the 
absence  of  localized  tenderness  and  rigidity 
may  lead  to  delay,  while  the  sequence  of 
pathological  events  in  the  appendix  con- 
tinues unchanged.  The  sequence  of  symp- 
toms, pain,  nausea,  vomiting,  fever,  and 
leukocytosis  should  put  one  on  his  guard 
and  direct  suspicion  to  the  atypically  situ- 
ated appendix  when  such  symptoms  cannot 
be  definitely  ascribed  to  an  organ  normally 
located  at  their  point  of  origin.  Recogni- 
tion of  appendicitis  during  infancy  and 
childhood  is  not  always  an  easy  matter ; the 
symptoms  are  the  same,  but  the  child  does 
not  cooperate,  the  blood  count  shows  wide 
fluctuations  and  until  about  the  fourth  year 
constantly  shows  a relative  lymphocytosis; 
the  disease  here,  as  in  the  opposite  extreme 
of  life,  is  prone  to  run  a rapidly  destruc- 
tive course.  Muscle  spasm  is  elicited  often 
with  difficulty,  while  tenderness  can  be  fre- 
quently best  appreciated  upon  rectal  palpa- 
tion. When,  from  whatever  cause,  delay 
has  allowed  the  development  of  gangrene, 
spreading  peritonitis  or  diffuse  suppurative 
peritonitis  to  develop,  problems  are  pre- 
sented upon  which  there  is  a wide  diversity 
of  opinion.  Time  forbids  an  analysis  of  the 
arguments,  results,  and  statistics  of  the 
proponents  of  the  immediate  and  the  de- 
layed operation,  the  type  of  operation,  and 
the  question  of  drainage. 

Case  Report  No.  1 

I recently  had  two  service  cases  that  will 
illustrate  the  difficulty  we  occasionally  have 
in  diagnosing  acute  appendicitis. 

The  first  case  was  a young  white  girl  sev- 
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ente^n  years  old  who  was  admitted  with  all 
the  classical  symptoms  of  acute  appendicitis 
except^  her  fever  was  103  degrees,  which, 
of  course,  is  higher  than  the  average.  Her 
respiration  was  normal.  She  was  operated, 
but  the  appendix,  macroscopically,  was  nor- 
mal. No  pathological  condition  could  be 
found.  Her  temperature  remained  high 
and  forty-eight  hours  later  the  X-ray  re- 
vealed a left  basal  pneumonia. 

Case  Report  No.  2 

Case  No.  2 was  a strong,  healthy  colored 
man,  thirty-five  years  of  age,  chauffeur  by 
profession,  who  was  admitted  forty-odd 
hours  after  onset  of  abdominal  pain  around 
his  umbilicus.  On  admission  he  was  hav- 
ing fecal  vomiting,  a silent  abdomen,  a nor- 
mal white  cell  and  poly  count  and  normal 
temperature.  X-ray  of  abdomen  in  upright 
position  showed  different  fluid  levels,  so  a 
diagnosis  of  obstruction  was  made.  The 
abdomen  was  opened.  He  had  suppurative 
peritonitis,  due  to  gangrenous  ruptured 
appendix,  the  location  of  the  appendix  being 
in  the  mid-line,  directly  under  the  umbilicus 
and  behind  the  ileum  and  mesentery. 

Case  Report  No.  3 

A colored  man,  WPA  worker,  age  forty- 
one  years,  fell  out  on  the  job  at  10:30  A.M. 
and  was  sent  to  the  hospital.  I saw  him  in 
the  emergency  room  at  noon.  He  gave  a 
history  of  having  very  severe  pain  in  the 
lower  abdomen,  which  was  very  agonizing. 
Due  to  the  fact  that  he  could  not  void  a 
urologist  was  asked  to  see  him.  The  urol- 
ogist attempted  to  catheterize,  but  was  un- 
able to  do  so,  due  to  an  impervious  stric- 
ture. A rectal  gave  evidence  of  pathology 
in  that  area,  so  the  urologist  suspected  a 
leaking  diverticulum  of  the  bladder,  and  did 
a suprapubic  cystotomy,  finding  no  intra- 
vesical pathology  except  trabeculation.  The 
house  surgeon  opened  the  abdomen  and 
found  very  extensive  lower  abdominal  sup- 
purative peritonitis  due  to  a rupture  of  a 
periurethral  abscess  into  the  cul-de-sac. 

Intestinal  obstruction  continues  to  cause 
a mortality  of  thirty  to  fifty  per  cent,  which 
is  a serious  indictment  of  both  diagnostic 
ability  and  surgical  initiative.  It  is  com- 
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mon  knowledge  that  while  acute  intestinal 
obstruction  carries  an  inevitable  mortality, 
the  greater  proportion  of  it  may  be  justly 
attributed  to  delay  in  recognition  and  to 
tardiness  in  the  institution  of  appropriate 
s treatment.  The  most  important  single 
factor  is  the  element  of  time;  a second  one 
of  great  moment  is  offered  by  the  site  and 
character  of  the  obstruction  whether  high 
or  low,  the  former  pursuing  a more  rapidly 
fatal  course  than  the  latter.  The  precise 
significance  of  these  two  factors  becomes 
apparent  with  a full  realization  of  the  se- 
quence of  events  common  to  all  types  of 
acute  intestinal  obstruction,  namely,  me- 
chanical obstruction  of  the  intestine  with 
stoppage  of  the  fecal  current,  damage  to 
the  bowel  wall  with  ultimate  gangrene  and 
peritonitis  and  an  associated  production  of 
toxins  often  of  the  most  virulent  type.  The 
external  obstructions  in  the  shape  of  stran- 
gulated hernias  present  not  only  the  clas- 
sical symptoms,  but  give  visible  evidence 
of  their  presence,  hence  offer  no  problem  in 
recognition.  The  internal  obstructions  are 
hidden  from  view  and  obscure  to  palpation. 
To  await  the  onset  of  symptoms  which  af- 
ford indisputable  proof  of  their  presence  in 
an  effort  to  make  a differential  diagnosis  is 
but  to  lose  invaluable  time  in  combatting  the 
approach  of  dissolution.  The  type  of  opera- 
tion must  be  suited  to  the  local  lesion  and 
to  the  patient’s  condition;  release  of  ob- 
structing bands  and  adhesions,  resection  of 
tumors  by  the  one-  or  two-stage  methods, 
resection  of  gangrenous  gut  with  end-to-end 
or  side-to-side  anastomosis  or  exterioriza- 
tion as  a shotgun-barrel  enterostomy,  en- 
terostomy above  the  obstruction  alone  or 
enterostomy  combined  with  its  removal,  all 
find  their  place  in  the  various  phases  and 
stages  of  obstruction. 

Intussusception  is  characterized  by  symp- 
toms which  rather  readily  distinguish  it 
from  other  forms  of  obstruction,  namely, 
age  incidence,  bloody  stools,  and  a palpable 
mass.  The  common  or  ileocolic  variety  is 
seen  in  infants,  the  rarer  colocolic  is  occa- 
sionally observed  during  childhood  and  a 
still  rarer  variety  may  be  noted  at  any  age 
and  at  almost  any  point  of  the  intestinal 
tube  due  to  perverted  peristalsis  dependent 


upon  intraintestinal  neoplasm.  Pain,  bloody 
stools  and  a palpable  mass  are  the  cardinal 
symptoms ; with  the  onset  of  distention  rec- 
ognition of  the  mass  becomes  difficult  and 
at  times  impossible.  It  is  needless  to  add 
that  diagnosis  should  be  made  and  appro- 
priate treatment  instituted  before  disten- 
tion becomes  a feature.  The  intussuscep- 
tion is  to  be  reduced  not  by  traction  on  the 
gut  at  the  point  of  invagination,  but  by 
compression  of  the  tumefaction  first  to  re- 
duce edema,  then  with  compression  and 
gentle  traction  to  the  apex  of  the  intus- 
susceptum.  Release  of  the  imprisoned 
bowel  with  plication  of  its  mesenteric  leaf 
is  readily  accomplished  if  undertaken  early. 

When  confronted  with  evidence  of  ob- 
struction it  may  be  well  to  remember  that 
during  infancy  intussusception  is  the  com- 
mon cause ; that  during  early  adult  life  her- 
nia and  peritoneal  adhesions  are  responsible 
for  a majority,  while  in  the  late  adult  life 
carcinoma  becomes  the  greatest  causative 
factor. 

Case  Report  No.  4 

Mrs.  F.,  twenty-six  years  old,  mother  of 
five  children,  and  seven  months  pregnant, 
was  taken  with  lower  abdominal  pain,  ob- 
stipation, nausea  and  vomiting  that  went 
on  to  fecal  vomiting. 

Upon  rectal  examination  a tumefaction 
could  be  palpated  in  the  rectosigmoid  which 
proved  to  be  a rectosigmoid  carcinoma  that 
had  caused  complete  obstruction. 

This  case  is  the  youngest  individual  that 
I have  seen  where  carcinoma  of  the  big 
bowel  caused  intestinal  obstruction. 

Perforated  peptic  ulcer  carries  a mortal- 
ity of  fifteen  to  thirty-five  per  cent.  Dr. 
Elison  of  the  University  of  Pennsylvania 
told  me  that  the  lowest  mortality  at  their 
hospital  was  twenty-four  per  cent.  It  has 
not  been  that  much  in  my  hands,  but,  of 
course,  my  series  would  be  infinitesimally 
small  as  compared  to  his. 

The  complications  of  peptic  ulcer  urgently 
demanding  treatment  are  hemorrhage  and 
perforation.  Hemorrhage  rarely  presents 
an  emergency  requiring  operation  for  con- 
trol, but  does  at  all  times  call  for  urgent 
and  appropriate  treatment,  and  occasionally 
is  of  such  massive  extent  as  to  lead  to  an 
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immediate  fatality.  Acute  perforations  give 
rise  to  agonizing  pain  with  coincident  nau- 
sea and  vomiting,  the  chemical  peritonitis, 
the  boardlike  rigidity,  the  patient  assuming 
one  position  and  changing  position  under 
great  protest  are  unmistakable.  The  smaller 
perforations  (so-called  pin  point)  require 
closer  scrutiny  and  are  often  mistaken  for 
other  lesions.  Primary  shock  may  be  pres- 
ent or  absent;  when  absent  a normal  tem- 
perature and  pulse  may  lull  one  into  a sense 
of  false  security.  X-ray  in  upright  position 
should  be  made  in  all  suspected  cases  and 
has  given  a positive  pneumoperitoneum  in 
about  eighty  per  cent  of  our  cases  when 
taken  early.  Delay  in  diagnosis  and  treat- 
ment at  this  stage  is  but  to  invite  disaster ; 
with  the  appearance  of  symptoms  indicat- 
ing peritonitis  the  favorable  time  has  passed 
and  the  grim  specter  of  dissolution  is  in 
the  offing.  Perforation  of  the  posterior  wall 
is  frequently  sealed  by  adherence  to  adja- 
cent structures.  Closure  of  the  opening 
with  superimposed  layers  of  Lembert’s  su- 
tures and  an  omental  fat  graft  suffices  not 
only  to  control  leakage,  but  in  a good  per- 
centage to  secure  healing  of  the  ulcer  as 
well.  The  employment  of  additional  meas- 
ures such  as  excision  or  cauterization  of 
the  ulcer,  pyloroplasty,  gastroenterostomy 
or  resection  of  the  stomach  will  depend 
upon  the  extent,  character,  and  location  of 
the  local  lesion  and  the  general  condition  of 
the  patient.  The  prime  consideration  in 
such  catastrophes  is  the  saving  of  life.  This 
is  accomplished  by  the  stoppage  of  the  leak. 

Case  Report  No.  5 

Mr.  G.,  an  N.  & C.  employee,  a strong  and 
healthy  switchman,  was  sent  in  an  ambu- 
lance from  the  N.  & C.  yards  to  Erianger 
Hospital,  our  city,  with  the  following  his- 
tory: 

While  at  work  as  a switchman  he  was 
taken  with  sudden  severe  upper  abdominal 
pain.  When  seen  by  me  and  two  other  doc- 
tors he  had  a boardlike  rigidity  of  the  ab- 
domen, nausea  and  vomiting,  pain  all  over 
his  abdomen,  and  at  the  right  costoverte- 
bral angle,  - radiating  into  the  right  testicle 
and  urethra.  The  pain  was  intense  in  the 


end  of  the  penis  and  the  urine  had  red  blood 
cells. 

Up  to  that  time  we  had  not  administered 
opiates,  trying  to  make  a diagnosis.  The 
other  two  doctors  felt  that  we  should  give 
opiates  and  not  contemplate  surgery.  We 
discussed  this  with  the  patient,  who  was 
crying  for  relief.  I maintained  that  re- 
gardless of  pain  in  the  kidney  region,  right 
testicle,  and  urethra  that  the  man  should 
have  his  abdomen  opened.  He  agreed,  say- 
ing, “Fod  God’s  sake,  do  something  for  me.” 

On  opening  the  peritoneum,  there  was 
plenty  of  free  fluid  and  an  outgush  of  air. 
We  closed  the  perforation  and  that  night 
he  passed  a kidney  stone  the  size  of  a big 
grain  of  wheat. 

Case  Report  No.  6 

Mr.  M.,  an  engineer,  forty-four  years  of 
age,  who  had  had  digestive  trouble  off  and 
on  for  years,  was  lying  in  front  of  a big 
open  window  a very  hot  night  in  August. 
He  had  had  serious  trouble  with  a former 
friend  who  had  threatened  to  shoot  him. 
He  was  awakened  about  2:00  A.M.  with 
such  an  acute  pain  in  the  epigastric  region 
that  he  felt  he  had  been  shot,  and  his  wife 
had  a very  hard  time  showing  him  his  bare 
abdomen,  convincing  him  that  he  had  not 
been  shot.  He  assumed  one  position  and 
would  not  move  or  let  you  move  him.  The 
family  physician  called  me  and  on  my  ar- 
rival we  convinced  the  patient  that  he  had 
a surgical  abdomen  and  should  be  operated 
upon  immediately. 

We  gave  one-half  grain  morphine,  got  the 
patient  to  the  hospital,  and  upon  opening 
the  abdomen  our  diagnosis  was  confirmed. 

He  made  a nice  recovery. 

Case  Report  No.  7 

Mr.  C.  was  working  at  his  job  of  com- 
pleting manhole  tops  in  one  of  the  found- 
ries of  our  city,  and  on  attempting  to  pitch 
a large  one  an  extra  distance  he  was  sud- 
denly taken  with  severe  pain  in  the  upper 
epigastrium,  boardlike  rigidity,  and  to  make 
a long  story  short,  had  a perforated  peptic 
ulcer. 

I have  had  two  or  three  cases,  that  I re- 
call, who  were  taken  in  a similar  way. 

One  that  I recall,  who  had  eaten  what 
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he  thought  was  spoiled  meat,  and  had  all 
the  symptoms  of  a ptomaine,  was  in  the 
bathroom  vomiting,  and  the  extra  straining 
caused,  apparently,  the  perforation,  which 
gave  the  acute  pain  and  boardlike  rigidity 
of  the  abdomen.  A laparotomy  revealed  the 
perforation. 

Diverticulitis  occurring  in  Meckel’s  di- 
verticulum has  been  long  recognized  as  a 
not  infrequent  cause  of  an  acute  emergency. 
Acute  inflammation,  localized  abscess,  gan- 
grene, and  perforation  with  resultant  peri- 
tonitis and  obstruction  all  are  noted  as  a 
result  of  their  presence  and  disease.  Hem- 
orrhage and  perforation  complicating  pep- 
tic ulcer  in  Meckel’s  diverticula  are  being 
recognized  with  increasing  frequency  as 
urgent  indications  for  prompt  surgical  in- 
tervention. With  the  exception  of  hemor- 
rhage the  symptomatology  of  the  lesions 
produced  by  Meckel’s  diverticulum  closely 
mimics  that  of  appendicitis  and  clinically 
is  not  distinguishable  from  it;  the  presence 
of  an  umbilical  fistula  or  the  occurrence  of 
such  symptoms  in  a patient  from  whom  the 
appendix  has  been  removed  would  alford  a 
suggestive  lead.  Diverticulosis  occurs  far 
more  frequently  in  the  colon  than  elsewhere 
in  the  intestinal  tract.  I have  seen  two 
deaths — the  result  of  rupture  of  diverticu- 
litis of  sigmoid  and  resultant  peritonitis. 

Acute  pancreatitis  is  an  infrequent  cause 
of  acute  abdominal  disease,  being  responsi- 
ble for  less  than  one  per  cent  of  cases.  Its 
rarity  and  the  similarity  of  its  symptoms  to 
those  of  perforated  gastric  and  duodenal 
ulcers,  gangrene,  and  perforative  cholecys- 
titis and,  in  its  later  stages,  to  those  of  in- 
testinal obstruction,  account  for  infrequency 
of  correct  preoperative  diagnosis. 

Acute  pancreatitis,  until  within  recent 
years,  has  been  universally  regarded  as  an 
indication  for  immediate  operation,  the  ac- 
cepted indications  being  to  relieve  tension, 
to  stop  hemorrhage,  to  prevent  leakage,  and 
to  afford  drainage.  In  the  belief  that  oper- 
ative procedure  will  neither  lessen  or  con- 
trol the  formation  of  trypsin  nor  prevent 
its  further  destructive  action  in  the  pan- 
creas, there  are  many  at  the  present  time 
who  contend  that  operation  is  best  deferred 


until  the  acute  pancreatic  symptoms  sub- 
side. 

A ruptured  ectopic  gestation  offers  a 
dramatic  picture  which  should  give  but 
little  difficulty  in  interpretation.  In  the 
future  the  aims  of  the  profession  should  be 
to  prevent  this  complication  by  making  an 
effort  to  recognize  and  remove  an  ectopic 
gestation  before  rupture  of  the  sac,  which, 
of  course,  will  take  the  proper  cooperation 
of  the  patient.  The  history  of  one  or  two 
missed  periods,  pelvic  pain,  uterine  bleed- 
ing with  or  without  the  passage  of  a mem- 
brane should  lead  one  to  insist  on  a vaginal 
examination.  Given  such  a history  the  find- 
ing of  an  enlargement  at  the  site  of  the 
tube,  with  or  without  morning  sickness  and 
breast  changes,  will  be  sufficient  evidence 
upon  which  to  base  a diagnosis  and  to  ad- 
vise operation.  The  rupture  of  the  sac  is 
accompanied  by  sudden  abdominal  pain,  at 
times  vomiting,  usually  faintness,  anemia, 
and  collapse;  the  pulse  is  rapid,  of  small 
volume,  and  the  temperature  is  subnormal. 
The  abdomen  is  tender,  but  not  rigid,  vag- 
inal examination  reveals  a tender  pelvis 
with  or  without  palpable  mass  and  at  times 
percussion  will  reveal  free  fluid  in  the 
abdomen.  Severe  hemorrhage  from  a rup- 
tured graafian  follicle  gives  a similar  clin- 
ical picture,  but  the  accompanying  evidences 
of  pregnancy  are  lacking;  indications  for 
treatment  in  both  conditions  are  identical. 
It  has  been  argued  in  some  quarters  that 
death  from  hemorrhage  does  not  occur  and 
consequently  that  cases  of  ruptured  ectopic 
gestation  should  be  treated  expectantly 
until  they  have  fully  recovered  from  the 
primary  shock  and  depression.  It  is  readily 
admitted  that  in  some  cases  the  shock  and 
depression  are  out  of  all  proportion  to  the 
direct  blood  loss,  clearly  indicating  that  in 
such  cases  factors  other  than  hemorrhage 
play  a role  and  that  delayed  operation  in 
such  instances  may  lessen  the  hazard  to 
the  patient.  It  is  further  admitted  that  if 
at  the  time  the  patient  comes  under  obser- 
vation, some  hours  after  rupture,  there  is 
evidence  of  cessation  of  bleeding,  delayed 
operation  may  again  be  advantageous.  On 
the  other  hand,  it  is  submitted  from  per- 
sonal knowledge  that  patients  do  die  from 


308 


ACUTE  ABDOMINAL  EMERGENCIES— Haskins 


September,  1939 


primary  hemorrhage.  It  is  further  sub- 
mitted that  it  is  impossible  to  distinguish 
on  clinical  signs  alone  the  case  in  which  the 
alarming  symptoms  are  largely  due  to 
shock  from  the  one  in  which  they  are  large- 
ly due  to  hemorrhage.  The  blood  count  can- 
not be  relied  upon  for  an  accurate  estimate 
of  blood  loss  because  of  fluid  concentration. 
Hence,  unless  the  lapse  of  time  since  onset 
of  symptoms  and  the  condition  of  the  pa- 
tient plainly  indicate  that  the  cessation  of 
bleeding  has  occurred,  in  my  opinion  it  is 
best  to  rehabilitate  the  patient  with  trans- 
fusion of  blood  and  glucose  solution  sub- 
cutaneously or  intravenously  are  employed. 

I have  had  over  one  hundred  extrauterine 
pregnancies ; only  two  diagnosed  prerupture 
and  a good  number  not  diagnosed  until  the 
abdomen  was  opened.  I am  reporting  two 
bizarre  cases. 

Case  Report  No.  8 

Mrs.  C.  was  found  on  the  floor  of  the  liv- 
ing room  by  her  husband,  who  called  me, 
thinking  she  was  dead.  When  I arrived 
she  gave  every  evidence  of  extreme  shock, 
but  had  a slow  pulse.  After  getting  the 
history  of  the  case  I told  the  husband  that 
had  she  had  a fast  pulse  I would  have  sus- 
pected a ruptured  ectopic  pregnancy.  After 
the  patient  regained  consciousness  she  com- 
plained of  extreme  pain  in  the  region  of 
the  gall  bladder.  She  was  taken  to  the  hos- 
pital and  X-rayed  in  the  upright  position 
with  negative  findings.  This  patient  was 
so  sick  that  I felt  that  she  had  an  acute  gall 
bladder,  and  that  we  should  keep  her  in 
bed  and  await  a more  opportune  time  to  op- 
erate. During  the  interval  and  upon  closer 
study  we  made  a diagnosis  of  ruptured 
ectopic,  and  some  time  later  operated,  the 
operation  confirming  our  diagnosis. 

The  patient  made  a nice  recovery. 

Case  Report  No.  9 

Mrs.  G.,  age  forty-two  years,  mother  of 
one  child,  fifteen  years  of  age,  gave  an  al- 
most typical  history  of  ruptured  ectopic 
with  the  exception  of  the  location  of  the 
pain.  She  did  have  some  pain  in  the  pelvis, 
but  the  upper  abdomen  was  boardlike,  so 
I did  a right  upper  rectus  exploration. 


Finding  no  pathology  in  the  upper  abdo- 
men, I slipped  my  exploring  hand  into  the 
pelvis  and  found  plenty  of  blood.  I closed 
the  upper  wound  temporarily  with  towel 
clips,  shifted,  opened  the  abdomen  below 
and  removed  a ruptured  tube,  closed  both 
incisions  and  fortunately  saved  the  woman’s 
life. 

Acute  cholecystitis  furnishes  an  instance 
of  the  acute  abdominal  emergency  about 
the  proper  treatment  of  which  there  is  as 
yet  no  unanimity  of  opinion.  Typical  cases 
are  readily  recognized,  the  atypical  ones  as 
readily  confounded  with  appendicitis,  leak- 
ing peptic  ulcer,  and  pancreatitis.  Differ- 
ence of  opinion  arises  when  the  question  of 
their  consideration  as  surgical  emergencies 
is  approached;  gangrenes  and  perforations 
readily  fall  within  this  category,  but  the 
advisability  of  immediate  or  of  early  opera- 
tions in  acute  inflammations  of  the  gall 
bladder  finds  both  proponents  and  oppo- 
nents. Acute  blockage  of  cystic  duct  by 
stone  will  give  symptoms  that  are  easily 
misinterpreted  for  ruptured  peptic  ulcer.  I 
have  had  two  such  cases  recently. 

While  it  is  vitally  important  to  recognize 
and  act  upon  the  symptoms  urgently  indi- 
cating surgical  intervention  in  acute  abdom- 
inal conditions,  it  is  also  important  to  ap- 
preciate the  source  of  threatening  symp- 
toms caused  by  conditions  not  amenable  to 
surgery.  A good  general  rule  is  to  regard 
the  presence  of  pain,  nausea,  vomiting,  and 
constipation  for  as  long  as  six  hours  as 
indicative  of  an  intra-abdominal  surgical 
lesion  until  proven  otherwise.  While  the 
absence  of  constipation  and  the  presence 
of  diarrhea  usually  betoken  medical  rather 
than  surgical  illness,  it  cannot  be  accepted 
as  positively  excluding  the  latter.  A well- 
taken  history  combined  with  a complete 
physical  examination  from  head  to  feet  and 
an  analysis  of  the  blood  and  urine  should 
be  given  every  patient  presenting  acute  ab- 
dominal symptoms.  By  so  doing  one  may 
hope  to  avoid  most  of  the  pitfalls  in  diag- 
nosis in  conditions  simulating  the  acute  sur- 
gical abdomen.  The  abdominal  crises  of 
lead  poisoning  at  times  give  rise  to  symp- 
toms not  unlike  those  observed  in  perfora- 
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tions  of  peptic  ulcers.  Severe,  painful 
colic,  nausea,  and  vomiting  with  boardlike 
rigidity  of  the  abdominal  wall  are  present. 

! A history  of  previous  attacks,  the  occupa- 
1 tion  of  the  patient,  the  bluish  discoloration 
! of  the  gums  when  present  and  the  stippling 
of  the  red  cells  all  point  to  the  true  condi- 
tion, but  do  not  rule  out  concomitant  dis- 
ease. The  symptoms  associated  with  lead 
colic  may  be  dissipated  within  two  or  three 
hours  by  the  administration  of  calcium 
chloride  intravenously.  In  doubtful  cases 
the  additional  time  required  for  this  ther- 
apeutic test  will  not  materially  enhance  the 
I risk  to  the  patient  with  an  acute  lesion  and 
may  be  the  means  of  avoiding  a needless 
operation. 

Dr.  Ross  V.  Patterson,  in  an  article  on 
“Coronary  Thrombosis  with  Special  Refer- 
ence to  Its  Differentiation  from  Abdominal 
Surgical  Conditions,”  makes  the  following 
terse  comment : 

“The  importance  of  an  accurate  diagnosis 
in  doubtful  cases  of  abdominal  affections  is 
obvious.  It  may  be  emphasized  that  in 
those  individuals  past  forty  years  of  age 
who  exhibit  acute  fulminating  pain  in  the 
upper  abdomen,  coronary  thrombosis  should 
be  considered.  Common  to  certain  abdom- 
inal conditions  and  coronary  occlusion  are 
the  following:  rapidly  developing,  sponta- 
neous pain  of  intense  character,  chiefly  re- 
ferred to  the  upper  abdomen ; muscular 
rigidity;  epigastric  tenderness;  vomiting 
followed  by  shock  and  collapse;  fever,  leu- 
kocytosis; and  even  jaundice  and  enlarged 
liver.  With  slight  modification  of  the  de- 
scription these  are  the  symptoms  of  gall- 
stone colic,  perforated  peptic  ulcer,  acute 
pancreatitis,  acute  appendicitis,  and  of  va- 
rious acute  intestinal  conditions.  A lap- 
arotomy in  such  circumstances  may  prove 
fatal;  indeed  the  occurrence  of  tragedies, 
the  result  of  this  error,  is  already  a matter 
of  record.  Of  cardinal  importance  in  recog- 
nizing a coronary  affection  in  doubtful  cases 
is  a history  of  arterial  hypertension,  pre- 
vious attacks  of  angina  pectoris,  a sense  of 
constriction  in  the  chest,  although  the  pain 
may  be  almost  entirely  abdominal,  aching 
in  the  arms,  dyspnea,  progressive  fall  in 
blood  pressure,  a rise  in  the  pulse  rate, 


feeble  heart  sounds,  gallop  rhythm,  and  the 
distinctive  electrocardiographic  findings 
early  in  the  course.” 

Calculi  impacted  in  the  right  ureter  and 
salpingitis,  particularly  in  unmarried  girls 
from  whom  a full  and  correct  history  is 
seldom  obtained,  have  also  been  sources  of 
error.  The  urinary  findings  and  the  dis- 
tribution of  pain  in  the  former  should  lead 
to  a study  of  the  urinary  tract  before  re- 
sorting to  operation;  the  pelvic  tenderness 
in  the  latter,  especially  when  bilateral,  the 
preponderance  of  hypogastric  over  epigas- 
tric pain,  and  the  presence  of  a vaginal  dis- 
charge should  impel  one  to  make  a vaginal 
examination  and  smear.  The  determina- 
tion of  virginity  strongly  suggests  the  ap- 
pendix as  the  causative  factor;  in  its  ab- 
sence a satisfactory  pelvic  examination  will 
usually  permit  of  a differentiation  between 
the  appendix  and  the  fallopian  tube  as  to 
the  causation  of  symptoms. 

While  the  operative  procedure  is  the  sine 
qua  non  in  the  treatment  of  acute  abdom- 
inal emergencies,  certain  measures  in  pre- 
operative, operative,  and  postoperative  care 
greatly  add  to  its  safety.  Shock  is  com- 
monly encountered  in  patients  with  acute 
abdominal  lesions;  the  blood  volume  is  re- 
duced, the  degree  becoming  more  severe 
when  there  is  an  associated  loss  of  blood. 
Restoration  of  blood  volume  and  plasma  vol- 
ume are  essential  to  recovery  whether  ac- 
complished by  natural  forces  or  with  the 
aid  of  appropriate  treatment. 

Excessive  vomiting  produces  a dehydra- 
tion toxemia,  to  which,  in  intestinal  obstruc- 
tion, is  added  the  poisoning  from  toxic  sub- 
stances absorbed  from  the  injured  mucosa 
of  the  obstructed  bowel.  Operation  should 
not  be  undertaken  until  measures  looking 
toward  their  correction  have  been  insti- 
tuted. In  patients  with  acute  abdominal 
crises  the  disordered  intestinal  peristalsis 
prohibits  the  administration  of  fluids  by 
mouth.  Not  only  is  the  ingested  fluid  vom- 
ited, but  the  fluid  secreted  into  the  gastro- 
intestinal tract,  with  its  contained  salts,  is 
lost  in  similar  manner.  Water  and  glucose 
should  be  given  in  abundance,  subcutane- 
ously and  intravenously,  to  overcome  dehy- 
dration and  starvation  and  to  promote  and 
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maintain  the  metabolic  and  water  balance 
of  the  patient.  This  latter  indication  is  of 
equal  importance  in  the  postoperative  case 
as  in  the  preoperative  preparation. 

Just  how  valuable  the  gastroscope  and 
the  peritoneoscope  will  prove  in  diagnosing 
and  differentiating  intra-abdominal  lesions 
remains  to  be  seen. 

Summary 

In  every  acute  upper  abdomen  in  a pa- 
tient over  forty  years  of  age  it  would  be  an 
excellent  practice  to  have  a cardiologist  as- 
sociated. Even  with  the  best  cardiologist 
and  chest  men  associated  a few  abdomens 
will  be  opened  now  and  then  when  the  pa- 
thology is  above  the  diaphragm. 

An  acute  abdomen  requires  very  accurate 
study;  correct  evaluation  of  all  clinical  and 
laboratory  signs,  and  the  harmonious  asso- 
ciation of  a good  cardiologist,  gynecologist 
and  gastroenterologist,  and  then,  unless 
utopia  arrives,  errors  in  diagnoses  will  con- 
tinue. If  we  are  broad-minded  and  will 
welcome  every  aid  possible  in  the  way  of 
laboratory  and  specialists  to  add  more  data 
in  making  a diagnosis  fewer  and  fewer  er- 
rors will  be  made. 

DISCUSSION 

DR.  G.  A.  COORS  (Memphis)  : It  amazes  me 
that  Dr.  Haskins  has  been  able  to  report  a subject 
of  such  magnitude  in  the  short  space  of  time  that 
he  used  and  at  the  same  time  take  in  practically 
every  phase  of  the  subject. 

It  is  quite  obvious  to  us  all  that  Dr.  Haskins  has 
emphasized  the  fact  that  the  squandering  of  time 
in  hairsplitting  decisions  in  acute  abdominal  emer- 
gencies is  never  justifiable  once  an  acute  surgical 
condition  of  the  abdomen  is  diagnosed. 

Dr.  Haskins  in  his  discussion  of  deaths  from 
appendicitis  in  America  has  placed  a great  amount 
of  blame  on  the  surgeon’s  shoulders,  where  it  justly 
and  aptly  belongs,  and  also  at  a very  unpropitious 
time  when  the  state  medicine  is  a current  topic, 
and  this  apparent  failure  on  our  part  to  lower  this 
mortality  causes  a very  strong  political  wedge. 

Dr.  Haskins  mentions  that  only  five  per  cent  of 
the  public  are  aware  of  the  household  treatment 
of  acute  abdominal  pains,  and  it  is  quite  true,  but 
there  are  also  many  cases  of  appendicitis  phobia 
that  has  placed  great  responsibility  on  the  integrity 
of  the  surgical  profession  to  refrain  from  operating 
on  these  perfectly  willing  patients  who  imagine 
they  have  appendicitis.  The  old  adage  of  appen- 
dicitis symptoms  occurring  in  chronological  order 
of  pain,  vomiting,  fever,  and  leukocytosis  has  led 


a great  many  doctors  with  small  experience  into 
the  pitfalls  of  spreading  peritonitis  before  sur- 
gical aid  is  sought  for1  the  patient.  It  is  rare  that 
I see  all  of  these  symptoms  in  any  one  case  of 
acute  appendicitis. 

Dr.  Haskins  has  also  brought  to  our  attention 
that  from  fifty  to  sixty  per  cent  of  all  the  surgical 
abdomens  are  due  to  appendicitis  and  it  makes  a 
pretty  safe  regime  to  assume  that  the  presence 
of  pain  lasting  from  six  hours  or  longer  not  re- 
lieved by  low  enema  with  leukocytosis  and  not  defi- 
nitely diagnosed  as  any  other  intra-abdominal 
lesion,  won’t  be  far  wrong  in  suspecting  an  ap- 
pendix. 

Dr.  Haskins  has  also  mentioned  difficulty  in  diag- 
nosing appendicitis  in  children,  all  of  which  I 
heartily  agree.  Dr.  Eugene  Rosamond,  whom  we 
all  know  and  respect  and  have  no  doubt  as  to  his 
honesty,  has  told  me  numerous  times  that  thirty  to 
forty  per  cent  of  children  under  ten  years  old  have 
leaking  appendix  before  diagnosis  has  been  made. 
There  is  no  blame  on  anyone  here;  it  is  just  due 
to  the  inability  of  the  child  to  cooperate,  the  un- 
reliable response  of  a child’s  mechanism  to  infec- 
tion, frequency  of  associated  pyelitis,  and  other 
childhood  diseases.  Dr.  Haskins  suggested  the 
rectal  examination  of  children.  It  has  never  been 
worth  much  in  my  hands  and  the  introduction  of 
the  examining  finger  with  its  concomitant  fear 
and  tenseness  of  the  child  has  precluded  any  bene- 
fit from  the  examination.  However,  if  these  small 
kids  are  rolled  over  on  their  belly  and  palpation  is 
done,  the  tenderness  is  localized  and  is  much  more 
reliable  than  any  other  method  of  examination. 

Dr.  Haskins  mentioned,  but  did  not  elaborate  on, 
the  relative  merits  of  the  delayed  operation  for 
ruptured  appendix  with  spreading  peritonitis.  It  is 
very  gratifying  to  see  the  mortality  in  this  condi- 
tion which  was  forty-one  per  cent  under  no  definite 
management  reduced  greatly  with  the  increased 
use  of  the  modified  Oschner  treatment  to  twelve 
per  cent. 

Case  No.  1 

Dr.  Haskins’  first  case  is  that  of  a right-sided 
pneumonia  operated  on  for  appendix.  While  I 
admire  Dr.  Haskins’  honesty  and  sincerity  in  re- 
porting this  case,  he  need  not  feel  chagrined.  This 
has  happened  to  all  of  us.  However,  the  high 
temperature  reported  in  this  case  should  make  one 
very  suspicious  and  suggest  an  X-ray  of  the  chest. 

Case  No.  2 

This  was  a case  of  a pai’alytic  ileus  from  a rup- 
tured appendix  and  should  probably  come  under 
the  classification  of  cases  to  be  treated  by  the 
Oschner  method. 

Case  No.  3 

Rupture  of  periurethral  abscess  into  the  peri- 
toneal cavity  is  so  unusual  and  unsuspected  that  I 
have  never  seen  one  and  hesitate  to  comment  on  it. 

The  subject  of  intestinal  obstruction  is  one  to  try 
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the  acumen  of  the  best  surgeons,  but  I believe  that 
the  treatment,  especially  since  the  advent  of  the 
Wangensteen  suction  is  conservatively  the  rehabil- 
itation of  the  patient’s  body  fluids  and  blood  chem- 
istry and  subject  these  intestinal  obstruction  pa- 
tients to  an  intermediate  rather  than  an  immediate 
or  delayed  operation.  I am  sure  this  method  has 
yielded  lower  mortality  since  the  inauguration  of 
this  regime  in  the  John  Gaston  Hospital  in  Mem- 
phis; namely,  the  reduction  from  an  average  of 
fifty  per  cent  to  thirty-six  per  cent.  In  intestinal 
obstruction  many  factors  are  to  be  hurriedly  sur- 
veyed; namely,  the  age  of  the  patient,  the  sus- 
picion of  intussusception  and  volvulus  in  the  young, 
and  the  presence  of  previous  operative  scars  and 
the  suspicion  of  malignancy  in  the  older  ones.  It 
is  this  condition  that  I believe  a so-called  flat  plate 
of  the  abdomen  should  be  made,  as  this  is  the 
most  beneficial  information  of  any  one  clinical  sign 
on  which  we  have  to  rely.  Normally  there  is  no 
gas  in  the  coils  of  the  small  gut  and  the  presence 
of  dilated  coils  in  X-ray  is  most  informative  espe- 
cially, together  with  an  early  presence  of  increased 
peristalsis  wounds  on  osculation  and  the  graveyard 
silent  abdomen  of  the  late  obstruction. 

Case  No.  4 

Carcinoma  of  the  rectum  in  a pregnant  woman 
certainly  presents  every  type  of  difficulty  in  diag- 
nosis and  probably  accounts  for  the  very  rapid 
growth  of  carcinoma  producing  obstruction. 

Perforated  peptic  ulcer  is  one  of  the  most  sud- 
den and  serious  catastrophies  occurring  in  the  ab- 
domen. Only  about  fifty  per  cent  of  these  patients 
give  a history  of  previous  ulcer  symptoms  before 
rupture.  However,  on  the  acutely,  frankly  rup- 
tured peptic  ulcer  most  frequently  seen  on  the 
anterior  wall  on  the  duodenum  have  a very  clas- 
sical onset. 

First,  a very  severe  pain  in  the  epigastrium  with 
almost  boardlike  rigidity  with  fear  and  apprehen- 
sion of  any  examination,  but  rarely  ever  shocked 
and  in  a very  splendid  physical  condition  the  first 
few  hours  after  rupture.  These  cases  are  usually 
diagnosed  easily,  but  the  chronic  perforations  that 
penetrate  the  pancreas  and  liver  with  intermittent 
leaking  and  healings  with  drains  of  stomach  con- 
tents to  dependent  portions  of  the  abdomen,  pre- 
sents some  of  the  most  difficult  problems  in  diag- 
nosis. Here  an  X-ray  made  in  the  upright  position, 
if  it  shows  a pneumoperitoneum  is  very  indicative 
of  peptic  ulcer  rupture,  and  care  should  be  taken  of 
pneumoperitoneum. 

This  can  be  demonstrated  in  about  two-thirds  of 
the  cases.  However,  one  precaution  must  be  no- 
ticed in  the  female  where  very  few  ulcers  occur; 
namely,  the  introduction  of  air  through  the  genital 
tract  by  douches  and  coitus.  There  is  a wide  differ- 
ence of  opinions  as  to  what  to  do  with  peptic  ulcer 
ruptures.  Some  prefer  simple  closure  with  drain 
and  some  without  drain.  Some  surgeons  add  a 
gastroenterostomy  and  some  do  a resection. 


Acute  hemorrhage  from  the  upper  alimentary 
tract  presents  the  type  probably  as  to  whether 
from  a peptic  ulcer  or  varicose  veins  in  lower 
esophagus.  It  is  here  an  accurate  history  is  most 
enlightening  because  a general  malaise  and  light 
jaundice  or  enlarged  liver  will  give  you  a hint  as 
to  the  cause  of  the  dilated  veins.  Some  X-ray  men 
claim  that  they  can  visualize  these  esophageal  signs 
under  the  fluoroscope,  but  a great  many  X-ray  men 
hesitate  to  give  barium  either  with  esophageal 
bleeding  or  peptic  ulcer  bleeding. 

However,  I have  never  seen  any  ill  effects  from 
examination  under  these  circumstances.  With  mas- 
sive hemorrhage  from  peptic  ulcer  that  has  some 
definite  plan  of  management,  it  has  been  found 
in  large  clinics  in  the  world  that  bleeding  in  pa- 
tients under  fifty  without  demonstrable  cardio- 
vascular renal  disease  practically  always  stops 
bleeding  before  death  ensues.  It  has  also  been 
proven  those  patients  over  fifty  have  a very  high 
mortality  from  conservative  treatment  of  peptic 
ulcer  hemorrhage,  and  it  has  been  found  wise  to 
attempt  conservative  management  of  those  under 
fifty,  and  to  transfuse  and  immediately  operate  on 
those  occurring  after  age  of  fifty.  It  is  best  to  tie 
all  three  of  the  branches  to  the  posterior  duodenum 
to  be  certain  that  hemorrhage  will  not  recur. 

Case  No.  5 

This  case  illustrates  the  extreme  importance  of 
dual  lesion  that  the  patient  may  have  more  than 
one  lesion  from  which,  he  is  suffering  at  any  given 
time.  This  patient  had  ruptured  ulcer  and  kidney 
stone. 

Cases  Nos.  6 and  7 

These  are  reports  of  peptic  ulcer  ruptures  fol- 
lowing exertion  which  is  reported  in  about  thirty 
per  cent  of  peptic  ulcer  ruptures. 

Meckel’s  diverticulitis  has  all  the  symptoms  of 
an  acute  appendix  except  possibly  the  signs  of  blood 
in  the  stools  from  the  gastric  mucoso  frequently 
lining  the  diverticulum.  Diverticulitis  of  the 
colon  is  a medical  disease  until  it  has  ruptured  or 
abscessed,  at  which  time  the  best  results  obtained 
in  these  cases  is  the  least  done,  namely,  drainage 
down  to  the  sight. 

Diagnosis  of  acute  cholecystitis  is  usually  not 
very  difficult  on  account  of  the  previous  history  of 
gall-bladder  disease,  the  usual  history  and  pre- 
existing jaundice,  and  relatively  high  fever  and 
leukocytosis  than  we  see  in  appendix.  The  age  of 
the  patient  is  usually  forty  or  beyond.  The  con- 
troversy still  remains  as  to  whether  or  not  to 
operate  on  these  patients  in  this  acute  stage  or  to 
try  to  quiet  them  down  and  to  delay  operation.  I 
believe  the  modern  tendency  is  toward  intermediate 
operation.  (Dr.  Erdman’s  Psychology.) 

Dr.  Haskins  has  cautioned  you  all  on  the  dangers 
of  confounding  the  intra-abdominal  lesions  with 
lesions  of  coronary  arteries.  Very  frequently  a 
coronary  will  simulate  an  acute  gall  bladder,  pan- 
creatitis, ruptured  peptic  ulcer  with  its  pain  in  the 
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upper  abdomen,  leukocytosis,  and  vomiting.  Unfor- 
tunately, electrocardiograms  done  on  these  patients 
during  the  early  stages  of  the  coronary  attacks 
fail  to  show  any  abnormalities,  which  is  again  con- 
fusing. However,  if  the  pain  is  precardial  and 
has  any  tendency  to  be  in  the  upper  extremities  or 
neck  it  would  be  extremely  wise  to  fortify  your 
position  before  operating  on  this  patient  with  a 
very  competent  internist. 

Acute  pelvic  inflammatory  disease  can  usually 
be  differentiated  by  vaginal  signs,  the  history  of 
abortions,  and  a markedly  reduced  sedimentation 
rate. 

Ectopic  pregnancy  is  a very  difficult  lesion  to  be 
certain  about  because  here  again  as  in  acute  ap- 
pendix the  cardial  symptoms  of  missed  period  or 
periods  with  the  passage  of  decidua,  the  palpation 
of  a mass  in  one  of  the  adnexa  regions  are  rarely 
all  present.  Any  woman  not  a virgin  with  any 
aberration  in  menstrual  history  and  with  acute  pain 
in  the  lower  abdomen  and  tender  cervix  on  manipu- 
lation, whether  or  not  you  can  palpate  masses  in 
adnexa  region,  should  be  seriously  considered  as  an 
ectopic  pregnancy. 

I heartily  and  thoroughly  agree  with  Dr.  Has- 
kins that  an  ectopic  rupture  has  no  place  for  con- 
servative treatment,  as  the  patient  should  be  oper- 
ated on  immediately  with  infusions  and  transfu- 
sions on  the  table,  and  it  is  dramatic  and  startling 
the  splendid  condition  in  which  the  patient  leaves 
the  operating  table. 

DR.  L.  W.  EDWARDS  (Nashville)  : Mr.  Presi- 
dent and  Members  of  the  Society:  Dr.  Haskins  has 
presented  a subject  that  is  very  interesting,  of 
course,  always,  to  the  surgeon,  and  in  this  group 
of  cases  the  surgeon  is  so  frequently  put  to  the 
acid  test,  not  only  in  the  diagnosis,  but  in  the 
management  of  the  case. 

I think  in  many  of  these  cases  of  acute  condi- 
tions of  the  abdomen,  in  which  the  patient  has 
slipped  by  the  early  and  safe  stage  for  operation 
and  has  developed  a rather  diffuse  peritonitis  and 
is  brought  into  the  hospital,  oftentimes  it  is  good 
practice  to  spend  a little  time  in  rehabilitating 
these  cases  and  correcting  certain  altered  physio- 
logical changes  that  have  developed  before  we 
resort  to  major  operation  and  treatment  of  these 
cases.  So  many  cases  are  brought  in  a state  of 
acute  dehydration  and  low  blood  chlorides  that  a 
great  deal  of  improvement  can  be  made  in  the  late 
cases  before  the  patient  is  subjected  to  an  anes- 
thetic and  abdominal  section. 

I would  like  to  emphasize  what  Dr.  Coors  said 
in  the  management  of  these  late  cases  of  appen- 
dicitis where  a diffuse  peritonitis  has  developed. 
In  other  words,  the  patient  is  too  late  for  early 
operation  and  perhaps  in  a state  too  early  for  the 
late  operation.  In  these  cases,  as  he  has  said,  we 
have  had  the  same  experience  in  the  last  few 
years  since  we  have  become  more  conservative,  and 


have  given  the  peritonitis  a chance  to  localize  be- 
fore resorting  to  operation  and  the  mortality  has 
been  lower.  We  still  see  a great  deal  in  the  litera- 
ture on  the  argument  as  to  whether  or  not  to  oper- 
ate always  as  soon  as  a diagnosis  of  appendicitis 
is  made,  regardless  of  the  complications  at  the 
stage  the  peritonitis  has  reached.  We  are  definitely 
of  the  impression  that  many  cases  can  be  saved  if 
treated  conservatively  over  a period  of  time. 

An  exception  to  that  statement,  of  course,  is  in 
young  children.  It  has  been  our  experience  that 
we  cannot  afford  to  attempt  to  treat  conservatively 
cases  of  acute  appendicitis  in  young  children  for 
very  definite  reasons.  It  is  well  known  that  they 
cannot  localize  as  well  as  the  adult,  and  we  make 
it  a rule  to  operate  on  young  children  as  soon  as 
they  are  brought  in,  regardless  of  the  stage,  and 
have  no  reason  to  change  that.  But  we  see  many 
cases  of  diffuse  peritonitis  localized  into  abscess 
walled  off  to  where  they  can  be  successfully  treated 
if  given  the  so-called  oxygen  treatment,  and  we 
have  adopted  that  system  in)  the  last  few  years. 

In  these  cases  it  is  impossible  to  state  from  the 
number  of  hours  given  in  the  history  that  the  pa- 
tient has  been  ill  as  to  whether  that  is  a case  that 
should  be  treated  conservatively  or  immediately 
subjected  to  operation.  We  think  the  general  con- 
dition of  the  patient  and  the  symptoms  as  to  the 
extensiveness  of  the  peritonitis  should  be  one  guide 
and  not  the  number  of  hours  because  many  times 
we  will  see  a ruptured  appendix  with  more  or  less 
of  a localized  peritonitis,  in  which  the  patient  has 
perhaps  been  sick  forty-eight  hours,  and  in  another 
case  we  may  see  a very  diffuse,  rapid-spreading 
peritonitis  in  a patient  who  has  not  been  sick  thirty 
hours,  so  we  make  a rule  to  judge  by  the  condition 
of  the  patient  and  the  condition  of  the  abdomen 
as  to  whether  we  will  treat  the  patient  conserva- 
tively over  a period  of  time,  and  test  them  out  to 
see  if  they  show  evidence  of  localizing,  rather  than 
the  number  of  hours  or  days  the  individual  has 
been  sick. 

We  are  definitely  coming  to  the  conclusion  that 
many  of  these  cases  can  be  localized  into  an  ab- 
scessed formation  in  which  they  can  be  successfully 
drained  rather  than  operate  in  the  face  of  an  acute 
widespread  peritonitis.  I would  like  to  mention, 
too,  the  question  of  dealing  with  appendiceal  ab- 
scesses as  to  whether  one  attempts  to  remove  the 
appendix.  A great  many  people  feel  one  should 
not  make  an  attempt  to  remove  the  appendix,  that 
you  simply  should  open  or  decompress  the  abscess 
and  drain.  For  many  years  we  have  made  a prac- 
tice of  practically  in  all  cases  removing  the  ap- 
pendix in  these  appendiceal  abscesses  at  the  time 
of  operation.  We  think  that  if  one  will  definitely 
investigate,  he  will  find  the  appendix  so  located 
and  situated  within  the  abscess  or  the  abscessed 
wall  that  it  can  be  enucleated  with  the  finger  with- 
out retractors,  without  breaking  down  the  wall  of 
the  abscess,  and  we  feel  that  it  is  definitely  much 
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better  to  remove  the  appendix  than  to  simply  make 
no  attempt  to  remove  it  and  then  drain. 

DR.  C.  F.  WEBB  (Jackson)  : This  paper  covers 
such  a wide  range  it  would  be  impossible  to  discuss 
it  intelligently  in  the  few  moments  allowed,  but 
there  are  one  or  two  things  I would  like  to  say. 
One  is  I think  in  diagnosis  of  acute  surgical  dis- 
eases of  the  abdomen  so  often  we  pay  attention 
mostly  to  the  abdomen  and  not  enough  attention  to 
the  patient. 

For  example,  with  a patient  who  is  very  thin  and 
has  an  ulcer  history,  of  course  we  look  for  an  ulcer. 
In  a patient  who  is  plethoric  and  in  good  condition 
in  the  digestive  way  probably  you  would  look  for 
some  chest  condition.  Someone  wrote  in  the  British 
Medical  Journal  a few  years  ago  something  that 
struck  me.  He  said  that  in  acute  surgical  diseases 
of  the  abdomen  one-third  were  obvious,  one-third 
were  difficult  to  diagnose,  and  one-third  were  im- 
possible of  diagnosis.  I believe  with  a good  history 
and  then  a careful  physical  examination  most  cases 
should  be  diagnosed. 

There  is  one  thing  I want  to  speak  of  here — 
about  the  mortality  in  appendicitis  which  has  been 
brought  up — an  increasing  mortality.  I cannot  see 
why  that  should  be.  I believe  the  doctor  said 
there  were  36,000  over  this  past  year — over  34,000 
the  year  before.  In  a small  place  like  this,  in  a 
small  hospital,  we  had,  for  instance,  in  1938,  sev- 
enty-three appendix  operations,  acute  and  subacute, 
with  no  deaths;  fifty-two  perforated,  in  which  the 
appendix  was  removed,  no  deaths;  two  cases  in 
which  the  appendix  was  not  removed,  peritonitis 
and  death.  I do  not  see  why,  with  conservative 
surgery,  it  should  not  be  lower. 

We  had  nine  cases  not  operated.  These  cases 
were  not  operable;  they  were  too  sick;  two  of  those 
cases  died  and  seven  recovered,  all  without  opera- 
tion. 

The  doctor  told  us  of  perforated  ulcers,  and  I 
have  such  a short  time  I want  to  speak  of  that. 
We  have  our  thirty-fifth  case  in  the  hospital  today, 
in  the  fifth  day,  and  he  is  recovering.  This  case 
perforated  at  midnight  and  was  brought  in  at 
one  o’clock  the  following  day.  He  had  a grain  and 
a quarter  of  morphine,  eight  nembutals,  four  ounces 
of  castor  oil,  and  other  things,  and  he  had  more 
fluid  in  the  abdomen  than  any  other  case  I had 
ever  seen.  With  proper  drainage  those  cases  get 
well.  This  is  the  thirty-fifth  case. 

The  cases  that  were  operated  within  twelve  hours 
or  under,  thirty-two  of  them  have  recovered.  We 
lost  one  case  thirty-six  hours  after  perforation;  we 
lost  one  case  twenty-five  hours  after  perforation. 
We  lost  one  case  that  had  recovered,  apparently, 
from  the  abdominal  operation,  but  died  of  double 
pneumonia. 


I believe  that  the  cases  that  are  operated  under 
twelve  hours  will  practically  all  get  well  provided 
you  do  not  do  too  much.  A gastroenterostomy 
should  never  be  done.  You  should  close  the  ulcer 
as  quickly  as  possible,  and  if  it  has  been  per- 
forated over  twelve  hours  with  a great  deal  of 
escape  of  stomach  contents,  put  a drain  in  the 
lower  right  quadrant,  in  addition  to  one  in  sub- 
hepatic  fossa,  which  is  used  even  in  early  cases, 
because  the  fluid  follows  the  ascending  colon  into 
the  lower  right  quadrant.  In  the  last  case  we 
also  put  a tube  in  the  mid-line,  running  into  the 
extreme  lower  abdomen.  With  early  operation  do 
not  do  too  much,  and  with  proper  drainage  these 
cases  should  all  get  well  if  you  operate  within 
twelve  hours. 

DR.  C.  M.  MILLER  (Nashville)  : I wish  to  say 
a few  words  about  one  phase  of  Dr.  Haskins’ 
paper  which  has  not  been  mentioned  in  any  of  the 
discussions  we  have  heard. 

Quite  recently  I had  occasion  to  look  up  the  cases 
of  adult  intussusception  that  we  had  in  Nashville 
over  a period  of  fifteen  years.  They  were  quite 
rare,  as  you  might  guess,  being  only  five  in  num- 
ber. In  practically  all  of  these  cases  the  intussus- 
ception was  initiated  by  a polypus,  Meckel’s  diver- 
ticulum or  a tumor  of  the  small  intestine.  None 
was  found  in  the  large  intestine. 

In  these  cases  we  came  to  the  conclusion  that 
intussusception  which  had  persisted  over  a period 
of  twenty-four  hours  were  in  all  probability  re- 
section cases  and  we  advised  resection  on  the  spot 
rather  than  disinvagination.  We  had  one  experi- 
ence in  which  disinvagination  was  done  and  the 
patient  had  a rather  stormy  convalescence  due  to 
peritoneal  soilage,  so  our  conclusion  was  that  in 
those  cases  which  had  existed  over  a period  of 
time,  in  which  gangrene  of  the  intestine  or  changes 
which  would  necessitate  resection  had  occurred,  re- 
section should  be  done  on  the  spot. 

Another  group  of  cases  that  we  have  had  occa- 
sion to  loop  up  dealt  with  duodenal  ulcer  in  all 
of  its  surgical  manifestations.  At  the  present  time 
those  cases  are  being  followed.  The  mortality  in 
Nashville  for  perforated  duodenal  ulcer  has  been 
about  the  same  it  has  been  anywhere  else,  with  the 
possibility  that  it  is  one  or  two  per  cent  lower.  I 
think  the  average  will  run  twenty-two  per  cent  the 
country  over,  and  the  mortality  in  Nashville  is 
just  a fraction  above  nineteen  per  cent.  That  was 
enhanced  a fraction  of  a degree  just  recently  when 
one  I had  was  operated  on  four  hours  after  per- 
foration, a simple  closure  was  done,  seemingly  he 
made  an  uneventful  recovery,  but  he  died  twelve 
weeks  later  of  a metastatic  brain  abscess. 
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A DOCTOR  LOOKS  AT  SOCIALIZED  MEDICINE* 


And  Raises  the  Question:  Shall  the  First  Aim  of  Medical  Service  Be  Quality  or 

Quantity? 


The  patient  is  dependent  on  a robot  who  takes  his  orders  from  the  Government 


Ernest  L.  Shore,  B.S.,  M.D. 


THE  QUESTION,  “How  can  medical 
service  be  assured  to  all?”  is  just  one 
of  many  which  those  with  Utopian 
aspirations  now  pose.  Proposed  answers 
usually  take  the  form  of  some  cooperative 
health  scheme.  All  these  schemes,  I have 
found,  have  one  invariable  feature  in  com- 
mon. Those  who  pay  the  money  assume  an 
extra  burden — paying  for  those  who  man- 
age and  spend  the  funds.  All  that  they 
hold  out  to  the  paying  contributor  is  the 
gamble  that  he  will  receive  more  than  he 
pays  for.  As  in  most  gambling,  the  odds 
are  against  him. 


^Reprinted  from  the  Nation’s  Business  by  the 
kind  permission  of  Mr.  Raymond  C.  Willoughby, 
managing  editor. 


It  makes  no  essential  difference  if  a gov- 
ernment bureau  manages  the  assessments. 
In  any  case  the  funds  are  controlled  by 
people  who  have  not  had  to  earn  them. 
There  is  a vast  difference  between  spending 
one’s  own  money  and  somebody  else’s.  That 
is  why  those  who  want  good  medical  serv- 
ice when  they  need  it  keep  the  mastery  of 
their  own  dollars.  That  way  they  can  re- 
ject unsatisfactory  service.  They  do  not 
have  to  pay  twice  to  get  adequate  service, 
because  “he  who  controls  the  purse  calls  the 
tune.” 

There  is  much  to  be  said  for  the  collective 
principle  where  accidental  injury  or  death 
is  concerned.  Here  it  is  obvious  and  tangi- 
ble when  something  has  happened.  But 
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what  constitutes  sickness?  The  difference 
is  that  nothing  need  happen  to  an  individual 
for  him  to  obtain  service.  A person  be- 
comes “sick”  of  his  job,  his  environment 
or  his  family  relationships.  He  goes  to  see 
the  doctor  who,  after  much  questioning  and 
examination,  declares  he  is  not  sick.  The 
physician  renders  service  in  determining 
the  absence  of  sickness  and  should  be  paid 
on  the  basis  of  each  service.  This  is  not 
true  under  any  form  of  social  medicine. 

Pseudo-Illness  Encouraged 

Under  medical  relief  administration,  bu- 
reaus often  request  examination  and  opin- 
ion when  no  illness  is  to  be  found.  If  the 
doctor  didn’t  prescribe,  he  is  told  no  com- 
pensation is  due  him.  This  encourages  doc- 
tors to  falsify.  It  is  the  experience  of  rep- 
resentative physicians  in  Germany  and 
Austria,  under  socialized  medicine,  that 
seventy  per  cent  of  the  persons  visiting 
their  offices  are  not  sick.  They  say  that 
not  more  than  five  per  cent  of  these  are 
conscious  malingerers.  But  the  result  is 
that  in  one  seven-year  period  the  use  of 
X-ray  increased  twentyfold. 

This  does  not  represent  actual  illness, 
but  a desire  to  get  something  back  for  some- 
thing paid.  Hospital  admissions  in  the 
United  States  run  less  than  eight  per  cent 
of  the  population.  It  is  a great  mistake 
to  expect  ninety-two  per  cent  of  our  peo- 
ple to  pay  hospitalization  insurance,  either 
into  cooperative  funds  or  in  taxes  for  a gov- 
ernment bureau,  and  receive  nothing  in  re- 
turn. But  human  nature  in  this  country 
is  not  greatly  different  from  that  in  Europe. 
Already  we  can  observe  the  same  signs 
here.  Hospital  admissions  in  1937,  under 
increased  relief  administration,  and  with 
more  hospitalization  groups,  exceeded  1936 
by  2,000,000.  Many  of  these  people  could 
have  remained  at  home  and  obtained  the 
same  recovery  at  less  cost  to  society. 

It  probably  would  require  a generation 
of  social  medicine  in  this  country  to  destroy 
that  sense  of  personal  responsibility  for 


which  our  people  have  been  noted  and  to 
develop  in  its  stead  the  greediness,  the  feel- 
ing that  assessments  create  a right  to  serv- 
ice, which  are  concomitants  of  social 
schemes  long  in  effect  in  some  European 
countries.  Social  medicine  creates  its  own 
illnesses.  It  makes  of  the  doctor  a police- 
man guarding  the  treasury  against  his  pa- 
tient. The  patient  is  trying  to  make  his 
complaint  look  big  in  order  to  get  as  much 
as  possible  for  his — and  other  people’s — 
money.  This  breaks  down  the  mutual  confi- 
dence between  doctor  and  patient  which 
spells  efficient  service. 

Bureaucrats  believe  that  medical  service 
can  be  standardized  as  a can  of  tomatoes 
or  a keg  of  nails.  But  it  will  differ  as  in- 
dividuals differ,  in  all  gradations  from  the 
failure  to  the  perfect.  It  follows  that  those 
giving  the  more  thorough  and  lasting  serv- 
ice will  ask  greater  rewards  than  those  do- 
ing inferior  work.  But  with  bureaucratic 
control,  compensations  are  fixed  the  same 
for  skillful  and  unskillful  performance.  As 
demands  become  too  great  for  the  treasury 
to  bear,  will  the  fund  managers  reduce  their 
own  salaries?  No,  the  first  reductions  will 
be  made  in  payment  to  the  doctors  and  hos- 
pitals. With  poorer  rewards  the  quality  of 
medical  service  will  be  reduced. 

The  European  doctor  under  social  medi- 
cine approaches  his  day’s  work  with  the 
sense  that  he  is  primarily  a clerk  in  a gov- 
ernment bureau.  He  obtains  his  stipend 
whether  or  not  he  serves  well.  He  realizes 
that,  in  some  fashion,  he  must  serve  from 
forty  to  eighty  patients  a day  and  he  is 
impressed  with  the  futility  of  it  all.  In 
Germany  I am  told  it  is  not  uncommon  for 
a doctor  to  see  eighty  patients  in  one  after- 
noon’s office  period.  Under  such  circum- 
stances a patient  gets  “a  look  and  a bottle.” 
Even  the  moderately  sick  are  shunted  off 
to  the  hospital. 

Insurance  Is  More  Costly 

Director  Weber  of  the  Union  of  Insur- 
ance Bureaus  of  Aix  la  Chapelle,  Germany, 
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reported  in  1928  that  in  Germany,  “35,- 
000,000  insured  pay  four  times  as  much  as 
30,000,000  not  insured.  The  insured  pa- 
tient uses  three  times  as  much  medicine.” 

Officeholders  in  the  medical  administra- 
tive personnel  exceeded  doctors  in  1935. 

In  England  only  those  panel  doctors  in 
the  patient’s  area  are  available  to  him  and, 
once  designated,  he  cannot  change  for  a 
year.  Records  of  his  ailments  are  public 
property.  He  is  no  longer  an  individual, 
but  one  of  fifty  or  more  requesting  atten- 
tion. When  hospitalization  is  necessary 
there  is  no  choice.  Only  general  practi- 
tioner service  is  available.  To  obtain  a 
specialist  requires  approval  of  the  super- 
visor, whose  business  it  is  to  conserve  the 
funds.  The  patient  is  dependent  upon  a 
robot  who  takes  his  orders  from  a govern- 
ment-directed insurance  cooperative. 

The  Secretariat  of  the  League  of  Nations 
has  declared  the  United  States  to  be  the 


healthiest  nation  in  the  world.  In  the  face 
of  this  record,  social  system  advocates  try 
to  sell  the  country  on  procedures  rather 
than  results.  Their  method  erroneously 
presumes  that  when  the  quantity  of  medi- 
cal service  is  increased  the  quality  will  re- 
main constant. 

For  many  years  it  has  been  accepted  that, 
in  a given  year,  forty  per  cent  of  the  peo- 
ple of  this  country  visit  no  one  for  their 
health.  From  this  it  is  reasoned  that  from 
forty  to  fifty  per  cent  cannot  afford  medical 
service.  The  truth  is  they  either  do  not 
need  such  service  or  else  do  not  want  it. 
Conflicting  figures  in  some  of  recent  sur- 
veys made  at  great  waste  of  the  taxpayers’ 
money  appear  to  be  the  result  of  coloring 
to  suit  the  socialist  objectives  of  those 
higher  up. 

Already  we  are  being  carried  a long  way 
toward  the  socialization  of  health  services 
in  America.  In  addition  to  the  wide  va- 
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riety  of  county  and  state  institutions;  the 
tax  millions  that  go  to  subsidize  private  hos- 
pitals in  the  upkeep  of  their  public  wards ; 
county,  city,  state,  and  federal  public  health 
departments;  medical  departments  of  the 
army,  navy,  and  national  guard;  and  the 
colossal  expenditures  for  the  benefit  of  war 
veterans,  we  now  have  medical  features  in 
Social  Security  and  relief  administration. 

The  annual  tax  bill  to  support  all  these 
activities  runs  to  a stupendous  figure. 
Therefore,  it  should  be  realized  that  so- 
called  free  services  are  not  free.  They  must 
be  paid  for,  always  with  an  added  thirty  to 
forty  per  cent  for  administration  and  in- 
efficiency. It  costs  Atlantic  City,  for  in- 
stance, $32,380  to  administer  $108,000  in 
one  year. 

With  all  these  billions  spent  collectively 
for  health,  why  are  we  not  a nation  of  per- 
fect people,  physically?  Why  are  we  in- 
stead so  much  in  need  of  a biological  purge? 
Because  it  is  impossible  to  buy  our  way  to 
perfect  health.  There  is  a large  hereditary 
factor  in  health.  Statutes  will  not  make  the 
public  medical-minded,  however  available 
they  make  advice  and  help. 

These  social  schemes  are  not  inventions 
of  the  organized  medical  profession.  They 
are  part  and  parcel  of  the  cooperative  ex- 
periment called  socialism  or  collectivism 
which  attempts  to  avoid  the  rigors  and  chas- 
tisements of  Mother  Nature  in  her  effort  to 
improve  the  human  race.  It  is  not  new; 
decaying  civilizations  have  destroyed  them- 
selves in  the  effort  to  preserve  the  weak  at 
the  expense  of  the  strong. 

Just  now  we  hear  much  of  three-cents- 
a-day  hospitalization  schemes.  Private  in- 
surance is  based  on  risk  and  frequency  with 
which  benefits  are  used.  The  more  hazard- 
ous an  occupation  is,  the  higher  the  pre- 
mium rate  for  a definite  coverage.  These 
group  hospitalization  plans  ignore  such  pre- 
cepts of  insurance.  They  discard  both  risk 
and  ability  to  pay  and  are  therefore  eco- 
nomically unsound. 


The  three-cent  rate  is  based  on  an  expec- 
tation of  approximately  6,000,000  hospital 
admissions  a year.  But  they  are  increas- 
ing so  rapidly  that  in  1937  there  were  10,- 
000,000,  and  in  a few  years,  under  the  pres- 
ent socialization  impetus,  it  may  easily 
reach  15,000,000.  That  will  bankrupt  the 
socialization  plans.  Then  the  politician  will 
step  in  with  government  subsidies,  because 
he  sees  a great  source  of  power  waiting  to 
be  capitalized. 

Civilization’s  greatest  handicap  is  the 
fact  that  it  cannot  withstand  the  promulga- 
tion of  fool  ideas  oft  repeated.  Liberty  has 
nowhere  been  so  prostituted  as  by  govern- 
ment in  the  name  of  social  justice.  When 
once  given  to  government,  liberties  rarely 
can  be  recovered.  Bureaucracy  once  estab- 
lished is  seldom  abolished.  Usually  it  is  ab- 
sorbed by  some  larger  and  more  powerful 
bureau.  Such  is  its  self-perpetuating  char- 
acter. 

The  cost  must  be  paid  entirely  by  individ- 
ual effort.  Those  who  have  tasted  power 
do  not  want  to  return  to  that  community 
of  effort  upon  which  government  feeds.  In- 
stead, they  keep  on  maintaining  themselves 
by  dispensing  new  jobs — unearned  plums — 
to  their  supporters. 

City,  county,  state,  and  federal  govern- 
ments are  symbols  which  mean  you  and  me, 
yet  the  average  person  when  given  a chance 
at  the  public  treasury  will  dissipate  the 
funds  as  freely  as  if  the  government  were 
a separate  entity  with  independent  earning 
power.  Really  it  is  the  most  hungry  para- 
site that  saps  the  fruits  of  our  labors.  To- 
day about  thirty  per  cent  of  the  people’s 
income  goes  to  its  support.  Government’s 
unlimited  taxing  power  is  the  power  to  de- 
stroy. The  more  people  in  government  the 
more  who  are  removed  from  production,  the 
fewer  the  producers  left  to  carry  the  load. 

Leave  a Chance  to  Advance 

We  must  unshackle  the  individual  and 
permit  him  to  move  forward  to  meet  his 
necessity,  because  it  is  by  the  stimulus  of 
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necessity  that  civilization  advances.  Elimi- 
nate all  the  licensing-  systems  not  definitely 
necessary  for  the  protection  of  society. 
Remove  all  unnecessary  controls  and  re- 
store government  to  its  rightful  principal 
functions  of  police  duty. 

Let  us  beware  lest,  in  our  desire  to  be 
kind  to  the  weaker  brethren  of  today,  we 
are  more  than  unkind  to  the  brethren  of 
tomorrow. 

The  right  sort  of  medical  service  can  best 
be  assured  to  all  by  keeping  the  mastery 
of  our  own  dollars.  The  future  of  public 


health  must  center  around  the  family  phy- 
sician who  with  his  bag  and  office  equip- 
ment still  cares  for  ninety-two  per  cent  of 
the  nation’s  illness. 

The  treatment  of  illness  must  remain  a 
profession.  Now,  what  constitutes  a pro- 
fession? Personal  service!  It  cannot  be 
standardized.  There  is  an  intellectual  char- 
acter to  this  service,  with  considerable  self- 
direction  and  individual  responsibility. 
There  can  be  but  one  master  in  the  house 
of  medicine  and  that  is  the  doctor  himself. 
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LEUKEMIA* 

Ralph  H.  Monger,  M.D.,  Knoxville 


IT  IS  NOW  almost  one  hundred  years 
since  the  first  classical  description  of 
leukemia,  yet  today  we  know  almost 
nothing  about  its  cause  or  its  specific  treat- 
ment. The  first  case  was  described  by 
Bennett1  in  1845  who  gave  it  the  name 
“leucocythemia.”  A short  time  later  Vir- 
chow described  a similar  condition  which 
he  named  “leukemia.”  Newman  in  1870 
was  the  first  to  describe  the  changes  in  the 
bone  marrow.  The  entire  hemopoetic  sys- 
tem is  usually  involved,  the  bone  marrow, 
spleen,  and  lymph  nodes.  Since  this  time 
numerous  additional  series  of  cases  have 
been  reported. 

Leukemia  may  be  defined  as  a disease 
having  a more  or  less  insiduous  onset,  in 
which  the  blood-forming  organs  are  in- 
volved, and  is  characterized  by  a wide- 
spread and  rapid  proliferation  of  the  white 
blood  cells  and  invariably  terminating  fa- 
tally. 

Although  there  are  many  classifications 
of  this  disease  in  the  literature,  probably 
the  one  most  generally  accepted  is  the 
myelogenous  or  myeloid,  the  lymphogenous 
or  lymphoid  and  the  monocytic.  Each  of 
these  is  in  turn  divided  into  the  acute  and 
chronic  stages.  At  some  period  during  the 
course  of  this  disease  there  may  be  a re- 
mission characterized  by  a drop  in  the  total 
number  of  leukocytes  and  this  is  known  as 
aleukemic  leukemia. 

As  to  the  cause  of  this  disease  almost 
nothing  is  known.  Numerous  theories  have 
been  proposed,  but  they  have  not  been  ac- 
cepted because  of  lack  of  evidence.  There 
are  in  general  three  main  possibilities:2 
“(1)  That  it  is  caused  by  an  unidentified 
infectious  agent;  (2)  that  it  is  a so-called 
metabolic  disease  in  which  there  is  either 
an  excess,  a deficient  or  an  abnormal  forma- 
tion of  some  essential  substance  in  the 
body;  (3)  or  that  leukemia  is  a malignant 
neoplasm.”  With  its  widespread  distribu- 

*Read before  the  Tennessee  State  Medical  As- 
sociation, Jackson,  April  11,  12,  13,  1939. 


tion  throughout  the  tissues  of  the  body  it 
can  certainly  be  easily  classified  as  a ma- 
lignancy, and  the  presence  of  an  unidentified 
infectious  agent,  or  a metabolic  disturb- 
ance may  be  factors  in  the  proliferation  and 
multiplication  of  leukocytes.  It  is  a world- 
wide disease  and  attacks  all  ages,  races,  and 
groups  of  people.  Acute  leukemias  occur 
more  frequently  in  young  individuals.  In 
a series  of  397  cases  studied  by  Ward,3 
twenty-two  per  cent  were  under  five  years 
of  age,  the  next  highest  group  was  fifteen 
per  cent  between  fifteen  and  twenty  years 
of  age.  The  chronic  lymphogenous  type  is 
more  frequent  past  middle  life  and  in  a 
series  of  eighty-four  cases  studied  by 
Ward,3  twenty  per  cent  were  between  forty- 
five  and  fifty  years  of  age.  Chronic  mye- 
logenous leukemia  is  most  frequent  in  early 
middle  life.  In  a series  of  247  cases  studied 
by  Ward,3  eighteen  per  cent  occurred  be- 
tween twenty-five  and  thirty  years  of  age 
and  twenty  per  cent  between  thirty  and 
thirty-five  years  of  age. 

Numerous  papers  and  monographs  are 
present  in  the  literature  on  the  subject  of 
the  formation  of  blood  cells.  Time  will  not 
permit  a discussion  of  these  in  this  paper; 
however,  I shall  try  and  discuss  briefly  the 
usual  blood  picture  and  clinical  findings  in 
these  different  types. 

In  the  acute  leukemias  the  onset  may  be 
insiduous  or  it  may  be  sudden.  Inasmuch 
as  these  are  most  frequent  in  children  the 
first  symptoms  may  be  a sore  throat  or  per- 
sistent nosebleed,  which  is  difficult  to  stop, 
or  there  may  be  hemorrhages  into  the  skin 
and  mucous  membranes;  the  lymph  nodes 
are  enlarged;  they  may  have  large  ecchy- 
moses  under  the  skin,  weakness,  with  some 
vomiting  and  diarrhea.  They  often  be- 
come pale  from  anemia  and  this  may  bring 
them  to  the  physician.  Examination  of  the 
patient  will  show  perhaps  palpable  external 
lymph  nodes,  or  maybe  a greatly  enlarged 
spleen,  a marked  or  moderate  anemia.  For 
the  anemia  a blood  count  is  made  and  in 
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the  majority  of  cases  there  will  be  a marked 
increase  in  the  total  leukocyte  count.  The 
differential  count  will  show  an  abnormal 
picture  with  a predominance  of  lympho- 
cytes, myelocytes  or  monocytes  according 
to  the  type  of  leukemia  present.  Associ- 
ated with  this  picture  there  will  be  a 
marked  reduction  in  blood  platelets,  espe- 
cially is  this  true  if  there  be  bleeding  from 
the  nose  or  under  the  skin  and  mucous 
membranes.  There  will  be  a marked  or 
moderate  secondary  anemia.  Coagulation 
time  and  bleeding  time  of  the  blood  are 
usually  prolonged.  As  a rule,  these  patients 
die  within  a short  time,  about  eighty  to 
eighty-five  per  cent  in  the  first  few  weeks, 
and  very  few  live  more  than  six  months. 
The  cause  of  death  in  these  cases  may  be 
continued  uncontrollable  hemorrhages  from 
mucous  membranes  and  nose,  or  broncho- 
pneumonia or  some  other  infection. 

In  chronic  myelogenous  leukemia  the 
onset  is  usually  insiduous.  Patients  will 
usually  present  themselves,  stating  they  are 
under  par,  but  cannot  give  any  specific 
time  from  which  this  started;  the  interval 
may  be  a few  months  or  it  may  be  a few 
years.  Some  of  the  symptoms  may  be  a 
pain  in  the  left  side,  or  a feeling  of  heavi- 
ness in  this  area  or  they  themselves  may 
feel  a mass  in  the  abdomen.  As  a result  of 
this  enlarged  spleen  they  may  have  diges- 
tive disturbances  such  as  eructations,  nau- 
sea, or  vomiting.  They  may  have  epistaxis 
or  noticed  some  blood  in  their  stool,  the 
enlarged  spleen  may  cause  dyspnea  and  they 
may  be  pale  from  the  anemia  present.  The 
examination  will  usually  reveal  a greatly 
enlarged  spleen  and  if  the  disease  has  pro- 
gressed far  enough  there  will  probably  be 
a few  enlarged  lymph  nodes.  Blood  count 
will  show  a secondary  anemia  with  a total 
leukocyte  count  in  some  instances  varying 
from  200,000  to  350,000  per  centimeter. 
Differential  count  will  show  a large  per- 
centage of  myelocytes  and  these  are  neu- 
trophilic, basophilic,  or  eosinophilic.  The 
basal  metabolic  rate  in  these  cases  is  al- 
ways increased. 

In  chronic  lymphogenous  leukemia  the 
onset  is  also  insiduous.  The  first  symptoms 
noted  may  be  weakness,  pallor,  hemorrhages 


from  the  mucous  membranes  and  skin.  He 
may  himself  discover  that  there  are  small 
nodules,  nontender  and  painless  in  the  neck, 
axilla  or  inguinal  region.  He  may  have  a 
slight  injury  or  a minor  operation  which  is 
followed  by  long  continued  hemorrhages. 
Examination  will  usually  show  a general- 
ized enlargement  of  the  external  lymph 
nodes.  If  the  duration  is  long  enough  the 
spleen  will  be  palpable.  Blood  examination 
will  show  a marked  or  moderate  secondary 
anemia,  a marked  increase  in  the  total  num- 
ber of  leukocytes  with  the  differential  show- 
ing usually  from  ninety-five  to  ninety-eight 
per  cent  small  lymphocytes. 

Monocytic  leukemia  is  the  rarest  of  the 
types.  Klumpp  and  Evans4  recently  re- 
viewed the  literature  and  reported  a total 
of  eighty-five  cases.  They  reported  eight 
cases  and  these  were  characterized  by  an 
abrupt  onset  of  symptoms  and  a relatively 
short  course.  These  patients  show  findings 
characteristic  of  the  other  leukemias,  en- 
larged lymph  nodes,  enlarged  spleen  and 
liver.  The  blood  finding  showed  a second- 
ary anemia,  with  only  a moderate  increase 
in  the  total  leukocyte  count;  however,  the 
differential  count  showed  an  increase  or 
predominance  in  the  number  of  monocytes. 
These  patients  usually  have  an  elevation  of 
temperature  and  associated  with  the  lym- 
phadenopathy  and  the  monocytes,  there 
should  always  be  a differentiation  between 
this  disease  and  infectious  mononucleosis 
which  can  very  easily  be  done  by  the  heter- 
ophile  antibody  test,  the  technic  of  which  is 
simple  and  rapid. 

There  is  probably  no  other  disease  in 
which  there  is  as  much  involvement  of  other 
tissue  as  leukemia.  There  is  no  organ  or 
tissue  in  the  body  that  is  exempt  from  an 
infiltration  of  leukemic  cells.  In  the  skin 
cutaneous  lesions  occur  in  all  types;  these 
may  manifest  themselves  in  various  forms 
as  petechia,  vesicles,  wheals,  nodules,  tu- 
mors, etc.  I recall  one  very  interesting  case 
in  which  the  diagnosis  was  made  by  a der- 
matologist (Dr.  A.  H.  Lancaster)  when  the 
patient  consulted  him  for  skin  disease. 
Gates5  states  that  ‘‘Although  cutaneous  tu- 
mors of  leukemia  probably  are  metastatic 
in  the  majority  of  cases,  there  is  consider- 
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able  evidence  that  they  may  originate  in 
the  skin,  though  they  are  rarely  confined 
to  it.”  Purpuric  spots  in  the  skin  may  be 
present  in  any  type  of  leukemia,  but  they 
are  most  common  in  acute  leukemia  and  the 
terminal  stages  of  chronic  leukemia.  These 
may  be  petechial  hemorrhages  or  large 
bluish  ecchymoses.  The  mucous  membrane 
of  the  mouth  and  upper  respiratory  tract 
are  frequently  involved  and  this  may  mani- 
fest itself  by  bleeding  from  the  mucous 
membrane,  or  by  the  presence  of  large  ul- 
cers with  a necrotic  base  that  are  a suitable 
medium  for  bacteria,  the  most  common 
being  Vincent’s  organisms.  In  this  disease 
there  are  also  definite  changes  in  the  retina. 
Gibson6  studied  twenty-two  cases,  part  of 
which  were  confirmed  by  autopsy  and  part 
by  biopsy  and  blood  count.  The  conclusions 
in  his  report  were  to  point  out : “The  close 
parallelism  between  the  amount  of  hemor- 
rhage in  the  retina  and  the  degree  of  ane- 
mia which  is  associated  with  the  leukemia.” 
Deafness  is  often  a complication.  The 
writer  reported  a case  in  which  deafness 
was  one  of  the  initial  symptoms  and  at 
autopsy  there  was  an  infiltration  of  the 
canals  with  leukemia  cells.  Infiltrations  of 
cells  may  occur  in  the  thyroid,  thymus,  and 
myocardium.  In  these  cases  that  terminate 
with  pneumonia,  microscopically  there  will 
be  found  a predominance  of  leukemic  cells 
composing  the  exudate  found  in  the  lumen 
of  the  alveoli.  Leukemic  infiltrations  of  the 
kidneys  is  very  common  and  the  pelvis  often 
shows  petechial  hemorrhage  in  the  mucosa 
which  will  cause  a hematuria.  The  serous 
membranes,  the  pleura,  the  pericardium, 
and  the  peritoneum  often  show  numerous 
petechial  hemorrhages.  The  liver  is  often 
enormously  enlarged  and  microscopically 
there  is  found  collections  of  leukemic  cells. 
The  spleen  is  always  enlarged,  being  largest 
in  cases  of  myelogenous  leukemia,  when  it 
may  fill  the  greater  part  of  the  abdomen. 
The  finding  in  the  gastrointestinal  tract 
shows  a congestion  of  the  mucous  mem- 
brane and  in  some  instances  petechial  hem- 
orrhages under  the  mucosa  throughout  the 
entire  gastrointestinal  tract.  The  Peyers 
patches  and  solitary  follicles  are  often  hy- 
perplastic. The  bone  marrow7  “usually 


shows  processes  beginning  as  hyperplastic 
foci  which  enlarge  and  coalesce,  eventually 
extending  throughout  the  marrow-contain- 
ing portion  of  the  bone.  The  spongy  trabe- 
culae are  then  attacked  and  found  to  be  in 
various  stages  of  absorption.  The  shafts 
are  thin,  and  in  places  a distinctly  aggres- 
sive destruction  of  the  bone  is  seen.”  The 
lymph  nodes  are  largest  and  show  the  most 
diffuse  involvement  in  cases  of  lymphatic 
leukemia.  They  usually  have  a slightly  soft 
consistency  and  a grayish-white  color.  Mi- 
croscopically the  normal  architecture  is  al- 
tered, showing  a scanty  stroma  being  com- 
posed primarily  of  lymphoid  cells.  In  the 
other  types  of  leukemia,  the  predominating 
cells  are  either  the  myelocyte  or  the  mon- 
ocyte according  to  the  type  present. 

During  the  past  five  years  at  the  Knox- 
ville General  Hospital  there  have  been  only 
ten  cases  of  leukemia.  The  youngest  of 
these  cases  was  three;  the  oldest  fifty-six. 
There  were  five  cases  of  acute  lymphatic 
leukemia,  two  cases  of  acute  myelogenous, 
two  cases  of  chronic  myelogenous  and  one 
case  of  chronic  lymphatic.  Three  of  the 
acute  lymphatic  died  a few  hours  after  ad- 
mission to  the  hospital  from  generalized 
bleeding  from  nose  and  mucous  membranes 
and  two  of  these  showed  extensive  hemor- 
rhage under  the  skin.  The  other  two  re- 
turned home  after  diagnosis  and  there  was 
no  follow-up.  The  blood  counts  varied  from 
108,000  per  centimeter  to  180,000  per  centi- 
meter with  each  case  having  more  than 
ninety  per  cent  small  lymphocytes.  Only 
one  of  these  cases  developed  an  aleukemic 
leukemia,  the  count  a few  hours  before 
death  being  11,600  per  centimeter.  Of  the 
two  cases  of  acute  myelogenous  the  counts 
varied  from  215,000  per  centimeter  to  281,- 
000  per  centimeter.  One  of  these  cases  ex- 
pired soon  after  admission  and  the  other 
showed  marked  improvement  with  X-ray 
treatment  and  when  discharged  from  the 
hospital  had  a total  white  count  of  72,700 
per  centimeter.  One  of  the  chronic  myelon- 
ous  cases  left  the  hospital  after  diagnosis 
was  made,  but  the  other  case  with  X-ray 
treatment  showed  marked  improvement, 
the  count  dropping  from  112,800  per  centi- 
meter to  9,600  per  centimeter.  In  these 
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cases  five  were  females  and  five  were  males. 
Permission  for  autopsy  was  obtained  from 
two  cases,  one  acute  lymphatic  and  one 
chronic  lymphatic.  The  post-mortem  find- 
ings were  characteristic  for  this  disease — a 
moderately  enlarged  spleen,  generalized  en- 
largement of  the  lymph  nodes,  and  exten- 
sive petechial  hemorrhages  throughout  the 
gastrointestinal  tract. 

Although  leukemia  is  a fatal  disease,  the 
general  health  and  comfort  of  the  patient 
should  always  be  considered.  Unfortunate- 
ly acute  leukemia  does  not  respond  satisfac- 
torily to  any  form  of  treatment.  In  the 
treatment  of  leukemia  the  following  proce- 
dures should  be  considered:2  (1)  General 
measures,  (2)  roentgen  rays,  (3)  radium, 
(4)  thorium  X,  (5)  radiothorium,  (6)  tho- 
rium emanation  and  thorotrast,  (7)  arsenic, 
(8)  benzol,  (9)  organs  and  organ  extracts, 
(10)  miscellaneous  agents,  and  (11)  treat- 
ment of  complications. 

Inasmuch  as  these  patients  are  weak  and 
show  a lack  of  energy,  their  physical  activi- 
ties should  be  confined  so  they  will  not  over- 
exert themselves  or  become  too  tired. 
These  patients  usually  have  voracious  ap- 
petites and  there  should  be  no  reason  for 
restricting  their  foods,  except  occasionally 
when  they  are  taking  X-ray  treatments. 
Their  diet  should  be  well  balanced,  of  fairly 
high  caloric  value.  There  is  usually  a pre- 
disposition to  oral  infection  and  special  care 
should  be  taken  to  see  that  they  brush  their 
teeth  after  each  meal  with  a soft  tooth- 
brush and  rinse  their  mouth  thoroughly 
with  some  oral  antiseptic. 

X-ray  treatment  is  of  marked  value  in 
some  types  of  leukemia,  especially  the 
chronic  myelogenous.  The  writer  can  re- 
call two  cases  who,  when  first  seen,  the 
spleen  was  enormously  enlarged ; one  of 
these  patients  lived  for  five  years  and  the 
other  for  six  years  and  both  died  with  pneu- 
monia. The  only  form  of  treatment  these 
had  was  X-ray. 

Radium  has  not  been  used  very  exten- 
sively. However,  some  cases  are  reported 
in  which  satisfactory  remissions  were  ob- 
tained with  this  form  of  treatment.  Renon2 
reported  the  treatment  of  six  cases  by  ap- 
plying twenty-five  centigrams  of  radium 


sulphate  over  the  spleen  for  twenty-four 
hours  on  three  different  occasions  at  inter- 
vals of  fourteen  days  apart.  His  results 
were  very  satisfactory.  Other  series  of 
cases  compare  favorably  with  this  report. 

Klemperer  and  Hirshfield2  found  that  by 
giving  thorium  X and  its  products  to  ani- 
mals they  were  able  to  produce  a prolonged 
leukopenia  and  decided  they  would  try  it  in 
leukemia.  They  did  get  prompt  results  in 
the  return  of  the  leukocytes  to  near  normal, 
but  the  ultimate  outcome  of  the  disease  was 
no  different  than  other  treatments,  and  be- 
cause of  the  untoward  unfavorable  effects 
from  giving  large  doses,  few  reports  have 
appeared  since  this  time. 

Arsenic  at  present  is  the  drug  most  pop- 
ular in  the  treatment  of  leukemias.  It  was 
one  of  the  first  drugs  used  and  has  existed 
throughout  the  years.  In  1932,  Forkner2 
outlined  certain  rules  for  the  administra- 
tion of  Fowler’s  solution : '‘Begin  with  doses 
of  about  five  minims  three  times  a day  for 
two  days,  preferably  in  orange  juice  imme- 
diately after  or  with  meals.  On  the  third 
and  fourth  days  give  six  minims  daily  and 
continue  increasing  in  this  manner  to  about 
ten  minims  three  times  daily,  thereafter  in- 
creasing by  one  minim  per  day  until  toxic 
symptoms  are  pronounced  or  until  the  leu- 
kocyte count  approaches  normal.  There- 
after omit  medication  for  from  two  to  five 
days  and  then  decrease  the  dose  from  the 
maximum  by  one  minim  per  day  down  to  a 
maintenance  dose  of  from  five  to  eight 
minims  three  times  daily.  Continue  this 
dose  indefinitely.  The  best  results  are  ob- 
tained by  the  rapid  and  relentless  adminis- 
tration of  the  drug.  Patients  who  take 
their  medicine  in  a hit-or-miss  fashion  do 
not  respond  well.  Do  not  decrease  the  dos- 
age of  Fowler’s  solution  until  the  leukocyte 
count  is  near  normal  and  then  decrease 
gradually  according  to  the  plan  just  out- 
lined. There  is  apparently  no  danger  of 
producing  an  actual  and  permanent  aplasia 
of  the  blood-forming  organs.  Omission  of 
the  medicine  for  more  than  one  week  is  of 
no  advantage  and  may  eventually  necessi- 
tate more  medication  than  if  continued  in 
small  doses.  Disregard  mild  toxic  symp- 
toms. If  a patient  has  diarrhea  or  vomit- 
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ing  and  if  he  has  taken  only  small  amounts 
of  Fowler’s  solution  and  the  leukocyte  count 
remains  high,  give  by  rectum  in  a few 
ounces  of  water  twice  the  dose  which  he 
would  take  by  mouth.  If  for  any  reason  the 
patient  cannot  take  the  medicine  either  by 
mouth  or  by  rectum,  a solution  of  potassium 
arsenite  may  be  prepared  and  given  intra- 
venously twice  daily  in  about  twenty  cubic 
centimeters  of  normal  saline  solution.” 

Benzol  has  almost  been  discontinued,  in- 
asmuch as  severe  anemias  and  hemorrhages 
have  been  noted  from  poisoning  with  this 
drug. 

In  the  cases  reported  in  which  splenec- 
tomy has  been  done  the  mortality  rate  was 
so  high  that  this  procedure  has  now  been 
almost  completely  abandoned. 

Transfusions  of  blood  may  prolong  for  a 
short  time  the  fatal  termination  and,  ac- 
cording to  most  authorities,  it  is  of  ques- 
tionable advisability. 

Following  the  theory  that  the  etiology 
may  be  due  to  some  altered  states  of  metab- 
olism extracts  of  organs  of  animals  have 
been  tried.  These  included  spleens  of  sheep, 
rabbits  and  ox,  bone  marrow,  thyroid  and 
testicular  fluid.  A few  cases  have  been  re- 
ported claiming  good  results  following  bone 
marrow  administration,  yet  the  cases  re- 
ported with  the  exception  of  one  had  no 
proof  that  they  were  cases  of  leukemia. 

Among  other  drugs  that  have  been  used 
to  treat  this  disease  are  quinine,  phos- 
phorus, antimony,  iron,  iodine,  oxygen, 
ergot,  tuberculin,  Coley’s  toxin,  colloidal 
gold,  silver,  sulphur,  lead,  cinnamic  acid, 
amidopyrine,  and  napthalene  tetrachloride. 
Fever  therapy,  diathermy,  and  heliotherapy 
have  also  been  used.  Autoinoculation  of 
blood  and  inoculation  with  malaria  para- 
sites have  been  tried,  the  workers  trying 
these  methods  having  claimed  favorable  re- 
sults, yet  they  have  failed  to  prove  effica- 
cious as  to  any  specificity. 

In  conclusion  it  may  be  stated  that  the 
relative  occurrence  of  the  groups  of  leuke- 
mia apparently  corresponds  with  the  rela- 
tive percentage  of  the  various  types  of  leu- 
kocytes in  the  circulating  blood,  the  granu- 
locytes, lymphocytes,  and  monocytes.  The 
underlying  systemic  disorders  are  essential- 


ly the  same  in  all  cases.  An  arbitrary  divi- 
sion is  made  into  acute  and  chronic  and 
into  the  number  of  cells  leukopenic  and  leu- 
kocythemic  forms.  The  diagnosis  is  best 
made  on  the  characteristic  blood  changes, 
depending  not  only  on  the  number  of  cells 
present,  but  the  highest  percentage  of  the 
cells  characteristic  for  the  different  types. 
The  treatment  is  largely  symptomatic;  ar- 
senic, transfusions,  and  roentgen  irradia- 
tions are  the  chief  means  of  inducing  symp- 
tomatic improvement,  remissions  or  pro- 
longation of  life.  In  presenting  this  paper 
I have  added  nothing  new  to  the  subject, 
yet  in  this  review  if  some  point  might  be 
renewed  so  that  early  recognition  of  this 
disease  might  be  made  possible  and  the  in- 
dividual’s life  prolonged  for  a few  years,  I 
feel  that  the  time  spent  on  this  subject  will 
not  have  been  in  vain. 
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DISCUSSION 

DAVID  W.  HAILEY,  M.D.,  (Nashville)  : Mr. 
Chairman,  Members  of  the  Tennessee  State  Medi- 
cal Association,  and  Guests:  I enjoyed  Dr.  Mon- 

ger’s paper  very  much  and  he  has  given  us  a most 
complete  resume  of  this  group  of  blood  dyscrasias. 
I find  nothing  of  practical  importance  on  which 
to  disagree  with  him,  and  will  only  try  to  empha- 
size a few  points. 

The  diagnosis  of  chronic  myelogenous  and  chronic 
lymphatic  leukemia  is  readily  made  from  the  clin- 
ical findings  and  study  of  stained  blood  smears,  but 
biopsy  from  sternal  puncture  or  lymph  node  may 
be  necessary  in  order  to  make  a diagnosis,  if  one 
sees  the  patient  for  the  first  time  during  the  aleu- 
kemic stage  of  chronic  leukemia,  though  a diagnosis 
is  usually  possible  from  the  study  of  the  peripheral 
blood  alone.  Aleukemic  leukemia  may  simulate 
pernicious  anemia,  aplastic  anemia,  or  thrombocy- 
topenic purpura.  An  elevated  B.  M.  R.,  say  plus 
forty,  is  a valuable  diagnostic  finding,  as  this  is 


324 


LEU  KE  M I A— Monger 


September,  1939 


almost  constantly  elevated  even  during  the  aleu- 
kemic stage. 

The  term,  pseudo-leukemia  has  been  used  to  des- 
ignate those  cases  of  lymphatic  leukemia  that  show 
no  evidence  in  the  peripheral  blood  of  the  neoplastic 
process  going  on  in  the  lymph  glands  and  spleen. 
A biopsy  is  usually  necessary  to  diagnose  this 
type.  When  one  considers  the  acute  leukemias,  a 
differentiation  of  the  types  is  largely  of  academic 
importance  only.  If  one  excludes  from  this  group 
the  fulminating  cases  as  well-defined  lymphatic  or 
myeologenous  leukemia,  we  have  those  cases  usual- 
ly diagnosed  myeloblastic  or  monocytic  leukemia. 
They  occur  typically  in  the  young,  are  usually 
fatal  in  two  to  six,  very  rarely  ten  weeks.  Fever, 
constitutional  symptoms,  capillary  hemorrhage  into 
various  organs  are  the  most  constant  clinical  find- 
ings. 

According  to  the  Mayo  Clinic,  about  forty-five 
per  cent  of  these  cases  have  leukocyte  counts  below 
10,000.  They  may  have  counts  of  150,000  or  above. 
Differentiation  from  infectious  mononucleosis  is 
necessary,  and  the  findings  of  a high  heterophile 
antibody  titre,  as  brought  out  by  Dr.  Monger  is  of 
great  assistance.  The  spleen  and  lymph  glands  are 
usually,  but  not  always  enlarged.  A study  of  the 
stained  smear  brings  forth  a different  opinion  from 
each  observer  since  the  dominant  cells  are  too  prim- 
itive to  be  identified  with  certainty.  Whether  the 
cells  are  monocytes  or  the  parent  cell  of  a myeloid 
series  can  be  rarely  determined  with  certainty,  and 
there  will  be  expert  opinion  on  either  side.  Tissue 
cultures  and  oxidase  stain  seem  to  point  toward 
the  myeloid  series  in  most  cases,  rather  than  the 
reticulo-endothelial  system.  Myeloid  cells  younger 
than  the  promyocytes  stain  inconstantly  with  oxi- 
dase. 

In  the  past  two  years  I have  had  two  cases  of 
acute  leukemia  in  adults,  ages  seventy-three  and 


thirty-four,  respectively.  The  diagnosis  of  acute 
monocytic  leukemia  was  made  by  the  pathologist, 
Dr.  Goodpasture,  in  one,  and  acute  myeloblastic 
leukemia,  from  the  blood  studies  alone,  in  the  other, 
though  I must  confess  that  from  the  stained 
smears,  the  diagnoses  might  well  have  been  re- 
versed. They  lived  three  weeks  and  twelve  weeks, 
respectively  after  the  onset  of  symptoms.  One 
had  a count  of  177,000,  the  other  19,500,  and  the 
primitive  cells  constituted  seventy  per  cent  of  the 
differential  count  before  death. 

X-ray  therapy  is  most  helpful  in  chronic  mye- 
logenous leukemia.  The  patient’s  sense  of  well- 
being should  guide  the  frequency  of  treatments, 
since  the  beneficial  effects  tend  to  become  less  on 
repetition  of  treatment.  At  first  about  600  R. 
units  may  be  sufficient  for  six  months  and  later  at 
two-month  intervals.  Chronic  lymphatic  leukemia 
responds  a little  less  well  to  radiation  and  the 
aleukemic  leukemias  of  both  types  show  inconstant 
response.  Attention  to  the  patient’s  general  health 
and  comfort  as  suggested  by  Dr.  Monger  should 
not  be  overlooked.  We  feel  that  a high  CHO  diet 
and  the  administration  of  glucose  in  the  form  of 
stick  candy  before  radiation  lessens  the  unpleasant 
reactions.  Transfusions  are  of  doubtful  benefit 
and  often  make  the  patient  more  uncomfortable. 
Radiation  has  largely  replaced  the  use  of  arsenic. 

With  our  present  knowledge,  or  lack  of  it,  it 
seems  best  to  do  nothing  in  the  acute  leukemias  ex- 
cept try  to  make  the  patient  comfortable,  and  not 
allow  the  anxious  family  and  friends  to  force  us 
to  futile  measures  which  only  succeed  in  making 
these  unfortunate  patients  more  uncomfortable. 
The  judicious  use  of  consultants  will  often  aid  in 
maintaining  this  position. 

DR.  RALPH  MONGER  (closing)  : I just  want 
to  thank  Dr.  Hailey  for  his  discussion.  I have 
nothing  further  to  add. 


September,  1939 


EDITORIAL 


325 


THE  JOURNAL 

OF  THE 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 

Devoted  to  the  Interests  of  the  Medical  Profession  of  Tennessee 
Office  of  Publication,  508  Doctors  Bldg.,  Nashville,  Tenn. 

Acceptance  for  mailing  at  special  rate  of  postage  provided  for 
in  Section  1I0S,  Act  of  October  S,  1917, 
authorized  July  15,  19SS. 


Copyright  for  protection  against  republication.  Journals  of 
the  American  Medical  Association  and  of  other  state 
medical  associations  may  feel  free  to  quote  from 
this  journal  whenever  they  desire merely 
giving  credit  to  this  publication. 

H.  H.  SHOULDERS,  M.D.,  Editor  and  Secretary 

SEPTEMBER,  1939 


THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


A Doctor  Looks  at  Socialized  Medicine 

By  the  kind  permission  of  the  publishers 
of  Nation’s  Business , we  are  reproducing 
on  another  page  of  this  issue  an  article  en- 
titled “A  Doctor  Looks  at  Socialized  Medi- 
cine”  which  appeared  in  the  January  issue. 

The  literature  on  the  subject  of  state 
medicine  has  multiplied  with  great  rapidity 
in  the  last  few  years.  Much  of  it  is  in  the 
nature  of  propaganda.  A small  portion  of 
it  consists  of  a sane  discussion  of  the  sub- 
ject at  issue. 

Some  of  the  literature  has  appeared  in 
medical  publications,  a great  deal  more  has 
appeared  in  lay  magazines  and  papers. 

We  have  attempted  to  glean  from  lay 
publications  articles  which  we  believe  to  be 
of  interest  to  the  medical  profession.  We 
believe  this  is  of  value  in  keeping  the  pro- 
fession posted.  We  know  that  doctors  are 
being  called  upon  at  frequent  intervals  to 
discuss  the  matter  before  lay  groups. 

It  is  therefore  vital  and  necessary  that 
we  be  well  informed  in  order  to  be  able  to 


give  a satisfactory  reason  for  the  faith 
that  is  in  us. 


Purposes  in  Disguise 

For  some  time  we  have  held  to  the  view, 
and  we  think  on  good  grounds,  that  much 
of  the  pressure  exerted  in  behalf  of  the 
establishment  of  state  medicine  or  commu- 
nistic medicine  was  being  made  by  a group 
who  are  primarily  interested  in  the  estab- 
lishment of  a communistic  state,  and  that 
the  establishment  of  communism  in  medi- 
cine is  a logical  first  step,  or  by  this  time, 
a logical  second  or  third  step  in  the  at- 
tainment of  such  an  end. 

The  policy  adopted  and  pursued  by  mem- 
bers of  the  communistic  party  and  their 
collaborators  seems  to  be  that  of  joining  up 
with  any  organization  or  movement  and  ob- 
taining whatever  position  of  leadership  they 
may  with  the  end  in  view  of  directing  its 
activities  insofar  as  possible.  An  example 
of  this  is  the  endorsement  of  the  Wagner 
Bill  by  the  Communistic  party  of  New  York 
State. 

In  the  issue  of  the  Saturday  Evening  Post 
for  September  2,  1939,  there  is  an  article 
by  Mr.  Benjamin  Stolberg  under  the  head- 
ing: “Communist  Wreckers  in  American 
Labor.”  In  this  article  the  author  gives 
specific  instances  and  names  persons  who 
are  carrying  out  the  policy  above  described. 

Those  who  are  interested  in  combating 
the  influence  of  these  communistic  wreck- 
ers would  do  well  to  read  carefully  this 
article. 

All  these  developments  serve  to  make  still 
clearer  the  fact  that  the  issue  before  the 
American  people  with  respect  to  the  ques- 
tion of  medical  care  is  this:  shall  patients 
and  doctors  retain  their  freedom  of  judg- 
ment in  this  matter  of  medical  care,  or  shall 
this  freedom  be  surrendered  to  some  gov- 
ernmental agency? 

The  attempt  is  made,  of  course,  to  pa- 
rade all  these  movements  under  the  banner 
of  welfare.  The  attempt  is  made  to  create 
the  impression  that  these  agitators  are  the 
only  people  concerned  with  the  welfare  of 
the  people,  notwithstanding  the  fact  that 
very  few  of  them  have  ever  made  any  sub- 
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stantial  contribution  to  the  welfare  of  any- 
body anywhere. 


Truth  in  Advertising 

The  American  Medical  Association  and 
the  state  medical  association  journals  which 
cooperate  with  the  Cooperative  Medical  Ad- 
vertising Bureau  of  the  American  Medical 
Association  have  been  conducting  a cam- 
paign for  truth  in  advertising  for  a number 
of  years.  This  fight  has  involved  sacrifice, 
of  course.  First,  in  the  loss  of  advertising 
and,  second,  in  the  expense  of  defending 
suits  brought  by  those  whose  false  claims 
have  been  exposed. 

Furthermore,  the  fight  has  been  effective 
to  a limited  extent.  No  one  was  charged 
with  the  authority  to  prescribe  and  enforce 
the  limits  beyond  which  the  advertiser  of  a 
product  may  not  go  in  representing  to  the 
public  its  merits. 

The  Federal  Trade  Commission  now  has 
jurisdiction  over  false  and  misleading  ad- 
vertising. Reasonable  regulations  can  be 
enforced.  It  is  necessary,  of  course,  to  es- 
tablish the  facts  as  to  whether  the  claims 
made  by  the  manufacturer  of  a product  are 
truthful  or  not  truthful. 

Hearings  for  the  purpose  of  ascertaining 
these  facts  must  be  conducted  and  doctors 
are  the  only  ones  qualified  to  give  testimony 
as  to  whether  a drug  or  a remedy  has  merit 
or  not.  This  campaign  for  truth  in  adver- 
tising which  is  being  conducted  by  the  Fed- 
eral Trade  Commission  with  respect  to 
drugs  or  remedies  cannot  be  made  success- 
ful except  with  the  cooperation  of  the  med- 
ical profession. 

We  are  glad  to  mention  the  fact  that  one 
hearing  has  been  conducted  in  Tennessee 
and  that  doctors  gladly  gave  of  their  time 
in  aiding  the  department  in  arriving  at  the 
facts.  

Archives  of  Surgery 

The  Archives  of  Surgery  is  a surgical 
publication  of  the  American  Medical  Asso- 
ciation. It  is  published  at  a financial  sac- 
rifice. There  has  been  criticism  of  the  pub- 
lication and  this  may  be  responsible  for  the 
fact  that  it  has  not  enjoyed  a large  circu- 
lation. 


The  criticism  is  to  the  effect  that  a vast 
majority  of  the  surgical  articles  deal  with 
research  and  a smaller  portion  of  them  deal 
with  practical  surgical  subjects. 

An  announcement  is  made  to  the  effect 
that  this  policy  has  been  changed.  The 
statement  authorized  by  the  newly-formed 
Editorial  Board  is  as  follows: 

Archives  of  Surgery:  New  Editorial 
Developments 

“Development  of  surgery  in  the  United 
States  has  been  unprecedented  for  its  rapid- 
ity, its  quality  and  its  scientific  character. 
Few,  if  any,  would  contest  the  claim  that 
today  American  surgery  leads  all  the  world. 
In  1920,  when  the  Archives  of  Surgery  was 
established  by  the  American  Medical  Asso- 
ciation, there  were  but  two  important 
periodicals  in  the  surgical  field  in  this  coun- 
try. The  space  available  was  hardly  suffi- 
cient for  the  publication  of  all  contributions 
of  value — seldom  was  it  possible  to  publish 
articles  of  more  than  eight  or  ten  pages. 
These  restrictions  prevented  the  publication 
of  many  important  surgical  contributions, 
especially  in  the  field  of  experimental  sur- 
gery. It  is  not  surprising,  therefore,  that 
the  Archives  of  Surgery  has  become  in  the 
intervening  years  the  leading  publication 
in  the  field  of  experimental  surgery,  and 
that  references  to  articles  published  in  its 
pages  constitute  a large  part  of  the  bibliog- 
raphies of  articles  on  surgical  subjects  pub- 
lished in  foreign  periodicals.  In  every  sur- 
vey of  bibliographic  references  that  has 
been  made,  references  to  the  Archives  in- 
dicate that  it  has  been  the  leading  source 
of  consultation  in  the  last  two  decades. 

“The  highly  technical  character  of  much 
of  the  material  that  has  appeared  in  the 
Archives  of  Surgery  has  tended  to  divert 
attention  to  some  extent  from  the  Archives 
to  other  surgical  publications,  which  have 
stressed  more  particularly  contributions  in 
the  field  of  clinical  surgery  and  articles 
dealing  with  modifications  in  surgical  tech- 
nic. The  unfortunate  illness  of  Dr.  Dean 
Lewis,  Editor  in  Chief  of  the  Archives  of 
Surgery  since  it  was  established,  brought 
to  the  attention  of  the  Board  of  Trustees  of 
the  American  Medical  Association  some  of 
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these  special  problems  associated  with  this 
publication. 

“After  much  consideration  it  was  deter- 
mined to  expand  the  editorial  board  of  the 
Archives  and  to  modify  the  nature  of  the 
! contents  of  the  periodical  in  order  to  make 
it  fulfill  more  completely  its  original  pur- 
| pose.  Four  additional  members  have  now 
i been  added  to  the  Editorial  Board : Dr.  Ar- 
thur W.  Allen,  Boston;  Dr.  Alfred  Blalock, 
Nashville;  Dr.  W.  E.  Dandy,  Baltimore; 
and  Dr.  L.  R.  Dragstedt,  Chicago.  Dr. 
Waltman  Walters  has  been  made  chairman 
pro  tern,  during  the  incapacity  of  Dr.  Lewis. 
It  has  been  decided  to  publish  papers  deal- 
ing with  clinical  investigation  on  surgical 
problems  as  well  as  articles  which  concern 
developments  in  the  various  special  fields 
of  general  surgery.  Collective  reviews  will 
be  published  from  time  to  time,  written  by 
competent  investigators  who  have  devoted 
themselves  particularly  to  special  subjects 
and  who  will  be  invited  by  the  editors  to 
develop  such  reviews.  The  Archives  will 
provide  prompt  publication  each  month  of 
short  preliminary  reports  of  noteworthy 
surgical  advances  made  by  its  contributors. 

“These  decisions  have  been  reached  after 
careful  consideration  of  the  problems  in 
conferences  of  the  Editorial  Board  and  of 
members  of  the  Editorial  Board  with  the 
Board  of  Trustees.  It  is  anticipated  that 
the  surgeons  of  the  United  States  will  wel- 
come the  opportunity  for  more  prompt  pub- 
lication in  the  field  of  surgery  and  the  avail- 
ability of  the  Archives  as  an  authoritative 
medium  for  the  recording  of  surgical  ad- 
vancement.” 


Dr.  William  Battle  Malone 
We  are  shocked  by  the  news  of  the  un- 
timely death  of  Dr.  Battle  Malone  just  as 
the  Journal  goes  to  press. 

His  picture  has  hung  on  the  wall  of  the 
office  since  he  was  president  of  the  Tennes- 
see State  Medical  Association  some  years 
ago.  He  served  the  Association  well. 

He  has  served  well  in  all  the  stations  to 
which  he  was  ever  assigned,  as  a student, 
as  a practitioner,  as  a citizen,  in  rendering 
service  in  the  World  War,  as  a teacher,  and 
as  an  ethical  gentleman  on  all  occasions. 


It  is  with  a genuine  sense  of  grief  that 
we  record  his  passing.  His  memory  will 
linger  always  with  those  who  had  the  good 
fortune  to  be  associated  with  him. 


DEATHS 


Dr.  Edward  Plotkin 
Dr.  Edward  Plotkin,  Nashville;  College 
of  Physicians  and  Surgeons,  Memphis, 
1909;  aged  fifty-six;  died  August  24,  1939. 


Dr.  N.  E.  Hartsook 
Dr.  N.  E.  Hartsook,  Johnson  City;  Med- 
ical College  of  Virginia,  Richmond,  1895 ; 
aged  sixty-four;  died  suddenly  on  August 
10,  1939. 

Dr.  William  Battle  Malone 
Dr.  William  Battle  Malone,  Memphis; 
Memphis  Hospital  Medical  College,  1899 ; 
aged  sixty-five;  died  September  4,  1939. 


RESOLUTIONS 


Resolutions  by  the  Campbell  County 
Medical  Society 

On  March  9,  1939,  the  Campbell  County 
Medical  Society  lost  one  of  its  most  beloved 
and  distinguished  members  in  the  death  of 
Dr.  A.  L.  Lawson.  Dr.  Lawson  was  sixty- 
seven  years  old  and  had  served  the  people 
of  Elk  Valley  in  Campbell  County  for  many 
years,  and  in  his  passing  Campbell  County 
lost  one  of  its  most  useful  and  public-spir- 
ited citizens. 

Be  It  Resolved , That  the  Campbell  Coun- 
ty Medical  Society  deeply  regrets  the  early 
passing  of  one  of  its  members. 

Be  It  Further  Resolved,  That  we  extend 
to  his  widow  and  children  and  other  con- 
nections our  sympathy  and  condolence. 

Be  It  Further  Resolved,  That  a copy  of 
these  resolutions  be  sent  to  his  widow,  a 
copy  to  the  secretary  and  editor  of  State 
Medical  Journal,  and  a copy  be  spread  on 
the  records  of  our  society. 

J.  P.  Lindsey,  M.D. 

James  L.  Heffernan,  M.D. 

Joseph  McCoin,  M.D. 
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NEWS  NOTES  AND  COMMENTS 


Dr.  W.  0.  Vaughan,  Nashville,  announces 
the  removal  of  his  office  to  1913-1915 
Church  Street. 


Dr.  Sam  C.  Cowan,  Jr.,  announces  the 
opening  of  offices  at  Suite  306,  Doctors 
Building,  Nashville.  Practice  limited  to 
obstetrics  and  gynecology. 


Dr.  Robert  M.  Jeter  of  Nashville  is  now 
practicing  in  Gleason,  Tennessee. 


Dr.  J.  H.  Lipsey  of  Memphis  has  moved 
to  Brookhaven,  Mississippi. 


Dr.  T.  W.  Jones  of  Martin  is  now  located 
at  Bradford,  Tennessee. 


Dr.  Horton  Casparis  of  Nashville  has 
been  appointed  a member  of  the  Council  of 
the  Southern  Medical  Association  from  Ten- 
nessee to  fill  the  unexpired  term  of  Dr. 
Oliver  W.  Hill,  Knoxville,  deceased. 


WOMAN'S  AUXILIARY 


President Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

September  days  are  here  again,  which 
means  to  us  the  end  of  summer  vacationing 
— getting  settled  in  our  homes — children 
back  in  school  and  most  of  us  becoming 
club-minded  again.  Let  us  as  we  enter  an- 
other year  of  auxiliary  work  find  our  places. 
There  is  a service  each  of  us  can  render. 
The  field  of  auxiliary  work  offers  such  a 
wealth  of  opportunity  for  service  to  the 
profession  of  our  husbands — an  organiza- 
tion from  which  generates  well-planned 
health  programs  and  authentic  health  in- 
formation. May  we  all  return  to  our  duties 
this  fall  with  zest  and  enthusiasm.  Pro- 
grams, parties  or  problems,  what  if  we  do 


have  a busy  year  ahead?  Who  would  be 
without  one’s  auxiliary?  Not  I,  I am  sure, 
would  you? 

In  order  that  we  may  refresh  our  mem- 
ories as  to  names  and  addresses  of  our  offi- 
cers for  this  year,  I wish  to  introduce  them 
in  the  very  beginning  of  our  fall  work. 

Advisory  Council 

Middle  Tennessee — Dr.  W.  B.  Anderson, 
Nashville. 

West  Tennessee — Dr.  Jere  Crook,  Jack- 
son. 

East  Tennessee — Dr.  Jesse  Hill,  Knox- 
ville. 

President,  Woman’s  State  Auxiliary — 
Mrs.  Matt  B.  Murfree,  125  East  Maney 
Avenue,  Murfreesboro. 

President-elect — Mrs.  H.  T.  Braun,  275 
North  McNeil  Street,  Memphis. 

First  Vice-President — Mrs.  James  A. 
Scott,  547  Lytle  Street,  Murfreesboro. 

Second  Vice-President — Mrs.  Walter  S. 
Nash,  636  Cherokee  Boulevard,  Knoxville. 

Third  Vice-President — Mrs.  W.  C.  Cha- 
ney, 1396  Central  Avenue,  Memphis. 

Recording  Secretary — Mrs.  S.  J.  Platt, 
207  Island  Home  Boulevard,  Knoxville. 

Corresponding  Secretary — Mrs.  Fowler 
Hollabaugh,  Shackleford  Road,  Nashville. 

Treasurer — Mrs.  Lynch  Bennett,  Gale 
Lane,  Nashville. 

Historian — Mrs.  J.  M.  Dorris,  862  Ken- 
sington Place,  Memphis. 

Parliamentarian— Mrs.  Robert  Patter- 
son, 2725  East  Fifth  Avenue,  Knoxville. 

Directors 

Mrs.  B.  F.  Byrd,  Granny  White  Pike, 
Nashville. 

Mrs.  W.  F.  Fessey,  Berry  Lane,  Nash- 
ville. 

Mrs.  C.  C.  Vinsant,  Maryville. 

Mrs.  H.  E.  Christenberry,  Highland 
Drive,  Knoxville. 

Mrs.  W.  T.  Black,  1234  Peabody  Avenue, 
Memphis. 

Mrs.  John  T.  Moss,  1155  Radcliff,  Mem- 
phis. 

Presidents  of  County  Auxiliaries 

Anderson  County — Mrs.  Tom  Jennings, 
Clinton. 
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Blount  County— Mrs.  W.  E.  Hardison, 
Maryville. 

Carter  County — Mrs.  Chas.  Baughman, 
708  Main  Street,  Elizabethton. 

Davidson  County — Mrs.  J.  Travenick,  Jr., 
Granny  White  Pike,  Nashville. 

Knox  County — Mrs.  Henry  C.  Long,  2020 
Ogden  Avenue,  Knoxville. 

Lincoln  County — Mrs.  R.  T.  Odom,  Fay- 
etteville. 

Madison  County — Mrs.  W.  0.  Baird, 
Henderson. 

Monroe  County — Mrs.  M.  D.  Shearer, 
Tellico  Plains. 

Rutherford  County — Mrs.  H.  H.  Hudson, 
501  East  Lytle  Street,  Murfreesboro. 

Shelby  County — Mrs.  Walter  A.  Ruch, 
1492  Vance  Avenue,  Memphis. 

Chairmen 

Archives — Mrs.  Cleo  Miller,  Shelton  Ave- 
nue, Nashville. 

Exhibits— Mrs.  W.  W.  Potter,  R.  F.  D. 
No.  1,  Concord. 

Finance — Mrs.  Theodore  Morford,  2912 
Oakland  Avenue,  Nashville. 

Hygeia — Mrs.  H.  B.  Everett,  2505  Au- 
tumn Avenue,  Memphis. 

Legislation — Mrs.  Y.  W.  Haley,  511 
North  Fourteenth  Street,  Nashville. 

Press  and  Publicity — Mrs.  R.  Z.  Linney, 
Madison. 

Program — Mrs.  Otis  Warr,  225  Belvedere 
Boulevard,  Memphis. 

Public  Relations — Mrs.  J.  S.  Hall,  Clin- 
ton. 

Research — Mrs.  Troy  Bagwell,  Holston 
Hills,  Knoxville. 

Revision — Mrs.  Clyde  Croswell,  877  Ken- 
sington Place,  Memphis. 

Organization — Mrs.  W.  T.  Braun,  275 
North  McNeil  Street,  Memphis. 

Lincoln  County 

The  Lincoln  County  Medical  Auxiliary 
suspended  regular  meetings  for  the  months 
of  July  and  August.  However,  contact 
with  the  members  was  maintained  by  dif- 
ferent methods.  In  July  the  husbands  were 
complimented  with  a much  enjoyed  picnic 
dinner  given  at  the  lovely  home  of  Mrs. 
Nottleham  on  the  Shelby ville  highway.  A 
nurses’  tea  is  planned  for  the  early  part 


of  September  and  regular  work  will  be  re- 
sumed the  following  month. 

Executive  Board 

Mrs.  Matt  B.  Murfree,  our  state  presi- 
dent, has  called  a meeting  of  the  State  Ex- 
ecutive Board  of  the  Auxiliary  to  be  held 
Friday,  September  29,  at  12  o’clock,  at  the 
Belle  Meade  Country  Club  in  Nashville. 
This  meeting  will  be  in  the  form  of  a lunch- 
eon, after  which  the  business  meeting  will 
take  place. 

Knox  County 

Knox  County  Auxiliary  members  will 
honor  their  husbands  at  a picnic  held  Sep- 
tember 16  at  the  home  of  Dr.  and  Mrs.  J. 
B.  Neil,  Lyons  Boulevard  Road. 

" 
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Davidson  County: 

The  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society  recon- 
vened on  the  first  Tuesday  in  September. 

Papers  as  read  and  those  scheduled  to  be 
read  are  as  follows: 

September  5 — “Leucorrhea,”  by  Dr.  Sid- 
ney McClelland. 

September  12 — “Bronchiectasis,”  by  Dr. 
C.  S.  Thomas. 

September  19 — “Surgical  Conditions  Due 
to  Anomalies  of  the  Mesentery,”  by  Dr. 
Elkin  Rippy. 

September  26 — “Surgery  of  the  Peri- 
pheral Nerves  and  Their  Regeneration,”  by 
Dr.  R.  H.  Magruder. 

October  3 — “The  Present  Situation  in 
Respect  to  the  Harmones,”  by  Drs.  C.  S. 
McMurray  and  N.  S.  Shofner. 

October  10 — “Recent  Developments  in 
the  Treatment  of  Infectious  Disease,”  by 
Dr.  Hugh  Morgan. 

October  17 — “An  Evaluation  of  the  Elec- 
trocardiograph in  Clinical  Medicine,”  by 
Dr.  W.  R.  Cate. 

The  Academy  meets  every  Tuesday  night 
on  the  sixth  floor  of  the  Doctors  Building  at 
8:00  P.M.  and  visiting  members  of  the  pro- 
fession are  invited  to  be  present. 
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Dyer,  Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  in  regular  monthly  ses- 
sion September  6,  1939.  Scientific  pro- 
gram: “Practical  Treatment  of  Diabetes,” 
Dr.  Henry  B.  Gotten,  Memphis;  “Preg- 
nancy and  Fibroids,”  Dr.  C.  A.  Turner,  Dy- 
ersburg;  “Sulphapyridine  Treatment  of 
Pneumonia,”  Dr.  Richard  E.  Ching,  Mem- 
phis. C.  L.  Denton,  Secretary. 


Greene  County: 

The  Greene  County  Medical  Society  met 
Tuesday  evening,  September  5. 

Dr.  J.  E.  Kite  of  Bulls  Gap  presented  a 
paper  on  “Pernicious  Anemia.”  Dr.  C.  B. 
Laughlin  opened  the  discussion. 

The  following  members  were  present: 
Drs.  R.  B.  Gibson,  W.  T.  Mathes,  M.  A. 
Blanton,  J.  E.  Kite,  R.  S.  Cowles,  C.  B. 
Laughlin,  H.  W.  Fox,  I.  E.  Phillips,  and  J. 
A.  Brabson. 

I.  E.  Phillips,  Secretary. 


Hardin,  Lawrence,  Lewis,  Perry  and 

Wayne  Counties: 

The  Five-County  Medical  Society  met  at 
Waynesboro  on  August  29.  The  following 
papers  were  read: 

“Radiation  Therapy  for  Cancer,”  by  Dr. 
H.  S.  Shoulders,  Nashville. 

“Coronary  Disease,”  by  Dr.  T.  J.  Stock- 
ard,  Lawrenceburg. 

“Local  Infiltration  Anesthesia  in  Obstet- 
rics,” by  Dr.  Milton  Smith  Lewis,  Nashville. 

“Syphilis  in  Hardin  County,  Tennessee,” 
by  Dr.  L.  D.  Farragut,  Savannah. 

Commander  Stephenson,  United  States 
Navy,  gave  a very  interesting  talk  on  his 
work  as  a medical  officer. 

The  next  meeting  will  be  at  Waynesboro 
on  September  26. 


Robertson  County: 

Dr.  and  Mrs.  Richard  L.  Mathews, 
Springfield,  were  hosts  at  a dinner  August 
16,  complimentary  to  the  Robertson  County 
Medical  Society. 

The  scientific  program  was  presided  over 
by  the  president,  Dr.  J.  E.  Wilkison. 

Dr.  W.  P.  Stone  was  the  essayist  and 


gave  a paper  on  “Common  Fractures,” 
which  was  generally  discussed. 

Dr.  Roy  Hendley,  who  has  recently  lo- 
cated at  Cross  Plains  for  the  practice  of 
medicine,  was  unanimously  elected  to  mem- 
bership in  the  society. 

Others  present  were  Drs.  B.  B.  Sory.  W. 
L.  Gossett,  R.  D.  Moore,  W.  W.  Winters, 
J.  S.  Freeman,  W.  W.  Porter,  and  W.  F. 
Fyke.  Visiting  doctors  were  Curtis  Sory 
of  Fort  Lauderdale,  Florida;  J.  H.  Pad- 
field,  Springfield;  John  R.  Glover,  New  Or- 
leans ; David  A.  Davis,  Nashville. 

The  next  meeting  will  be  held  Septem- 
ber 19. 


OTHER  MEDICAL  SOCIETIES 


On  October  5,  1939,  beginning  at  10:00 
A.M.  (E.S.T.),  the  Tennessee  Section  of 
the  Southeastern  Surgical  Congress  will 
hold  its  first  organization  meeting  and  Clin- 
ical Conference  in  Kingsport  at  the  Holston 
Valley  Community  Hospital. 

Five  essayists  will  then  present  scientific 
papers : 

Dr.  Herbert  Acuff,  Knoxville,  “Surgical 
Treatment  of  Pulmonary  Tuberculosis.” 

Dr.  R.  L.  Sanders,  Memphis,  “Diagnosis 
and  Treatment  of  Surgical  Lesions  of  the 
Colon,”  with  lantern  slides. 

Dr.  John  L.  McGhee,  Memphis,  “Diseases 
of  the  Female  Breast.” 

Dr.  John  C.  Burch,  Nashville,  “Carci- 
noma of  the  Uterus.” 

Dr.  J.  S.  Speed,  Memphis,  “Fractures  of 
the  Long  Bones.” 

C.  F.  N.  Schram,  M.D., 
Chairman  Local  Committee. 


Coming  Meetings 

American  Academy  of  Ophthalmology 
and  Otolaryngology,  Chicago,  October  8-13. 
Dr.  William  P.  Wherry,  107  South  Seven- 
teenth Street,  Omaha,  executive  secretary. 

American  Medical  Association,  New  York, 
June  10-14,  1940.  Dr.  Olin  West,  535  North 
Dearborn  Street,  Chicago,  Illinois,  secre- 
tary. 

American  Public  Health  Association, 
Pittsburgh,  October  17-20.  Dr.  Reginald  M. 
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Atwater,  50  West  Fiftieth  Street,  New 
York,  executive  secretary. 

American  Roentgen  Ray  Society,  Chicago, 
September  19-22.  Dr.  Carleton  B.  Peirce, 
Royal  Victoria  Hospital,  Montreal,  Canada, 
secretary. 

American  Society  of  Anesthetists,  New 
York,  October  12.  Dr.  Paul  M.  Wood,  745 
Fifth  Avenue,  New  York,  secretary. 

Clinical  Orthopaedic  Society,  Little  Rock, 
Arkansas,  and  Oklahoma  City,  October  13, 
14.  Dr.  H.  Earle  Conwell,  215  Medical  Arts 
Building,  Birmingham,  Alabama,  secretary. 

Radiological  Society  of  North  America, 
Atlanta,  December  10-15.  James  J.  Clark, 
M.D.,  Vice-President,  478  Peachtree  Street, 
Atlanta,  Ga. 

Southern  Medical  Association,  Memphis, 
November  21-24.  Mr.  C.  T.  Loranz,  Empire 
Building,  Birmingham,  Alabama,  secretary. 

Tennessee  State  Medical  Association, 
Chattanooga,  April  9-11,  1940.  Dr.  H.  H. 
Shoulders,  508  Doctors  Building,  Nashville, 
secretary. 

Examinations 

American  Board  of  Obstetrics  and 
Gynecology,  January  6,  1940.  Dr.  Paul 
Titus,  1015  Highland  Building,  Pittsburgh, 
Pennsylvania,  secretary. 

Tennessee  State  Board  of  Medical  Exam- 
iners, September  27  and  28,  Memphis.  Dr. 
H.  W.  Qualls,  Secretary,  Exchange  Build- 
ing, Memphis. 
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ANESTHESIA 

By  Hugh  Babb,  M.D. 
Medical  Arts  Building,  Nashville 


Acute  Onset  of  Central  Nervous  System  Syphilis  After 
a Spinal  Anesthesia.  Snyder  and  Snyder.  Current 
Researches  Anesthesia  and  Analgesia,  July-August, 
1939. 

There  have  been  many  reports  of  head  injuries 
causing  development  or  exacerbation  of  neuro- 
syphilis. The  authors  give  detailed  reports  of 
three  cases  mentioned  in  the  literature  and  also 
report  one  of  their  own  of  neurosyphilis  following- 
spinal  anesthesia.  This  was  a case  of  herniotomy 
done  under  spinal  anesthesia  in  a subject  who  had 
been  previously  treated  for  syphilis.  On  a preop- 


erative examination  there  were  no  signs  of  central 
nervous  system  involvement.  On  the  seventh  day 
after  the  spinal  anesthetic  the  patient  became 
stuperous,  refusing  to  talk. 

Reflexes  and  blood  test  proved  it  to  be  an  acute 
neurosyphilitic  flare-up.  The  patient  suffered  with 
delusions  and  hallucinations.  Upon  being  placed 
on  antiluetic  treatment,  all  symptoms  disappeared 
in  fifteen  days.  Whether  the  operation,  spinal 
puncture,  or  the  anesthetic  itself  initiated  cerebro- 
spinal  lues  the  authors  are  unable  to  say.  Syphilis 
has  always  been  considered  a mild  contraindication 
to  spinal  anesthesia.  In  reporting  these  cases  the 
authors  wish  to  call  attention  to  this  possible  com- 
plication. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Sulfanilamide  in  Treatment  of  Pyogenic  Dermatoses. 

Albert  Strickler,  M.D.,  and  Maurice  J.  Stone,  M.D. 

Journal  of  American  Medical  Association,  August, 

1939. 

Considering  the  fact  that  sulfanilamide  has  been 
scientifically  established  as  an  inhibitor  of  the 
growth  of  bacteria,  especially  cocci,  the  authors 
decided  to  use  it  in  some  of  the  more  resistant, 
chronic,  and  sometimes  fatal  pyogenic  dermatoses. 

It  was  used  in  two  cases  of  impetigo  contagiosa 
neonatorum,  both  of  whom  responded  most  favor- 
ably. They  also  used  it  in  six  cases  of  secondary 
pyogenic  dermatoses  with  almost  universally  fa- 
vorable results. 

The  next  type  of  cases  for  which  it  was  used 
was  the  more  resistant  type  of  sycosis  vulgaris. 
This  series  included  four  cases  and  in  all  of  these 
their  results  were  good. 

They,  therefore,  concluded  as  a result  of  their 
trial  of  sulfanilamide  they  were  convinced  that  this 
remedy  has  a distinct  field  of  usefulness  for  pyo- 
dermas which  may  be  fatal,  those  with  a constitu- 
tional reaction  and  rapid  spread,  and  chronic  types 
(particularly  follicular)  for  which  the  usual  meas- 
ures are  without  avail. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gaydbn,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Ruptured  Graafian  Follicle  and  Corpus  Luteum  with 
Intra-abdominal  Hemorrhage  Simulating  Acute  Ap- 
pendicitis and  Ruptured  Ectopic  Pregnancy.  A.  M. 
Weil.  American  Journal  of  Obstetrics  and  Gyne- 
cology, Vol.  38,  p.  288. 

On  examination,  if  seen  immediately  after  the 
accident,  and  if  bleeding  has  been  profuse,  the 
patient  may  show  signs  of  mild  shock  characterized 
by  pallor,  rapid  pulse,  and  low  blood  pressure. 
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Without  a complete  investigation  one  could  easily 
confuse  these  findings  with  those  frequently  seen 
in  ruptured  ectopic  pregnancy.  If  rupture  is  asso- 
ciated with  slight  hemorrhage,  and  if  the  right 
ovary  is  involved,  the  condition  is  usually  confused 
with  appendicitis.  Examination  of  the  abdomen 
will  reveal  palpable  right  rectus  spasm,  direct  and 
rebound  tenderness,  however,  with  maximum  ten- 
derness somewhat  below  McBurney’s  point.  Exam- 
ination per  vaginam  because  of  the  pain  associated 
with  manipulation  of  the  internal  genitalia  causes 
one  to  suspect  pelvic  disease  rather  than  appen- 
dicitis. In  some  instances  slight  enlargement  of 
the  ovary,  or  the  presence  of  a definitely  palpable 
mass,  wh’ch  is  tender  on  manipulation,  will  focus 
one’s  attention  on  the  internal  genitalia  rather 
than  the  appendix. 

Thirty  cases  of  Graafian  follicle  and  corpus  lu- 
teum  rupture  with  hemorrhage,  operated  upon  with 
a tentative  diagnosis  of  appendicitis  or  ruptured 
ectopic  pregnancy,  are  reported.  Five  additional 
cases  are  discussed.  These  patients  were  observed 
in  the  hospital  for  a maximum  period  of  five  days, 
and  a clinical  diagnosis  of  ruptured  Graafian  fol- 
licle with  slight  bleeding  was  made.  All  recov- 
ered without  the  aid  of  surgery.  The  differential 
diagnosis  between  rupture  of  Graafian  follicle  and 
corpus  luteum  hemorrhage  and  appendicitis  or 
ectopic  pregnancy  is  discussed.  The  only  charac- 
teristic symptom  noted  in  rupture  of  Graafian  fol- 
licle and  corpus  luteum  was  sudden  pain,  and  this 
occurred  in  every  instance.  In  this  series  rupture 
of  the  ovarian  sexual  apparatus  occurred  most  fre- 
quently in  young  women  up  to  twenty-five  years 
of  age  and  most  often  on  the  right  side.  Correla- 
tion between  ruptured  Graafian  follicle  and  corpus 
luteum  with  bleeding  and  the  menstrual  cycle  is 
mentioned.  Similar  quantities  of  blood  loss  were 
noted  in  both  Graafian  follicle  and  corpus  luteum 
rupture.  It  is  suggested  that  when  the  diagnosis 
of  lower  abdominal  conditions  warranting  surgery 
in  the  female  is  in  doubt  either  right  rectus  or 
midline  incisions  should  be  made,  so  that  visual 
inspection  of  the  internal  genitalia  may  be  accom- 
plished. Abstracts  of  five  unoperated  cases  diag- 
nosed rupture  Graafian  follicle  with  slight  intra- 
abdominal hemorrhage,  but  not  proved,  are  pre- 
sented. A case  of  ruptured  left  corpus  luteum 
with  hemorrhage  complicated  by  incomplete  in- 
tra-uterine  abortion  is  reported. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Trachoma  with  Sulfanilamide.  P.  Rich- 
ards, W.  G.  Forster,  and  P.  Thygeson.  American 
Journal  of  Ophthalmology,  August,  1939. 

The  results  of  treatment  of  twelve  Indian  chil- 
dren, all  showing  active  trachoma  with  follicular 
hypertrophy  and  pannus,  are  recorded  and  tabu- 


lated. All  showed  marked  improvement,  and  at  the 
end  of  four  and  one-half  months  the  conjunctiva 
in  each  instance  had  become  follicle-free  and 
smooth.  There  was  a disappearance  of  corneal 
infiltrates  and  an  apparent  arrest  of  corneal  activ- 
ity in  all  but  one  eye.  Two  untreated  children  used 
as  controls  showed  no  improvement  during  the  pe- 
riod of  observation,  but  improved  rapidly  when 
sulfanilamide  therapy  was  instituted.  This  treat- 
ment caused  a disappearance  of  the  epithelial  cell 
inclusion  bodies. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


The  Evaluation  of  Roentgen  Irradiation  as  an  Adjunct 
in  the  Treatment  of  Acute  Otitis  Media.  A.  H. 
Dowdy,  C.  A.  Heatly,  and  W.  W.  Pierce.  Radiology, 
Vol.  32,  No.  6,  p.  661,  June,  1939. 

Report  of  results  obtained  in  treating  thirty 
cases  of  acute  otitis  media  with  roentgen  ray. 

The  same  rationale  exists  for  the  use  of  X-ray 
in  acute  otitis  media  as  in  all  other  acute  infec- 
tions. As  pointed  out  by  Desjardins  in  several  re- 
cent articles,  the  effect  of  X-ray  in  the  leukocytes 
that  are  present  in  all  types  of  acute  infection  is 
to  destroy  these  cells,  first  the  lymphocytes  and 
later  the  polymorphonuclears.  Subsequently  there 
is  a stimulation  of  phagocytosis.  A decrease  in 
the  congestion  and  swelling  at  the  site  of  the  infec- 
tion following  irradiation  relieves  pain  and  facili- 
tates drainage.  No  temporary  increase  in  swell- 
ing and  pain  has  been  noted  in  these  cases,  al- 
though it  has  been  reported  in  other  types  of  in- 
fection. The  type  of  discharge  remains  thin  or 
becomes  so  after  irradiation.  This  results  in  ade- 
quate drainage  of  the  middle  ear  cavity.  With 
reduction  of  congestion,  the  eustachian  tube  be- 
comes more  patent,  thus  adding  to  the  patient’s 
comfort. 

The  material  presented  consists  of  thirty  cases 
of  acute  otitis  media;  fifteen  classified  as  catarrhal 
and  fifteen  purulent  otitis  media,  all  of  whom  re- 
ceived roentgen  therapy.  Twenty-six  cases  were 
used  as  controls  who  were  treated  in  the  usual 
manner  and  without  using  X-rays.  All  of  the 
twenty-six  controls  were  classified  as  purulent 
otitis  media  and  were  divided  into  uncomplicated 
and  complicated  cases.  In  the  group,  which  re- 
ceived X-ray  therapy,  all  the  usual  procedures 
were  also  carried  out  and  X-ray  was  used  as  an 
adjunct. 

Of  the  fifteen  cases  of  acute  catarrhal  otitis 
media,  myringotomy  was  necessary  in  only  one  case 
after  irradiation.  In  the  fifteen  cases  of  purulent 
acute  otitis,  there  were  no  complications,  and  in 
the  other  four,  mastoiditis  was  present.  In  most 
cases,  the  irradiation  relieved  the  symptoms  and 
seemed  to  shorten  the  duration  of  the  disease. 
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Radiation  Technic 

One  hundred  r was  delivered  to  the  involved 
side,  or  to  both  sides  if  both  were  involved.  Two 
hundred  kilovolts,  twenty-five  milliamperes,  fifty 
centimeters  distance,  .485  copper,  and  one  alumi- 
num millimeter  filters  were  the  factors  used.  The 
size  of  the  port  varied,  but  was  sufficient  to  in- 
clude the  ear,  mastoid  region,  and  posterior  naso- 
pharynx. Most  cases  required  only  one  treatment 
(twenty-five  cases).  If  the  condition  responded 
slowly  and  immediate  surgery  was  not  indicated, 
a second  treatment  was  given  in  forty-eight  to  sev- 
enty-two hours  (five  cases). 

Conclusions 

1.  Thirty  cases  of  acute  otitis  media  treated 
with  one  or  more  doses  of  100  r and  twenty-six  un- 
irradiated controls  are  analyzed  in  this  preliminary 
report. 

2.  Even  in  these  small  doses,  the  irradiation 
seemed  to  be  of  distinct  value  in  relieving  the  acute 
symptoms  and  in  shortening  the  course  of  the  dis- 
ease. The  average  duration  of  the  disease  for  the 
acute,  purulent,  uncomplicated  cases  was  short- 
ened six  days,  while  that  of  the  complicated  cases 
was  shortened  sixteen  days.  The  clinical  improve- 
ment when  the  treatment  is  effective  is  much  more 
striking  than  these  figures  would  indicate. 

3.  The  incidence  of  surgery  was  apparently  re- 
duced. 

4.  The  treatment  seems  to  us  a conservative 
method,  since  it  does  not  interfere  in  any  way 
with  other  forms  of  treatment  if  they  become  nec- 
essary, and  it  causes  no  permanent  damages  with 
this  dosage.  As  with  the  other  forms  of  treat- 
ment, better  results  are  obtained  in  the  early  stages 
of  the  disease. 


SURGERY  — GENERAL  AND 

ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


Head  Injuries.  Alfred  W.  Adson,  M.D.  Southern 

Medical  Journal,  September,  1939. 

Almost  every  physician  at  some  time  is  called 
in  to  administer  to  a person  who  has  sustained  a 
severe  craniocerebral  injury.  All  writers  on  cranial 
injuries  agree  that  the  patient  with  such  an  in- 
jury should  first  be  treated  for  shock,  and  that  de- 
bridement should  be  employed  for  scalp,  skull,  and 
cerebral  injuries.  There  is  some  dispute  in  regard 
to  the  management  of  increased  intracranial  pres- 
sure. The  author  divides  the  discussion  of  treat- 
ment of  head  into  emergency  treatment,  convales- 
cent treatment,  and  treatment  of  posttraumatic  se- 
quelae. 

When  the  patient  is  first  seen  the  extent  of  the 
head  injury  and  of  injuries  to  other  parts  of  the 
body  should  be  determined  if  possible,  observing 
the  mental  status,  whether  temporarily  unconscious 


or  in  deep  coma.  Occasionally  following  an  ap- 
parently mild  injury  with  a short  period  of  uncon- 
sciousness the  patient  after  several  hours  becomes 
comatose  from  intracranial  hemorrhage.  Hence, 
hospitalization  for  forty-eight  hours  is  advisable  in 
all  cases.  When  there  has  been  a brain  injury  the 
picture  of  general  shock  may  be  modified  by  the 
early  signs  and  symptoms  accompanying  cerebral 
injury.  The  pulse  may  be  slow  and  full  instead 
of  weak  and  thready.  Respiration  may  be  sterto- 
rous and  the  blood  pressure  may  be  high  instead 
of  low  as  is  seen  in  general  shock.  When  the  pulse 
slows  to  sixty  or  below  it  indicates  increasing  in- 
tracranial pressure.  If  medullary  compression 
takes  place  the  pulse  and  respiration  both  become 
rapid.  Blood  pressure  readings  should  be  taken 
frequently. 

In  treating  shock  of  either  type  external  heat  is 
applied,  skeletal  fractures  are  temporarily  sup- 
ported and  stimulants  are  administered.  In  cases 
of  severe  hemorrhage  blood  transfusions  are 
given.  As  the  patient  recovers  from  the  shock  a 
general  examination  is  made  as  well  as  a neu- 
rologic examination.  Important  findings  are  noted 
such  as  the  condition  of  the  pupils,  a flaccid  or 
spastic  paralysis,  reflexes  and  hemorrhage  from  the 
ear  or  nose.  Roentgenologic  examination  is  impor- 
tant. Sedatives  are  given  if  necessary,  but  mor- 
phine is  contraindicated.  If  a general  anesthetic 
is  necessary  for  operative  procedures  the  intra- 
venous type  is  best.  In  lacerations  of  the  scalp 
and  compound  fractures,  the  surrounding  hair  is 
shaved  and  debridement  is  done,  removing  foreign 
material,  spicules  of  bone  and  intracerebral  clots 
by  aspiration.  For  cleansing  compound  wounds 
an  aqueous  mercurial  germicide  is  used.  Hemo- 
stasis and  closure  are  carried  out  and  the  patient 
returned  to  his  room  to  receive  continued  treatment 
for  shock. 

In  controlling  intracranial  pressure  spinal  drain- 
age is  advisable  if  the  symptoms  warrant  it.  De- 
hydration is  effected  by  limiting  fluids,  magnesium 
sulphate  by  enema  and  intravenous  fifty  per  cent 
glucose.  Temporal  decompression  may  be  resorted 
to  if  other  measures  fail  to  lower  the  intracranial 
pressure.  In  cases  of  continued  unconsciousness 
feeding  is  carried  out  with  a Rehfuss  tube.  Bar- 
biturates are  given  for  restlessness. 

Headache,  dizziness,  weakness,  and  nervousness 
may  occur  if  a patient  is  allowed  to  leave  the  hos- 
pital too  soon.  Return  to  regular  work  should 
not  be  permitted  for  from  six  to  twelve  weeks  and 
the  patient  should  rest  and  sleep  several  hours 
during  the  day.  Physical  therapy  and  graduated 
exercises  are  helpful  in  rehabilitation. 

Of  the  posttraumatic  sequelae  discussed  are  sup- 
purative wounds  and  cerebral  abscesses.  If  a 
wound  becomes  infected  the  stitches  should  be  re- 
moved and  the  wound  irrigated  with  an  antiseptic 
solution.  Cerebral  abscesses  are  best  drained  at 
the  site  of  injury.  Headache  and  dizziness  may 
persist  for  six  months  to  two  years.  Limiting 
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fluids,  giving  saline  laxatives  and  acetylsalicylic 
acid  usually  control  these  symptoms.  Cerebrospinal 
fistulas  and  arteriovenous  fistulas  require  surgical 
repair.  Epilepsy  as  a sequela  may  be  relieved  by 
surgical  removal  of  scars  or  traumatic  cysts,  but 
the  results  are  often  disappointing. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
Medical  Building,  Knoxville 


The  Use  of  Sulfanilamide  Powder  Locally  in  the  Treat- 
ment of  Chancroid.  R.  J.  Fields,  M.D.,  and  J.  J. 

Weinstein,  M.D.  Urologic  and  Cutaneous  Review, 

December,  1938. 

There  were  seven  cases  of  penile  lesions  in  this 
series.  The  usual  procedures  for  diagnosis  of 
chancroids  were  performed,  such  as  clinical  ap- 
pearance, dark  field,  Frei  test  biopsy,  etc.  Four  of 
the  cases  had  had  the  usual  standard  method  of 
treatment  for  from  two  weeks  to  four  months  be- 
fore sulfanilamide  was  started.  They  were  cured 
in  ten  to  twenty-nine  days  under  local  sulfanila- 
mide therapy.  Three  cases  which  had  not  received 
any  treatment  were  placed  on  sulpranilamide  ther- 
apy immediately. 

The  technique  consisted  of  cleaning  the  infected 
area  with  warm  saline  solution,  and  then  dusting 
the  lesion  with  the  pure  sulfanilamide  powder. 
This  was  done  four  times  daily.  No  unusual  dis- 
comfort of  treatment  was  noted. 

The  average  time  of  treatment  under  the  old 
regime  was  from  three  to  six  months,  while  with 
local  sulfanilamide  therapy,  it  was  from  one  to 
four  weeks. 

Although  the  number  of  cases  in  this  report  are 
small,  the  results  obtained  are  promising. 


BOOK  REVIEWS 


Do  You  Want  to  Become  a Doctor?  Morris  Fishbein, 
M.D.  Frederick  A.  Stokes  Company.  $1.50.  176 

pages. 

This  book  might  well  be  called  the  pre-med  stu- 
dent’s Bible.  It  is  not  often  that  a book  treats  so 
clearly  and  concisely  such  topics  as  the  qualifica- 
tions of  a doctor;  pre-med  and  medical  education 
as  to  requirements  and  costs;  internship;  begin- 
ning of  practice;  the  accessory  professions;  the  fu- 
ture and  contributions  of  medicine  to  public  wel- 
fare; and  others. 

The  eleven  chapter  heads  are  as  follows: 

I — Medical  Education  Today 
Increasingly  high  standards;  medical  specialties; 
the  hospitals;  the  physician  and  the  law;  the  busi- 
ness of  medical  practice;  associated  medical  ca- 
reers. 


II — Preparation  for  Medical  School 
Accredited  school;  courses  to  be  taken;  require- 
ments in  Canada;  comparative  results  from  pre- 
medical education  by  colleges;  students’  fate;  se- 
lection of  young  men;  fitness  for  the  study  of 
medicine;  the  negro  student;  the  Jewish  student; 
aptitude  and  similar  tests;  conclusion. 

III —  Choice  of  a Medical  School 
Primary  requisites;  length  of  medical  course; 

two-year  courses;  numbers  of  medical  students; 
description  of  medical  colleges. 

IV —  Cost  of  Medical  Education 
Essentials;  recreation;  total  expenditure;  cost 

to  medical  schools. 

V — The  Internship 

General  purpose;  essentials  in  a hospital  ap- 
proved for  training  interns;  types  of  internships; 
the  work  of  the  intern;  the  conduct  of  the  intern; 
the  length  of  the  internship;  compensation  of  in- 
terns; the  intern  and  the  law. 

VI — State  Licensing  Examination 
Requirements  vary;  medical  cultists’  boards;  the 
basic-science  boards;  the  National  Board  of  Med- 
ical Examiners ; citizenship ; licensure  require- 
ments; the  function  of  licensure. 

VII — The  Specialist 

Relative  importance;  examining  boards;  qualifi- 
cations of  candidates;  list  of  examining  boards; 
qualifications  of  the  specialist;  distribution  of 
specialists. 

VII — On  Beginning  Practice 
Professional  agencies;  salaried  positions;  finding 
a location;  urban  practice;  professional  contacts; 
the  business  side  of  medical  practice;  office  and 
equipment. 

IX — The  Accessory  Professions 
Clinical;  laboratory  technicians;  physical;  ther- 
apy technicians;  occupational  therapy;  other  as- 
sociated medical  occupations. 

X — The  Future  of  Medical  Practice 
Evolution  and  revolution;  controlled  experiments; 
the  general  practitioner  and  preventive  medicine; 
the  trend  of  private  practice;  how  medicine  is  co- 
operating in  economic  evolution;  progress  in  the 
future. 

XI — The  Contribution  of  Medicine  to  Public 
Welfare 

Health  and  human  advancement ; changes  in 
medical  education;  medical  ethics;  the  rise  of  pub- 
lic health  services;  medicine  in  industry;  medicine 
and  war;  medicine  and  government;  the  medical 
industry;  the  future  of  medicine. 

Any  student  thinking  of  taking  pre-med  in  col- 
lege,  pre-med  and  med  students,  and  those  in- 
terested in  the  accessory  professions  should  by  all 
means  read  this  book.  By  doing  so  they  will  obtain 
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a better  knowledge  about  the  field  which  they  wish 
to  enter. 

This  book  would  be  a well-worth  addition  to 
every  high  school,  college,  and  med  school  library. 

W.  P.  H. 


New  and  Nonofficial  Remedies,  1939,  Containing  De- 
scriptions of  the  Articles  Which  Stand  Accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1939. 
Cloth.  Price,  postpaid,  $1.30.  pp.  617 — LX VII. 
Chicago:  American  Medical  Association,  1939. 
Each  year  a revised  list  of  the  articles  which 
stand  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  as 
of  January  1 is  published  in  book  form  under  the 
title  of  “New  and  Nonofficial  Remedies.”  The 
book  contains  the  descriptions  of  acceptable  pro- 
prietary substances  and  their  preparations,  pro- 
prietary mixtures  if  they  have  originality  or  other 
important  qualities,  important  nonproprietary  non- 
official articles,  simple  pharmaceutical  prepara- 
tions, and  other  articles  which  require  retention 
in  the  book. 

A list  of  articles  and  brands  accepted  by  the 
council,  but  not  described,  is  included  in  the  book 
to  cover  simple  preparations  or  mixtures  of  official 
articles  (U.  S.  P.  or  N.  F.)  marketed  under  de- 
scriptive, nonproprietary  names  for  which  only  es- 
tablished claims  are  made.  Diagnostic  reagents 
which  are  not  used  in  or  on  the  human  body  and 
protein  diagnostic  preparations  are  not  included 
in  “New  and  Nonofficial  Remedies”  unless  the  de- 
termination of  the  status  of  these  products  by  the 
council  has  been  requested  by  the  distributor.  If 
such  products  are  found  to  be  marketed  in  accord- 
ance with  the  council’s  rules,  they  may  be  included 
in  the  list  of  undescribed,  but  acceptable  articles. 

A supplement  to  the  annual  volume  of  “New 
and  Nonofficial  Remedies”  is>  published  twice  a year 
to  bring  up  to  date  such  current  revisions  and  ad- 
ditions as  have  been  necessary  since  its  last  pub- 
lication. Every  product  included  in  the  book  is 
subject  to  the  official  rules  of  the  council.  The 
comments  to  rules  are  changed  occasionally  by  way 
of  clarifying  interpretation  to  insure  fair  consid- 
eration of  all  submitted  preparations  as  new  stand- 
ards are  recognized.  Such  constant  and  critical 
consideration  of  its  contents  provides  the  physician 
with  a valuable  reference  list  of  acceptable  new 
preparations  on  which  to  base  his  selection  for  use 
in  treatment  according  to  the  established  current 
practices  of  the  profession. 

“New  and  Nonofficial  Remedies”  for  1939  omits 
many  articles  which  appeared  in  the  publication 
for  1938.  A few  of  these  have  been  omitted  by 
action  of  the  council  because  they  conflict  with 
the  rules  that  govern  the  recognition  of  articles  or 
because  their  distributors  did  not  present  convinc- 
ing evidence  to  demonstrate  their  continued  eligi- 
bility. Among  these  are:  biliposol,  serobacterins, 
and  suppositories  salyrgan.  A considerable  num- 


ber of  others  have  been  omitted  as  being  off  the 
market. 

The  1939  “New  and  Nonofficial  Remedies,”  of 
course,  contains  the  revisions  which  appeared  in 
the  supplements  for  the  1938  edition,  and  con- 
tinues the  plan  of  grouping  together  articles  hav- 
ing similar  composition  or  action  under  a general 
discussion.  These  discussions  have  undergone  con- 
siderable revision  in  the  1939  edition.  Further  re- 
vision of  statements  regarding  the  actions,  uses, 
dosage,  composition,  purity,  identity,  strength  or 
physical  properties  of  many  of  the  articles  has  also 
been  necessary  in  some  cases.  Noteworthy  revi- 
sions are:  anesthetics,  local;  bismuth  compounds, 
organs  of  animals;  vitamins  and  vitamin  prepara- 
tions and  liver  and  stomach  preparations. 

The  indices  of  the  new  volume  of  “New  and 
Nonofficial  Remedies”  are  of  the  same  order  and 
plan  as  in  previous  editions.  A general  index  lists 
accepted  articles,  including  those  not  described. 
This  is  followed  by  an  index  to  distributors  in 
which  appear  all  the  council  accepted  articles  listed 
under  their  respective  manufacturers.  Finally  a 
bibliographical  index  is  added  for  listing  proprie- 
tary and  unofficial  articles  not  included  in  “New 
and  Nonofficial  Remedies.”  This  includes  refer- 
ences to  the  council  publications  concerning  each 
such  article  as  has  appeared  in  The  Journal  of  the 
American  Medical  Association,  “Reports  of  the 
Council  on  Pharmacy  and  Chemistry,  Propaganda 
for  Reform,”  Vols.  1 and  2,  or  “Reports  of  the 
American  Medical  Association  Chemical  Labora- 
tory.” 


Annual  Reprint  of  the  Reports  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Asso- 
ciation for  1938.  Cloth.  Price,  $1.00.  pp.  120. 
Chicago:  American  Medical  Association,  1939. 

This  volume  as  usual  contains  noteworthy  exam- 
ples of  the  various  kinds  of  reports  made  by  the 
Council  on  Pharmacy  and  Chemistry:  (1)  prelim- 
inary reports;  (2)  supplemental  reports  on  thera- 
peutic or  pharmacologic  problems;  (3)  reports  on 
the  rejection  of  preparations  offered  for  the  coun- 
cil’s consideration. 

Among  the  preliminary  reports  in  this  volume 
that  on  sulfapyridine,  which  carries  a special  ar- 
ticle by  Dr.  Perrin  H.  Long,  a council  member  who 
has  been  much  concerned  with  the  work  on  this 
drug,  is  perhaps  of  greatest  interest.  After  the 
Food  and  Drug  Administration  had  released  the 
drug  for  the  use  of  physicians  early  in  1939,  the 
council  accepted  various  brands  for  inclusion  in 
“New  and  Nonofficial  Remedies”  and  in  connection 
with  the  published  descriptions  issued  another 
status  report  (Journal  of  American  Medical  Asso- 
ciation, 112:  1830,  May  6,  1939)  based  on  a ques- 
tionnaire sent  to  men  who  had  been  prominent  in 
the  experimental  use  of  the  drug.  This  report, 
no  doubt,  will  appear  in  the  next  volume  of  re- 
printed council  reports.  Other  preliminary  reports 
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are  the  following:  allantoin,  a preparation  of  gly- 
oxyldiureid  purposed  to  supersede  the  use  of  surgi- 
cal maggots,  and  sulfanpyridine,  published  shortly 
before  the  council  acceptance  of  this  new  chemo- 
therapeutic drug. 

Among  the  supplemental  (otf  status)  reports  are 
those  on  colloidal  sulphur  in  the  treatment  of  chronic 
arthritis,  showing  that  much  confirmatory  evidence 
is  needed  to  establish  the  value  of  this  therapy; 
on  ergonovine,  a careful  study  of  the  relation  of 
this  newly-discovered  principle  to  ergot  therapy  in 
general;  and  on  picrotoxin  in  poisoning  by  the 
barbiturates,  showing  the  promise  and  the  present 
limitations  of  this  antidotal  therapy. 

Among  the  reports  of  rejection  the  following  are 
noteworthy:  collodaurum,  a “colloidal  gold”  prep- 
aration, promoted  with  unwarranted,  exaggerated 
and  misleading  claims  for  its  use  in  the  treatment 


of  cancer;  Dermo-G,  stated  to  be  a mixture  of 
spermaceti,  white  wax,  oil  of  sweet  almonds,  soduim 
borate,  precipitated  sulphur  and  water,  an  un- 
scientific and  superfluous  mixture  marketed  under 
a therapeutically  suggestive  name  with  exag- 
gerated, unwarranted  claims;  Fru-T-Lax,  a need- 
lessly complex  and  unscientific  mixture  advertised 
to  the  public  under  a misleading  and  inadequately 
descriptive  name  with  claims  which  are  unwar- 
ranted; and  hyposols  sulisocol,  claimed  to  be  “sul- 
phur colloid”  in  two  cubic  centimeters  of  “autoiso- 
tonized  solution,”  exploited  for  use  in  arthritis  with 
inadequate  evidence  of  its  therapeutic  value.  Other 
rejections  are  explained  in  the  reports  on  map  and 
myoston,  nupercainal — “ciba,”  pulvoids  sulfanila- 
mide, and  sodium  bicarbonate  (The  Drug  Products 
Company,  Inc.),  quinoliv,  sedormid,  and  tri-cos- 
tivin. 


A.M.A.  ACCEPTED  MILK 

VITAMIN  D MILK  IN  SUMMERTIME 

For  those  that  require  supplementary  Vitamin  D all  the  year  around,  yet  cannot  tolerate 
the  fat  of  cod-liver  oil  in  summertime,  Anthony’s  Vitex  Vitamin  D Homogenized  provides  a 
special  benefit. 

Each  quart  of  this  milk  contains  400  U.S.P.  Vitamin  D units  actually  extracted  from  cod-liver  oil 
but  free  from  the  fats  of  the  oil  itself. 

Anthony’s  product  enables  you  to  secure  the  rich  natural  minerals  of  milk  and  the  time-tested 
Vitamin  D of  cod-liver  oil,  all  combined  in  one  palatable,  automatic,  and  economical  food.  Homogenization 
lowers  the  curd  tension  and  is  easily  digested. 


ANTHONY  PURE  MILK  CO.,  Inc. 

504  WOODLAND  STREET  Phone  5-5637 
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CLINICAL  AND  EPIDEMIOLOGICAL  FEATURES  AND  DIFFEREN- 
TIAL DIAGNOSIS  OF  ROCKY  MOUNTAIN  SPOTTED  FEVER 
AND  ENDEMIC  (MURINE)  TYPHUS  FEVER* 


L.  L.  Lumsden,  M.D.,  and  C.  B.  Tucker,  M.D.,  Nashville 


THE  FIRST  two  cases  diagnosed  and 
reported  as  Rocky  Mountain  spotted 
fever  in  Tennessee  were  in  Dickson 
County.  Four  other  cases,  one  from  Wil- 
liamson County,  one  from  Davidson  County, 
and  two  from  Maury  County,  were  reported 
in  that  year.  One  case  was  reported  in 
1932;  four  in  1933;  three  in  1934;  one  in 
1935 ; four  in  1936 ; nine  in  1937 ; and  eight 
in  1938. 

To  September  15  twenty-one  cases  have 
been  reported  in  1939.  In  addition  to  those 
reported  this  year,  four  other  cases  have 
been  under  suspicion,  one  of  which  termi- 
nated fatally  and  was  reported  to  have  pre- 
sented certain  clinical  and  epidemiological 
features  very  suggestive  of  this  disease. 

Since  the  first  case  was  recognized  in 
1931,  cases  have  been  reported  from  the 
following  counties:  Bedford,  Blount,  Brad- 
ley, Campbell,  Cannon,  Carter,  Claiborne, 
Davidson,  Dickson,  Fentress,  Gibson,  Giles, 
Grainger,  Hamilton,  Jackson,  Knox,  Law- 
rence, Lincoln,  Maury,  Rutherford,  Sulli- 
van, Sumner,  Union,  Washington,  and  Wil- 
liamson. Only  one  case  has  been  reported 
from  a county  (Gibson)  west  of  the  western 
loop  of  the  Tennessee  River.  Approximate- 
ly twice  as  many  cases  have  been  reported 


*From  the  Division  of  Preventable  Diseases,  Ten- 
nessee Department  of  Public  Health. 


from  Middle  Tennessee  as  from  East  Ten- 
nessee. 

Since  1935  thirty-four  cases  of  endemic 
typhus  fever  have  been  reported  in  Nash- 
ville. This  city  appeared  to  be  the  only 
focus  of  the  infection  in  Tennessee  until 
1939,  when  cases  of  local  origin  were  found 
in  Lebanon. 

During  the  present  year  investigations 
have  been  made  on  all  cases  reported  either 
as  Rocky  Mountain  spotted  fever  or  as  en- 
demic typhus  fever.  Of  twenty-five  cases 
reported  as  typhus  fever,  six  were  clinical- 
ly and  epidemiologically  Rocky  Mountain 
spotted  fever.  In  three  instances  the  re- 
porting of  these  cases  was  based  on  the  find- 
ings of  an  agglutination  with  Proteus  X19 
in  low  dilutions  without  clinical  or  epidemi- 
ological evidence  to  substantiate  the  diag- 
nosis. Of  the  other  sixteen  cases  reported, 
five  occurred  in  Nashville  and  eleven  in 
Lebanon  and  its  vicinity  in  Wilson  County, 
and  all  were  clinically  and  epidemiologically 
endemic  typhus  fever. 

As  yet  there  have  been  established  only 
two  foci  of  endemic  typhus  fever  infection 
in  Tennessee — one  in  Nashville  and  the 
other  in  Lebanon.  It  is  evident,  however, 
that  we  have  in  this  state  a number  of 
widely  scattered  foci  of  Rocky  Mountain 
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spotted  fever  in  the  tick-infested  rural 
areas. 

With  a view  to  aiding  in  the  recognition 
of  these  diseases,  which  appear  to  be  of 
comparatively  recent  occurrence  in  Tennes- 
see, and  especially  in  differentiating  one  of 
them  from  the  other,  the  following  outline1 


of  the  main  clinical,  serological,  and  epi- 
demiological features  is  submitted: 


'Most  of  the  data  in  this  outline  are  derived  from 
the  findings  of  Dr.  R.  E.  Dyer  and  his  coworkers  in 
the  National  Institute  of  Health  who  were  the  first 
to  recognize  and  to  differentiate  Rocky  Mountain 
spotted  fever  and  endemic  typhus  fever  in  our  east- 
ern states. 


i Onset 

Rocky  Mountain  Spotted  Fever  Endemic  Typhus  Fever 

1.  Rather  sudden  onset  often  with  chills  or  chilly  1.  Same  except  headache  and  insomnia  may  be 
sensations,  headaches,  and  rapidly  rising  tempera-  outstanding  symptoms, 
ture. 


Temperature 

2.  Temperature  may  have  daily  fluctuations,  often  2.  Temperature  range  about  the  same.  Often 
reaching  105°  Fahrenheit,  but  seldom  getting  to  terminates  by  crisis  usually  between  the  twelfth 
normal  at  any  time.  Usually  continues  for  fifteen  and  fourteenth  days, 
to  twenty-two  days  or  until  death. 

Skin  Eruption 


3.  A rash  usually  appears  three  to  five  days  after 
onset,  nearly  always  first  on  the  wrists  and  ankles. 
It  usually  becomes  generalized  and  occurs  frequent- 
ly on  the  face,  palms,  and  soles.  It  is  macular  and 
the  macules  are  from  two  to  six  millimeters  in 
diameter.  The  macules  at  first  are  of  faint  rose- 
olous  type,  growing  more  distinct  from  day  to  day 
and  by  the  middle  of  the  second  week  are  definitely 
petechial  in  all  but  mildest  cases.  Many  subse- 
quently may  become  confluent.  In  some  cases  a 
good  many  of  the  lesions  are  slightly  papular.  Evi- 
dence of  the  rash  often  persists  for  several  weeks 
in  the  form  of  dusky  purplish  or  yellowish  brown 
spots.  A branny  desquamation  following  deferves- 
cence occurs  frequently. 


3.  A rash  usually  appears  on  the  fourth  to  sixth 
days  after  onset,  first  on  the  chest  and  abdomen. 
It  is  usually  macular  and  confined  to  the  chest, 
back,  abdomen,  and  medial  surfaces  of  the  extremi- 
ties. Occasionally  it  becomes  more  generalized. 
It  has  never  surely  been  seen  on  the  face  and  only 
very  rarely  on  the  soles  and  palms.  The  macules 
are  from  two  to  three  millimeters  in  diameter,  rose 
to  dark  red  in  color,  and  usually  do  not  become 
petechial.  In  some  cases  a good  many  of  the  lesions 
are  slightly  papular.  The  rash  continues  from 
two  to  nine  days  and  is  usually  gone  at  the  time 
of  defervescence.  Desquamation  has  not  been  seen 
to  occur. 


Mental  and  Nervous  Symptoms 

4.  Delirium  is  common.  Hyperesthesia  and  trem-  4.  Delirium  is  less  common  and  is  mild.  Hyper- 
ors  are  often  noted.  esthesia  and  tremors  are  rare. 


Blood  Serum  Reactions 

5.  Agglutination  with  Proteus  X19  but  is  absent  5.  Agglutinations  with  Proteus  X19  practically 

in  many  cases.  Agglutinins  usually  do  not  appear  always  present  in  high  dilutions.  Agglutinins  usu- 

until  the  second  week  or  later.  In  some  cases  ag-  ally  do  not  appear  until  the  second  week  or  later, 
glutination  occurs  in  high  dilutions  of  over  1/1,000 

or  even  1/10,000. 

Seasonal  Occurrence 

6.  Occurs  in  spring,  summer,  and  fall  months  of  6.  Most  common  in  summer  and  fall  months, 

the  year.  Cases  have  been  seen  as  early  as  March  in  Ten- 

nessee. 


Age,  Sex,  Race  Distribution 

7.  The  disease  is  more  common  in  white  race  7.  Same  except  it  is  more  common  in  adults  than 
than  in  the  colored  race,  in  males  than  in  females,  in  children. 

and  in  children  than  adults. 

Animal  Reservoirs 

8.  Various  animals,  including  small  rodents,  may  8.  The  animal  reservoir  is  the  rat. 
act  as  reservoirs,  but  what  animals  have  not  been 

proven. 

Insect  Vectors 

9.  The  vectors  are  ticks,  D.  variabilis  in  the  East  9.  The  common  insect  vector  is  the  rat  flea — 

and  D.  andersoni  in  the  West.  Xenopsylla  Cheopis. 
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Modes  of  Transmission 

10.  Transmitted  through  bites  of  infected  ticks  10.  Transmitted  by  infected  fleas, 
or  by  crushing  infected  ticks  on  the  body  or  be- 
tween the  fingers. 

Incubation  Period 

11.  Incubation  period  is  believed  to  be  between  11.  Incubation  period  generally  considered  to  be 

four  and  twelve  days.  about  fourteen  days. 

Rural  or  Urban  Incidence 

12'.  The  disease  is  one  of  rural  areas.  12.  Usually  an  urban  disease. 

Case  Fatality  Rate 

13.  The  case  fatality  rates  varies  in  different  13.  Fatality  rate  less  than  one  per  cent, 
years  and  in  different  areas  from  fifteen  to  seventy 
per  cent  with  an  average  rate  of  twenty-five  per 
cent. 


Note:  In  either  of  these  diseases  agglutination 
with  Proteus  X19  is  not  significant  in  titres  below 
1 160.  Agglutination  of  the  Proteus  organism 
may  occur  in  low  dilutions  ( 1/20 , 1/40,  1/80)  in 
many  febrile  conditions.  When  such  a reaction  oc- 
curs, a second  blood  for  examination  should  be  ob- 
tained a week  later.  It  is  advisable  when  even  an 
agglutination  of  1/160  is  obtained  that  a second 


examination  be  made  for  confirmation.  In  these 
diseases  a positive  in  a higher  dilution  than  1/160 
will  ordinarily  occur  except  in  those  cases  of  Rocky 
Mountain  spotted  fever  in  which  no  agglutination 
occurs.  The  use  of  Proteus  X10  and  Proteus  X02 
antigens  has  been  found  to  be  of  no  value  in  dif- 
ferentiating one  of  these  diseases  from  the  other. 
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A STUDY  OF  INFANT  MORTALITY  IN  TENNESSEE,  1934-1937* 


John  M.  Saunders,  M.D.,  Director  of  Maternal  and  Child  Hygiene,  and  Ruth  R.  Puffer, 
Statistician,  Tennessee  Department  of  Public  Health,  Nashville 


INFANT  MORTALITY  in  Tennessee  has 
decreased  in  the  last  few  years,  and  in 
1937  the  rate  of  60.7  per  1,000  live 
births  was  the  lowest  ever  recorded  for  the 
state.  However,  this  rate  is  still  higher 
than  it  is  for  the  United  States  Registration 
Area.  The  high  infant  death  rate  now  pre- 
vailing in  Tennessee  is  due  to  causes  which 
for  the  most  part  are  preventable. 

A study  of  infant  mortality  for  the  four- 
year  period,  1934-1937,  was  made  to  show 
what  causes  are  responsible  for  this  high 
rate.  As  variations  in  infant  mortality  oc- 
cur from  year  to  year,  the  data  for  four 
years  have  been  used  in  order  to  understand 
the  real  problem  in  the  state.  The  material 
used  for  the  study  was  the  data  given  on 
death  certificates  which  are  on  file  in  the 
Division  of  Vital  Statistics  of  the  Tennessee 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


CHART  I 

AVERAGE  ANNUAL  INFANT  MORTALITY  IN  EACH  MONTH  OF  LIFE, 
FOR  THE  FOUR  YEAR  PERIOD,  1934-1937  :TENNESSEE 


Department  of  Public  Health.  No  attempt 
was  made  to  do  any  special  querying  and 
all  the  death  certificates  recorded  in  the 
state  for  infants  dying  during  this  four- 
year  period  are  included  in  the  study. 

There  were  13,790  infant  deaths  recorded 
for  this  four-year  period.  Of  this  number 
10,847,  or  78.7  per  cent,  were  deaths  of 
white  infants  and  2,943,  or  21.3  per  cent, 
were  deaths  of  colored  infants. 

Table  I shows  the  number  of  infant 
deaths  and  the  rate  by  color  for  each  year 
included  in  the  study  and  for  the  entire 
four-year  period.  The  recorded  rate  for 
this  period  was  66.3  per  1,000  live  births. 
The  colored  rate  of  91.8  was  higher  than 
the  white  rate  of  61.7  per  1,000  live  births. 

Since  infant  death  rates  are  based  on  live 
births,  the  size  of  these  rates  is  dependent 
upon  the  completeness  of  both  birth  and 
death  reporting.  The  filing  of  birth  certifi- 
cates is  important,  not  only  for  the  individ- 
uals, but  also  for  the  accuracy  of  such  data 
as  are  presented  here. 

Infant  mortality  has  been  studied  by  age 
groups,  by  groups  of  causes,  and  certain 
specific  causes  for  which  preventive  meas- 
ures are  known,  and  by  season  of  the  year. 

Infant  Mortality  by  Age  Groups 

The  high  infant  death  rate  which  now 
prevails  in  Tennessee  is  due  to  the  high 
neonatal  death  rate  as  well  as  to  a high 
rate  among  infants  one  to  twelve  months  of 
age.  The  neonatal  death  rate  of  34.7  per 


TABLE  I 

Number  of  Infant  Deaths  with  Rates  Per  1,000  Live  Births,  by  Color,  for  the  Four-Year  Period, 

1934-1937 


Total 


Year 

Number 

Rate 

1934 

3,850 

73.5 

1935  — 

_ _ 3,362 

63.2 

1936 

_ 3,428 

67.9 

1937  

_ 3,150 

60.7 

Total  period 

13,790 

66.3 

White 

Colored 

Number 

Rate 

Number 

Rate 

2,991 

67.3 

859 

108.5 

2,672 

59.5 

690 

83.0 

2,720 

63.7 

708 

90.9 

2,464 

56.1 

686 

85.3 

10,847 

61.7 

2,943 

91.8 
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1,000  live  births  is  over  half  of  the  total 
rate  of  66.3;  that  is,  over  fifty  per  cent 
(52.3)  of  all  the  infant  deaths  occurred 
during  the  first  month  of  life.  Mortality 
among  infants  is  shown  according  to  the 
age  at  death  in  Table  II.  These  mortality 
rates  are  shown  graphically  in  Chart  I. 


TABLE  II 

Infant  Deaths  with  Average  Annual  Death 
Rates  Per  1,000  Live  Births  by  Age  for 


the  Four-Year  Period,  1934-1937 


Age  Number 

Rate 

Per 

Cent 

Total  _13,790 

66.3 

100.0 

Total  under  one  month 

7,215 

34.7 

52.3 

Under  one  day 

2,983 

14.3 

21.6 

One  day  to  one  week 

2,323 

11.2 

16.8 

One  week  to  two  weeks 

711 

3.4 

5.2 

Two  weeks  to  three  weeks 

673 

3.2 

4.9 

Three  weeks  to  one  month 

525 

2.5 

3.8 

One  month  _ 

1,217 

5.8 

8.8 

Two  months 

941 

4.5 

6.8 

Three  months 

784 

3.8 

5.7 

Four  months 

659 

3.2 

4.8 

Five  months  - 

559 

2.7 

4.1 

Six  months  _ 

512 

2.5 

3.7 

Seven  months 

446 

2.1 

3.2 

Eight  months 

400 

1.9 

2.9 

Nine  months 

384 

1.8 

2.8 

Ten  months 

344 

1.7 

2.5 

Eleven  months 

329 

1.6 

2.4 

It  is  known  that  it  is  more  difficult  to 
prevent  neonatal  deaths  than  deaths  of  in- 
fants age  one  to  twelve  months.  However, 
if  infant  mortality  is  to  be  substantially 
reduced,  deaths  in  both  groups  must  be 
prevented.  Measures  are  now  known 
whereby  mortality  among  infants  one  to 
twelve  months  of  age  may  be  decreased  to 
a large  extent. 


Infant  Mortality  by  Groups  of  Causes 

When  neonatal  mortality  and  mortality 
of  infants  from  one  to  twelve  months  of  age 
are  considered  by  cause  as  shown  in  Table 
III,  the  variations  in  the  rates  in  the  two 
age  groups  are  found  to  be  different  for  the 
various  causes.  The  greatest  cause  of  death 
during  the  first  month  was  malformations 
and  diseases  of  early  infancy,  which  in- 
cludes all  natal  causes  and  deaths  said  to  be 
due  to  prematurity.  Malformations  and 
diseases  of  early  infancy  were  responsible 
for  65.6  per  cent  of  all  neonatal  deaths  and 
only  8.9  per  cent  of  all  deaths,  one  to  twelve 
months  of  age. 

Over  half  of  the  deaths  among  infants 
one  to  twelve  months  of  age  were  due  to 
respiratory  and  gastrointestinal  diseases 
(respiratory  28.9  per  cent,  gastrointestinal 
26.3  per  cent),  the  rates  being  9.1  and  8.3 
per  1,000  live  births,  respectively. 

Chart  II  shows  in  graphic  form  mortality 
for  the  first  month  and  for  the  first  year 
of  life  by  six  groups  of  causes.  The  high 
rate  among  infants  under  one  month  of 
age  further  emphasizes  the  importance  of 
natal  causes  and  diseases  of  early  infancy 
as  an  important  factor  in  infant  mortality. 
A program  to  further  reduce  infant  mortal- 
ity must  be  directed  towards  the  reduction 
of  neonatal  deaths  and  those  deaths  due  to 
gastrointestinal  and  respiratory  diseases  in 
infants  from  one  to  twelve  months  of  age. 

Infant  deaths  due  to  causes  for  which 
preventive  measures  are  known  have  been 
studied  in  more  detail.  In  the  light  of  the 
knowledge  gained  from  this  study,  plans 


TABLE  III 

Infant  Deaths  with  Average  Annual  Mortality  in  Two  Age  Groups,  by  Cause,  for  the  Four- 

Year  Period,  1934-1937 

Total  Under  One  Month  One  Month  to  One  Year 


Number 

Rate 

Pet. 

Number 

Rate 

Pet. 

Number 

Rate 

Pet. 

All  Causes  _ _ .13,790 

66.3 

100.1 

7,215 

34.7 

100.0 

6,575 

31.6 

100.0 

Infectious  Diseases  — 

1,055 

5.1 

7.7 

187 

0.9 

2.6 

868 

4.2 

13.2 

Respiratory  Diseases. 
Gastrointestinal  Dis- 

2,384 

11.5 

17.3 

486 

2.3 

6.7 

1,898 

9.1 

28.9 

eases* 

Malformations  and 

1,884 

9.1 

13.7 

156 

0.7 

2.2 

1,728 

8.3 

26.3 

Early  Infancy 

All  Other  Specific 

5,324 

25.6 

38.6 

4,736 

22.8 

65.6 

588 

2.8 

8.9 

Causes 

Ill-defined  or  Unknown 

933 

4.5 

6.8 

303 

1.5 

4.2 

630 

3.0 

9.6 

Causes 

2,210 

10.6 

16.0 

1,347 

6.5 

18.7 

863 

4.1 

13.1 

^Deaths  from  dysentery  are  included. 
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CHART  II 

AVERAGE  ANNUAL  MORTALITY  IN  THE  FIRST  MONTH  AND  IN  THE 
FIRST  YEAR  OF  LIFE , BY  CAUSE  , FOR  THE  FOUR  YEAR  PERIOD, 
1934-1937 -.TENNESSEE 


may  be  made  to  prevent  these  deaths  in  the 
future. 


Infant  Deaths  Due  to  Specific 
Infectious  Diseases 
Deaths  due  to  whooping  cough,  syphilis, 
measles,  and  diphtheria  accounted  for  72.4 
per  cent  of  all  the  deaths  due  to  infections. 
The  numbers  of  deaths  due  to  syphilis  and 
whooping  cough  by  age  are  shown  in  Chart 
III.  Over  three-fourths  (168)  of  the  221 
deaths  due  to  syphilis  during  the  four  years 
occurred  among  infants  under  four  months 
of  age.  Deaths  under  one  month  outnum- 
bered those  for  all  other  months.  Similar- 
ly, whooping  cough  was  most  fatal  in  very 
young  infants,  256  of  the  388  deaths  occur- 
ring under  six  months  of  age.  In  this  age 
group  there  were  more  deaths  from  whoop- 
ing cough  than  from  any  other  communica- 
ble disease. 

CHART  III 


INFANT  DEATHS  FROM  WHOOPING  COUGH  AND  SYPHILIS  , BY  AGE  AT 
DEATH, FOR  THE  FOUR  YEAR  PERIOD  , 1934  - 1937  : TENNESSEE 


Diphtheria  was  the  assigned  cause  for 
fifty-seven  infant  deaths  and  measles  for 
ninety-eight.  Some  of  these  diphtheria 
deaths  occurred  in  infants  under  six  months 
of  age.  According  to  the  International  List 
of  Causes  of  Death,  croup  when  not  said  to 
be  nondiphtheritic  must  be  assigned  to 
diphtheria.  It  is  well  known  that  nondiph- 
theritic croup  is  a frequent  cause  of  death 
among  small  babies,  and  some  of  these 
deaths  may  have  been  due  to  nondiphtheritic 
croup. 

Similarly,  one  may  speculate  about  the 
large  number  (fifty-three  deaths  of  a total 
of  ninety-eight)  of  deaths  under  six  months 
of  age  assigned  to  measles.  Should  some  of 
these  deaths  be  assigned  to  syphilis? 

Deaths  due  to  syphilis  and  diphtheria  are 
preventable.  All  deaths  due  to  syphilis  may 
be  prevented  by  adequate  antisyphilitic 
treatment  during  prenatal  life.  Also,  diph- 
theria deaths  may  be  prevented,  for  we 
have  a definite  immunizing  agent  against 
the  disease. 

It  may  be  that  all  deaths  due  to  whoop- 
ing cough  and  measles  are  not  prevent- 
able, but  every  effort  should  be  made  to 
prevent  exposure  of  small  children  to  these 
diseases.  Immunization  against  whooping 
cough  must  be  given  early  in  life  if  it  is  to 
be  effective  in  preventing  deaths  under  six 
months  of  age.  Immunization  of  older 
children  may  prevent  them  from  having  the 
disease  and  bringing  it  home  to  their 
younger  brothers  and  sisters. 

Infant  Deaths  Due  to  Accidents 

During  the  four  years,  191  infants’  deaths 
were  assigned  to  accidents  other  than  acci- 
dents occurring  during  labor  and  delivery. 
Approximately  one-third  of  these  deaths 
were  due  to  mechanical  suffocation  as  is 
shown  in  Table  IV.  This  cause  was  respon- 
sible for  more  of  these  accidental  deaths 
than  any  other  cause,  and  the  proportion 
was  relatively  higher  among  infants  under 
one  month  than  among  infants  one  to  twelve 
months  of  age.  Certainly  these  deaths  are 
preventable,  and  one  of  the  reasons  for  a 
separate  bed  for  the  infant  is  to  prevent 
these  accidental  deaths.  The  percentages 
of  deaths  due  to  burns,  falls,  and  foreign 
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TABLE  IV 

Infant  Deaths  from  Accidents  by  Cause  in  Two  Age  Groups  for  the  Four-Year  Period,  1934-1937 


Total 

Cause  Number  Pet. 

|!  Total 191  99 

! Burns  27  14 

Mechanical  Suffocation 61  32 

Falls  10  5 

i Foreign  Bodies 14  7 

ij  Others  79  41 


bodies  were  higher  among  infants  one  to 
twelve  months  of  age  than  among  infants 
i under  one  month,  which  may  be  an  index  to 
the  relative  hazards  that  infants  of  the 
different  age  groups  are  subject  to.  These 
deaths  are  also  preventable.  Provisions 
should  be  made  to  prevent  children  from 
falling  into  the  fire  or  into  hot  water,  and 
no  child  should  be  allowed  to  eat  or  play 
with  objects  which  he  might  aspirate. 

Infant  Deaths  Stated  as  Due  to 
Prematurity 

Approximately  half  of  all  infant  deaths 
occur  within  the  first  month  of  life  and 
nearly  half  (40.5  per  cent)  of  these  neo- 
natal deaths  are  said  to  be  due  to  prematu- 
| rity.  Table  V shows  the  number  and  per- 
I centages  of  infant  deaths  said  to  be  due  to 
prematurity  by  age.  These  deaths  account- 
ed for  22.2  per  cent  of  all  the  infant  deaths 
during  this  four-year  period.  Deaths  said 
to  be  due  to  prematurity  accounted  for  only 
2.1  per  cent  of  the  deaths  among  infants 
one  to  twelve  months  of  age. 

All  deaths  due  to  prematurity  are  not 
preventable.  However,  effort  should  be 
made  to  prevent  the  occurrence  of  prema- 
ture births  and  whenever  they  do  occur 
every  effort  should  be  made  to  give  the  pre- 
mature infant  the  best  possible  care. 


Under  One  Month  One  Month  to  One  Year 


Number 

Pet. 

Number 

Pet. 

64 

100 

127 

99 

2 

3 

25 

20 

25 

39 

36 

28 

2 

3 

8 

6 

2 

3 

12 

9 

33 

52 

46 

36 

Seasonal  Variation  in  Infant  Mortality 
The  seasons  of  the  year  influence  infant 
mortality  as  is  shown  in  Table  VI  and  Chart 
IV.  For  all  infant  deaths,  the  rates  are 
lower  in  the  spring  (April  and  May)  and  in 
the  fall  (September,  October,  and  Novem- 
ber) of  the  year. 

For  neonatal  deaths,  there  is  a gradual 
decline  in  the  rate  from  January  to  late  fall 
and  then  a slight  rise  during  December. 

CHART  IV 

AVERAGE  ANNUAL  INFANT  MORTALITY  IN  CERTAIN  AGE 
PERIODS,  BY  CALENDAR  MONTH  OF  DEATH, FOR  THE 
FOUR  YEAR  PERIOD,  1934-1937  : TENNESSEE 


TABLE  V 

Number  and  Percentage  of  Infant  Deaths  Stated  as  Due  to  Prematurity  in  Two  Age  Groups  for 
Four-Year  Period,  1934-1937 

Total  Under  One  Month  One  Month  to  One  Year 

Number  Pet.  Number  Pet.  Number  Pet. 


Total  13,790  100.0  7,215  100.0  6,575  100.0 

Premature  3,062  22.2  2,925  40.5  137  2.1 

Others 10,728  77.8  4,290  59.5  6,438  97.9 
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TABLE  VI 

Total  Infant  Deaths  with  Average  Monthly  Rates  Per  1,000  Live  Births,  by  Calendar  Month 
and  in  Two  Age  Groups,  for  the  Four-Year  Period,  1934-1937 


Total 

Month  Number  Rate 

Total 13,790  66.3 

January  1,286  74.2 

February  1,253  72.3 

March  1,237  71.4 

April 1,047  60.4 

May 937  54.0 

June  1,198  69.1 

July 1,382  79.7 

August  1,174  67.7 

September  994  57.3 

October  1,129  65.1 

November 991  57.2 

December  1,162'  67.0 

However,  there  is  very  little  change  in  the 
neonatal  rates  throughout  the  year.  This 
is  probably  due,  in  part,  to  the  fact  that  the 
majority  of  neonatal  deaths  are  caused  by 
malformations  and  diseases  of  early  in- 
fancy, which  are  not  influenced  by  season 
of  the  year.  The  slightly  higher  rates  dur- 
ing the  winter  months  may  be  a result  of 
environment  and  subsequent  infections. 

On  the  other  hand,  death  rates  for  in- 
fants one  to  twelve  months  of  age  are  high- 
est during  the  winter  months  and  the  very 
hot  months  of  summer,  the  rate  during  the 
summer  (July)  being  higher  than  at  any 
other  time  of  the  year. 

When  this  seasonal  variation  in  the  death 
rate  of  infants  one  to  twelve  months  of  age 
is  studied  by  cause,  it  is  found  that  there 
is  a marked  difference  in  seasonal  distribu- 
tion of  deaths  from  gastrointestinal  and 
respiratory  diseases.  Respiratory  diseases 
are  responsible  for  the  high  rates  during 
the  colder  months  of  the  year  with  minimal 
rates  during  the  summer.  On  the  other 
hand,  rates  from  gastrointestinal  diseases 
are  extremely  high  during  the  summer 
months,  ranging  from  a low  rate  of  0.9 
per  1,000  live  births  in  February  to  a rate 
of  26.6  in  July.  This  is  shown  in  Table 
VII  and  Chart  V.  Nearly  two-thirds  (65 
per  cent)  of  the  deaths  from  respiratory 
diseases  in  this  age  group  occurred  during 
five  winter  months,  January,  February, 
March,  November,  and  December.  Over 
half  (62.2  per  cent)  of  the  deaths  from 


Under  One  Month  One  Month  to  One  Year 


Number 

Rate 

Number 

Rate 

7,215 

34.7 

6,575 

31.6 

682 

39.3 

604 

34.8 

706 

40.7 

547 

31.6 

690 

39.8 

547 

31.6 

592 

34.1 

455 

26.2 

573 

33.1 

364 

21.0 

612 

35.3 

586 

33.8 

576 

33.2 

806 

46.5 

587 

33.9 

587 

33.9 

532 

30.7 

462 

26.6 

543 

31.3 

586 

33.8 

497 

28.7 

494 

28.5 

625 

36.1 

537 

31.0 

gastrointestinal 

diseases 

occurred 

during 

the  hot 

months 

of  the 

year,  June,  July, 

and  August.  The  reduction  of  deaths 
from  these  two  diseases  alone  would  cause 


a striking  decrease  in  mortality  of  infants 
one  to  twelve  months  of  age. 

CHART  V 


AVERAGE  MONTHLY  DEATH  RATES  PER  1,000  LIVE  BIRTHS  OF  INFANTS 
ONE  MONTH  TO  ONE  YEAR  OF  AGE  , BY  CALENDAR  MONTH  OF  DEATH, 
FOR  THE  FOUR  YEAR  PERIOD , 1934-1937  : TENNESSEE 


TABLE  VII 

Deaths  from  Gastrointestinal  and  Respiratory 
Diseases  of  Infants  One  Month  to  One  Year 
of  Age  with  Average  Monthly  Rates  Per 
1,000  Live  Births  by  Calendar  Month  of 
Death  for  the  Four- Year  Period, 
1934-1937 

Gastrointestinal  Respiratory 

Diseases  Diseases 


Month 

No. 

Rate 

No. 

Rate 

Total 

1,728 

CO 

00 

1,898 

9.1 

January 

29 

1.7 

321 

18.5 

February 

16 

0.9 

278 

16.0 

March 

25 

1.4 

271 

15.6 

April 

17 

1.0 

181 

10.4 

May 

73 

4.2 

97 

5.6 

June 

. __  320 

18.5 

62 

3.6 

July  _ 

462 

26.6 

60 

3.5 

August 

292 

16.8 

57 

3.3 

September 

173 

10.0 

69 

4.0 

October 

179 

10.3 

138 

8.0 

November 

. _ 95 

5.5 

134 

7.7 

December 

47 

2.7 

230 

13.3 
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Practically  all  of  the  deaths  due  to  gas- 
trointestinal diseases  are  preventable.  Even 
though  all  of  the  respiratory  deaths  are  not 
preventable,  some  of  the  deaths  from  this 
cause  could  be  prevented. 

Summary 

1.  The  13,790  recorded  infant  deaths  in 
Tennessee  for  the  four-year  period,  1934- 

| 1937,  have  been  studied.  The  recorded  in- 
; fant  death  rate  for  this  period  was  66.3  per 
j 1,000  live  births. 

2.  Over  fifty  per  cent  (52.3  per  cent)  of 
the  infant  deaths  occurred  during  the  first 
month  of  life. 

3.  Malformations  and  diseases  of  early 
infancy  were  responsible  for  the  majority 
of  the  neonatal  deaths,  whereas  gastroin- 
testinal and  respiratory  diseases  were  the 

■ chief  causes  of  death  among  infants  one  to 
twelve  months  of  age. 

4.  Syphilis,  whooping  cough,  diphtheria, 
and  measles  were  responsible  for  72.4  per 
cent  of  all  the  deaths  due  to  infections. 

5.  Accidents  other  than  those  occurring 
at  the  time  of  delivery  were  responsible  for 
191  infant  deaths  during  these  four  years. 
Approximately  a third  (32  per  cent)  of 
these  accidental  deaths  were  due  to  mechan- 
ical suffocation. 

6.  Prematurity  was  said  to  be  the  cause 
of  22.2  per  cent  of  all  infant  deaths  during 
this  four-year  period,  40.5  per  cent  of  neo- 
natal deaths  and  2.1  per  cent  of  the  deaths 
of  infants  one  to  twelve  months  of  age  be- 
ing due  to  prematurity. 

7.  For  all  infant  deaths,  rates  are  lower 
in  the  spring  (April  and  May)  and  in  the 
fall  (September-November)  of  the  year. 
The  rates  for  neonatal  deaths  are  practical- 
ly the  same  throughout  the  year,  with  a 
slight  increase  during  the  winter  months, 
whereas  death  rates  for  infants  one  to 
twelve  months  of  age  are  highest  during 
the  winter  and  the  very  hot  months  of 
summer. 

8.  Death  rates  from  respiratory  diseases 
among  infants  one  to  twelve  months  of  age 
show  striking  increases  during  the  cold 
months  of  the  year,  whereas  the  rates  from 
gastrointestinal  diseases  are  very  high  dur- 
ing the  summer. 


DISCUSSION 

DR.  ARTHUR  G.  QUINN  (Memphis)  : A sta- 
tistical study  is  usually  uninteresting  to  the  clin- 
icians, but  the  information  derived  from  this  study 
is  of  immeasurable  value  in  focusing  attention  to 
the  particular  morbid  conditions  that  are  giving 
trouble. 

Impressions  gained  in  our  daily  work  are  quite 
often  found  erroneous  after  such  a study  as  Dr. 
Saunders  has  given  us. 

In  1932  at  the  John  Gaston  Hospital  we  began 
classifying  our  diagnoses  according  to  groups ; 
that  is: 

Group  1 — Well  infants 

Group  2 — Developmental  anomalies 

Group  3 — Traumatic  conditions 

Group  4 — Metabolic  disturbances 

Group  5 — Infectious  diseases 

Group  6 — Miscellaneous  conditions 

All  diagnoses  were  made  after  a careful  study 
of  each  case.  They  were  grouped  according  to 
whether  the  infants  were  born  of  toxemic  mothers 
or  nontoxemic ; also  as  to  whether  or  not  the  mother 
had  syphilis.  We  found  that  among  our  infants 
these  two  conditions  were  not  an  important  pre- 
disposing factor  in  morbidity  and  mortality  except 
in  grade  four  toxemias. 

Following  the  classifications  as  given  above  we 
were  able  to  very  definitely  show  where  our  mor- 
bidity and  mortality  occurred.  As  Dr.  Saunders 
has  pointed  out  prematurity  is  the  big  factor  in 
infant  mortality,  but  it  is  not  the  sole  factor.  We 
found  that  among  developmental  anomalies  there  is 
not  much  that  can  be  done  to  lower  morbidity  and 
mortality. 

We  have  definitely  affected  the  mortality  in  the 
traumatic  conditions  by  lowering  the  number  of 
these  cases,  although  it  seems  that  the  treatment 
of  these  conditions  is  not  affected.  We  have  very 
definitely  been  able  to  lower  the  morbidity  and 
mortality  among  the  infectious  diseases  and  mis- 
cellaneous conditions. 

According  to  our  classification  no  doubt  some  of 
our  miscellaneous  diagnoses  such  as  “undeter- 
mined” could  fall  into  the  infectious  diseases  or 
traumatic  conditions,  but  there  was  not  sufficient 
evidence  to  warrant  either  grouping. 

As  a result  of  our  studies  and  work  we  have 
brought  our  mortality  in  1937  and  1938  down  to 
the  level  that  Dr.  Saunders  shows  in  his  four-year 
period. 

The  high  mortality  we  had  in  1933  and  1934  was 
due  to  an  epidemic  of  infectious  diarrhea  in  which 
the  mortality  was  very  high. 

Using  the  same  classification  of  morbid  condi- 
tions in  the  premature  infants,  in  spite  of  a steady 
increase  in  the  number  of  premature  infants  and 
no  apparent  decrease  in  the  morbid  conditions,  we 
have  lowered  our  mortality  for  the  period  1933  to 
1938  from  sixty-two  per  cent  down  to  twenty-nine 
per  cent. 
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The  diseases  that  increased  mortality  we  have 
been  able  to  reduce  by  the  use  of  good  nursing 
personnel  and  environmental  factors  and  more 
careful  feeding  of  both  mature  and  premature  in- 
fants. Among  the  infectious  and  miscellaneous 
conditions  we  have  put  all  conditions  due  to  feeding 
in  the  metabolic  classification  because  we  feel  that 
mass  feeding  of  newborn  infants  can  be  a predis- 
posing factor  in  mortality  among  both  premature 
and  mature  infants  as  Dr.  Saunders  points  out. 

DR.  J.  C.  OVERALL  (Nashville)  : Mr.  Chair- 
man, Members  of  the  Society:  In  discussing  this 
paper  Dr.  Quinn  has  taken  the  group  up  to  one 
month,  and  I am  attempting  to  bring  out  some 
practical  points  in  the  group  from  one  month  on. 
I have  the  advantage  of  him  there  in  that,  from 
the  standpoint  of  what  you  can  do  about  it,  the 
group  from  one  month  on  is  decidedly  the  best 
group  to  work  for.  This  is  brought  out  very  strik- 
ingly from  the  statistics  in  the  State  of  New  York. 
Over  the  twenty-year  period  from  1915  to  1935, 
in  their  infant  mortality  statistics,  in  the  group 
under  one  month  the  mortality  was  reduced  only 
from  thirty-seven  down  to  thirty  per  1,000,  while 
in  the  group  from  one  month  to  one  year,  the 
mortality  was  reduced  from  sixty-five  to  twenty- 
one  per  1,000.  In  other  words,  as  regards  reduc- 
tion of  mortality  in  the  group  under  one  month, 
we  cannot  say  it  is  impossible,  but  certainly  not  a 
great  deal  of  progress  has  been  made  over  the  past 
twenty  or  twenty-five  years. 

I think  that  we  learn  one  lesson  from  statistics 
of  his  type  in  that  we  learn  what  our  mistakes  are, 
just  as  we  would  all  profit  by  having  all  of  our 
patients,  when  they  die,  autopsied.  It  sometimes 
may  slap  us  in  the  face,  but  it  will  teach  us  a lot 
of  valuable  lessons,  and  if  we  will  autopsy  his  re- 
port here  we  can  get  a few  suggestions  that  I 
think  will  be  of  a great  deal  of  practical  value 
to  us  all. 

The  first  group  in  his  statistics  that  I wish  to 
emphasize  is  the  group  of  the  infectious  diseases. 
I wish  mainly  to  emphasize,  that  group  because  we 
have  very  definite  specific  measures  for  some. 

Take  whooping  cough  as  an  example.  I think  in 
this  instance,  although  we  do  not  have  a preventive 
agent  that  is  100  per  cent  successful,  it  has  cer- 
tainly been  shown  that  the  inoculations  against 
whooping  cough  are  not  harmful,  and  are  giving 
somewhere  around  seventy-five  per  cent  succesful 
results  in  controlled  series  that  have  been  reported 
within  the  past  year  or  two.  Of  course  the  fact 
that  so  many  of  the  whooping  cough  deaths  occur 
under  six  months  should  lead  us  to  give  those  in- 
oculations to  the  very  small  child.  A good  many 
men  over  the  country  give  those  inoculations 
around  three  months  of  age,  and  divide  those  inoc- 
ulations up  into  smaller  doses,  rather  than  give 
the  same  size  doses  that  they  do  to  older  children. 

In  connection  with  syphilis,  we  used  to  be  afraid 
to  ask  our  patients  for  permission  to  make  blood 


tests.  I think  due  to  the  publicity  from  various 
sources  that  this  should  not  be  a drawback  now, 
and  routine  Wassermanns  should  be  made  on  every 
mother  who  presents  herself  for  care  during  her 
pregnancy.  Of  course  if  that  routine  Wassermann 
is  taken  and  the  proper  sort  of  treatment  is  given 
to  the  mother,  we  should  not  have  any  deaths  under 
the  heading  of  syphilis. 

Measles. — The  immunizing  there,  although  it  is 
temporary,  is  certainly  worth  while  using,  and 
you  don’t  necessarily  have  to  use  the  commercial 
immunizing  agent  or  placental  extract.  If  you 
will  use  anywhere  from  fifteen  to  thirty  cubic  cen- 
timeters of  either  parent’s  blood  (if  they  have  had 
measles)  within  five  to  six  days  after  exposure, 
you  will  find  that  in  the  large  majority  of  the  in- 
fants you  can  either  prevent  the  measles  or  cer- 
tainly minimize  it  to  the  extent  that  it  will  not 
produce  the  number  of  deaths  quoted  in  these  sta- 
tistics. This  can  be  given  in  the  home  by  anyone 
with  a twenty  to  thirty  cubic  centimeter  syringe 
and  the  ability  to  boil  and  sterilize  properly. 

Diphtheria. — Even  though  there  were  a good 
many  deaths  under  six  months  of  age,  Dr.  Saun- 
ders felt  that  some  of  those  that  were  put  down 
as  diphtheritic  croup  possibly  would  have  been  clas- 
sified otherwise  if  cultures  or  direct  laryngoscopic 
examinations  had  been  done.  Certainly  with  as 
simple  and  positive  an  immunizing  agent  as  we 
have,  we  should  be  ashamed  of  ourselves  to  see  the 
statistics  that  he  brought  out  in  regard  to  the  diph- 
theria deaths,  and  don’t  try  to  lay  the  blame  on 
the  other  man.  I think  we  in  private  practice  are 
too  wont  to  criticize  the  Health  Department  for 
taking  patients  away  from  us  in  regard  to  inocula- 
tions. We  may  say:  “Well,  the  Health  Depart- 
ment is  inoculating  all  the  children.”  If  we  will 
look  at  ourselves  we  will  find  that  that  fault  lies 
with  us,  because  we  are  negligent  in  our  duty,  and 
not  because  the  Health  Department  is  forward  in 
its  duty.  If  you  will  stop  and  think  back,  the 
majority  of  you  have  to  have  the  mother  come  in 
and  ask  for  an  inoculation  before  you  will  give  it. 

Dr.  Saunders  mentioned  respiratory  diseases  and 
the  infectious  diarrheas  as  being  two  of  the  prin- 
cipal causes  of  death  in  the  age  group  from  one 
month  to  a year.  Of  course,  the  respiratory  dis- 
eases, as  he  has  said,  we  can  do  very  little  about 
unless  possibly  some  of  our  new  chemicals  (espe- 
cially sulfanilamide  and  sulfapyridine)  are  going 
to  continue  to  work  the  miracles  that  they  are 
being  given  credit  for.  The  main  thing,  however, 
is  to  remove  the  infants  as  far  as  possible  from 
exposure. 

In  the  case  of  infectious  diarrheas,  we  should 
make  it  an  inviolable  rule  to  boil  everything  until 
that  child  is  one  year  of  age.  Regardless  of 
whether  we  feel  we  have  the  very  best  milk  and 
water,  it  will  be  safer  to  boil.  We  may  find  that 
some  of  the  infections  are  being  carried  through 
these  sources. 
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Then  there  is  one  other  thing : I noticed  that  six- 
teen per  cent  of  his  deaths  were  classified  as  “un- 
known.” I am  not  a pathologist,  but  I do  feel  that 
if  we  will  ask  in  the  right  sort  of  way  for  autop- 
sies, we  will  frequently  be  given  permission.  I am 
fortunate  enough  so  far,  even  in  private  patients, 
! to  have  been  able  to  obtain  better  than  fifty  per 
J cent  post-mortems  on  my  private  patients,  and  I 
have  never  found  any  difficulty  among  reasonable 
people  when  I asked  for  an  autopsy.  If  we  are 


going  to  help  to  improve  these  “unknown”  statistics 
we  have  got  to  help  get  more  autopsies.  Most  of 
us,  whether  we  are  in  a town  with  a large  hos- 
pital or  not,  are  close  enough  so  that  there  is  a 
pathologist  within  a distance  where  we  can  get  a 
reasonably  good  autopsy  done. 

I think  we  should  congratulate  Dr.  Saunders  on 
bringing  these  statistics  to  us,  if  we  will  just  take 
advantage  of  them  and  learn  our  lesson  thereby. 
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THE  RELATIONSHIP  WHICH  SHOULD  EXIST  BETWEEN  THE 
INDUSTRIAL  PHYSICIAN  AND  THE  PRIVATE  PRACTI- 
TIONER OF  MEDICINE* 


C.  F.  N.  SCHRAM,  M.D.,  Kingsport 


THE  TOPIC  implies  that  this  relation- 
ship is  not  always  that  which  it  should 
be,  but  it  is  not  my  province  or  intent 
to  enter  into  any  controversy,  but  rather 
from  my  own  experience  to  tell  of  some  of 
the  lessons  I have  learned  on  how  to  co- 
operate with  the  family  doctors  of  the  em- 
ployees who  have  worked  in  the  industries 
in  which  I have  been,  or  at  least  have  tried 
to  be,  a fellow  employee.  As  you  well  know, 
it  is  part  of  the  job  of  the  industrial  physi- 
cian and  surgeon  to  supervise  a part  of  the 
health  program  of  his  fellow  employees, 
and  in  this  work,  if  the  relationship  be- 
tween family  physician  and  industrial  phy- 
sician is  coperative,  much  good  can  be  ac- 
complished. However,  I am  not  here  to 
give  you  platitudes. 

I do  not  need  to  review  the  history  of 
the  development  of  industrial  medicine  from 
the  “contract  doctor”  to  the  present  time. 
I have  known  “contract  doctors”  who  were 
just  as  ethical,  honest,  and  hard-working 
as  any  other  physician,  and  they  often 
worked  under  conditions  which  made  it 
almost  impossible  to  render  efficient  service ; 
but  we  do  know  that  the  faults  of  that  sys- 
tem raised  a question  in  the  minds  of  many 
private  practitioners  as  to  whether  or  not 
the  physician  who  entered  upon  an  indus- 
trial career  was  just  what  he  should  be.  I 
also  know  that  physicians  have  used  their 
industrial  connections  to  build  up  a private 
practice  with  no  thought  of  really  serving 
in  the  industrial  field. 

Nevertheless,  industry  has  a definite  need 
for  a physician’s  service  and  in  the  larger 
industries  that  need  is  being  filled  by  men 
of  the  highest  type,  men  who  graduate  from 
the  best  schools,  who  serve  regular  intern- 
ships, and  who  are  ethical. 

A.  M.  Harvey,  F.  A.  C.  S.,  started  with 
the  Crane  Company  of  Chicago  in  1896,  and 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12',  13,  1939. 


is  the  father  of  the  present  safety  goggle 
and  the  leggings  used  in  industry  today.  I 
will  not  attempt  to  enumerate  the  number 
of  eyes  that  have  been  saved  by  the  use  of 
goggles  nor  the  number  of  burns  prevented 
by  the  use  of  leggings.  L.  A.  Shoudy,  F.  A. 
C.  S.,  of  Bethlehem  Steel,  is  another  out- 
standing man  who  through  his  ethical  devel- 
opment of  the  salt  and  dextrose  tablet  has 
saved  an  enormous  loss  through  making 
heat  prostration  a rare  industrial  casualty. 
I could  go  on  to  give  specific  instances  of 
the  work  done  by  Otto  Geier  of  the  Cin- 
cinnati Milling  Machine  Company;  J.  R. 
Garner  of  the  Atlanta  and  West  Point  Rail- 
road Company ; Lloyd  Nolan  of  the  Tennes- 
see Coal,  Iron,  and  Railroad  Company;  W. 
A.  Sawyer  of  the  Eastman  Kodak  Company, 
Rochester,  New  York;  Thomas  Dobbins  of 
Servel,  Inc.,  Evansville,  Indiana;  R.  B. 
Quinby  of  the  Hood  Rubber  Company;  Ed- 
ward C.  Holmblad  of  American  Railways; 
and  a host  of  others  whom  I could  name 
and  tell  of  their  work,  but  it  is  unnecessary. 

In  citing  these  names  and  the  incidents 
in  the  work  of  the  first  two,  I have  por- 
trayed a part  of  the  work  of  the  industrial 
physician,  which  is  in  keeping  with  the  best 
tenets  of  the  practice  of  medicine  in  that 
it  is  preventive;  and  no  greater  calling  has 
ever  entered  the  mind  of  man. 

There  are  in  the  nation  over  1,200  indus- 
trial physicians;  in  the  South  there  are 
eighty-three.  Dr.  J.  R.  Garner  of  Atlanta 
and  I had  charge  of  the  medical  part  of 
the  program  at  the  first  Southern  Safety 
Conference  held  in  Jackson,  Mississippi,  in 
February  of  this  year.  After  Dr.  Garner’s 
talk,  I am  sure  that  no  one  present  held  any 
other  idea  than  that  good  medical  service 
was  a part  of  any  safety  program  irrespec- 
tive of  whether  it  be  public  safety  or  in- 
dustrial. 

Health  maintenance  is  the  industrial  phy- 
sician’s principal  endeavor:  through  pre- 
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employment  examinations,  periodic  re-ex- 
aminations, the  treatment  of  minor  injuries 
and  illnesses,  the  enforcement  of  public 
health  regulations  as  they  apply  to  the  em- 
ployees of  the  industry  with  which  he  is 
connected,  and  control  of  sanitation,  light- 
ing, and  health  hazards. 

Pre-employment  examinations  are  not 
made  with  the  idea  of  ruling  men  out  of 
employment,  but  with  the  idea  of  proper 
placement.  The  records  of  the  modern  med- 
ical department  are  as  confidential  as  the 
ones  in  the  private  practitioner’s  office.  The 
private  practitioner  tells  his  patient  the 
findings  on  an  examination  and  so  do  we, 
because  an  examination  which  reveals  a 
curable  or  preventable  condition  is  absolute- 
ly useless  unless  the  patient’s  cooperation 
in  the  treatment  is  secured,  and  he  or  she 
cannot  cooperate  unless  the  facts  are  known 
to  the  patient.  In  very  serious  conditions 
I nearly  always  ask  the  family  physician 
to  state  the  findings  for  the  reason  that  he 
knows  the  patient,  the  background,  and  the 
family  history,  and  is  better  able  to  give  the 
patient  the  necessary  facts  to  secure  whole- 
hearted cooperation  in  treatment  and  yet 
not  cause  a depressive  or  discouraged  state 
by  telling  too  much. 

The  periodic  examinations  are  also  for 
the  purpose  of  health  maintenance  and  the 
discovery  of  pathologic  conditions  in  their 
incipiency. 

The  treatment  of  minor  injuries  and 
minor  illnesses,  the  sanitation  control,  the 
supervision  of  lighting  and  control  of  health 
hazards — all  are  for  the  sole  purpose  of 
health  maintenance. 

It  has  been  stated  that  during  the  first 
part  of  this  century  there  was  as  much 
time  lost  from  injury  as  from  illness.  Then 
the  safety  movement  came  into  being  as  an 
organized  effort.  But  the  safety  movement 
said:  “Don’t  get  hurt.”  It  did  not  say: 
“Don’t  get  ill.”  Time  lost  from  shop  in- 
jury has  been  reduced  seventy-five  per  cent 
and  now  we  have  the  anomalous  condition 
of  about  one-half  day  per  employee  lost 
annually  from  shop  injury  and  from  eight 
to  fifteen  days  lost  from  illness.  Some  say 
that  this  is  all  due  to  workmen’s  compensa- 
tion laws  which  made  injury  expensive. 


Perhaps,  but  do  we  want  compensation  laws 
to  cover  all  illnesses  ? Dr.  Lyman  Fiske  has 
stated  that  by  the  use  of  existing  knowledge 
illness  could  be  reduced  ninety  per  cent.  If 
we  reach  any  such  utopia  among  industrial 
employees,  it  will  demand  the  closest  co- 
operative effort.  But  if  we  ever  approxi- 
mate it  amicably  through  working  together, 
we  may  eliminate  the  greatest  possible 
source  of  ill  feeling,  i.e.,  legal  pressure. 

C.  D.  Selby,  M.D.,  Medical  Consultant, 
General  Motors  Corporation : “While  in- 
dustry has  no  wish  to  assume  responsibility 
for  treatment,  compensation  acts  have  ob- 
ligated employers  to  furnish  treatments  for 
occupational  injuries  and  diseases.  Nat- 
urally they  expect  their  own  doctors  to 
render  service  and  this  is  usually  done. 
However,  the  industrial  physicians  of  the 
type  under  discussion  are  moving  steadily 
from  surgery  to  preventive  medicine,  and 
the  evolution  is  leaving  them  dependent 
upon  consultants,  who  are  in  reality  pri- 
vate practitioners.  Incidentally,  there  is 
frequently  much  to  be  done  by  the  plant 
physicians  in  behalf  of  employees  discharged 
by  consultants  as  cured  before  they  can  be 
placed  satisfactorily  back  in  industry. 

“So  with  the  exception  of  minor  injuries 
and  the  occupational  diseases,  which  are  in- 
frequent, and  considering  the  fact  that  pri- 
vate practitioners  treat  the  injuries  in  about 
eighty-five  per  cent  of  all  industries,  it  is 
evident  that  the  private  practitioners  are 
dominant  in  the  care  of  sick  and  injured 
workmen.  About  all  that  the  plant  doctor 
actually  does  in  this  respect  is  to  act  as  a 
clearinghouse  and  to  correlate  the  services 
necessary  to  adequately  care  for  employees 
for  whom  his  management  is  responsible. 
In  short,  he  acts  as  a case-finding  agency. 

“This  trend  on  the  part  of  industrial  med- 
icine to  ally  itself  with  private  practice  in 
the  care  of  industrial  patients  should  be  en- 
couraged. Industrial  medicine  is  an  honor- 
able specialty  of  medicine.  It  is  suggested 
that  the  general  profession  be  made  more 
cognizant  of  its  ideals  and  objectives.  As 
a means  toward  a better  understanding,  it 
is  suggested  that  more  medical  societies  fol- 
low the  example  of  the  New  York  State  So- 
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ciety  in  organizing  sections  in  industrial 
medicine.” 

The  adjustment  of  this  point  of  legal 
pressure  is  organized  medicine’s  problem 
and  not  my  individual  one.  In  New  York 
State  they  attempted  to  solve  it  by  a law 
giving  free  choice  from  a panel  who  could 
qualify,  and  the  county  societies  were  asked 
to  pass  on  qualifications.  But  they  found 
that  the  ills  of  mankind  that  were  alleged 
to  have  arisen  due  to  occupation  were  so 
varied  that  no  one  physician,  irrespective  of 
how  competent,  could  possibly  render  com- 
petent treatment  service.  It  is  now  recog- 
nized that  that  which  is  needed  is  a clearing 
or  consultation  service,  and  the  ethical  in- 
dustrial physician  fits  the  picture.  Cura- 
tive medicine  belongs  to  the  private  practi- 
tioner. The  industrial  physician  must  not 
run  a free  clinic  in  competition.  His  rec- 
ords should  be  available  to  the  private  prac- 
titioner for  ethical  use  in  the  treatment  of 
an  ill  or  injured  patient.  The  periodic  ex- 
amination records,  the  Wassermann  or 
Kahn  reports,  chest  X-rays,  etc.,  are  fre- 
quently very  valuable  to  the  physician  in 
treating  an  employee,  whom  we  have  failed 
to  keep  well. 

L.  A.  Shoudy,  M.D.,  Chief  of  Medical 
Service,  Bethlehem  Steel  Company:  “Some- 
times the  employee  expects  too  much,  in 
that  he  expects  the  physician  to  care  for 
ills  which  are  not  directly  connected  with 
the  industry  or  to  treat  him  for  an  acci- 
dent which  had  no  connection  with  his  job. 
At  times  this  presents  a difficult  situation, 
but  the  medical  department  of  any  industry 
should  establish  the  fact  that  it  is  there  only 
for  the  conditions  arising  in  and  out  of  the 
industry  and  if  a man  becomes  ill  on  the 
job  from  another  cause  and  it  is  necessary 
for  him  to  leave  the  job,  he  should  by  all 
means  be  referred  to  his  family  physician 
and  the  physician  in  industry  should  co- 
operate with  the  family  physician.” 

In  a recent  year  in  a plant  in  Tennessee 
employing  that  year  an  average  of  4,500  em- 
ployees, 840  patients  were  referred  to  their 
family  physicians  due  to  findings  on  physical 
examination,  and  the  industrial  physicians 
of  that  plant  were  called  for  bedside  con- 
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sulfation  on  about  fifty  patients  by  the  fam- 
ily physicians. 

I have  mentioned  only  one  possible  source 
of  friction  in  this  article,  and  that  one  be- 
yond the  immediate  control  of  the  private 
practitioner  or  the  industrial  physician.  I 
have  outlined  the  industrial  physician’s  job 
and  that  of  the  private  practitioner  and 
shown  how  the  industrial  physician  can  co- 
operate with  the  private  practitioner,  and 
the  lines  of  their  endeavors  do  not  cross. 
They  can  parallel  and  always  will  as  long 
as  each  is  honest,  conscientious,  and  ethical. 
They  may  disagree  at  times,  but  if  they 
are  game  to  work  it  out  as  per  the  rules  of 
the  American  Medical  Association,  the  rela- 
tionship will  be  as  it  should.  The  method 
of  pay  has  nothing  to  do  with  honesty,  eth- 
ics, or  laziness. 

Irvin  Abell,  M.D.,  President  of  the  Amer- 
ican Medical  Association:  “Medical  rela- 
tionships in  industry,  as  far  as  the  individ- 
ual physician  is  concerned,  differ  from  ordi- 
nary practice  in  that  the  preventive  aspects 
by  reason  of  their  clinical  and  technical 
complexity  are  more  sharply  set  apart.  In 
comparison,  it  can  almost  be  said  that  indus- 
try has  produced  few  new  problems  on  the 
curative  side.  Nevertheless,  so  long  as 
plants  and  workmen  in  good  majority  de- 
pend on  part-time  medical  personnel,  many 
physicians  will  be  obliged  to  administer  in- 
dustrial hygiene  on  the  one  hand  and  con- 
tinue their  customary  management  of  in- 
dividual patients  derived  from  industry  on 
the  other.  These  dual  responsibilities  are 
of  first  importance  and  not  always  realized 
even  in  professional  circles.  For  some  time 
to  come,  any  movement  to  improve  or  ex- 
tend industrial  health  must  acknowledge 
first  of  all  that  in  speaking  of  industrial 
hygiene  and  physical  rehabilitation  we  are 
describing  the  several  functions  of  the  same 
set  of  practitioners.  Indeed  on  occasion 
these  functions  may  overlap,  yet  there  is  no 
incompatibility  that  suitable  training  and 
ethical  behavior  cannot  overcome.” 

If  the  industrial  physician  is  really  on 
his  toes  he  will  have  so  much  to  do  minding 
his  own  business  that  he  will  be  glad  to  stay 
off  the  preserves  of  the  private  practitioner. 
This  does  not  mean  that  he  cannot  contrib- 
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ute  to  the  general  betterment  of  medicine 
of  his  community  through  the  hospital  staff 
meeting,  the  county  society,  etc.  He  should 
be  accepted  as  per  his  ability  as  a physician 
working  in  a special  field.  The  1,200  of  in- 
dustrial physicians  of  this  country  are  not 
mere  “finger  wrappers”  or  “first-aiders.” 
But  they  are  real  men  doing  a real  job  and 
no  more  prone  to  listen  to  that  which  the 
“patient  said  you  said”  and  draw  conclu- 
sions therefrom  than  is  anyone  else. 

Under  the  present  status  of  workmen’s 
compensation  laws,  the  cooperation  that  the 
private  practitioner  can  render  the  indus- 
trial physician  is  to  refer  injuries  arising  in 
employment  back  to  the  industrial  physician. 
He  may  ask  you  to  treat  the  case  or  he  may 
not,  as  per  the  various  factors  involved,  but 
you  will  win  his  cooperation. 

Irvin  Abell,  M.D.,  President  of  the  Amer- 
ican Medical  Association:  “Organized  med- 
icine reaffirms  its  conviction  that  no  indus- 
trial health  system  can  ever  be  considered 
worthy  of  that  name  unless  the  worker 
himself  is  constantly  upheld  as  the  central 
object  of  all  effort,  all  planning,  and  all  re- 
form. As  long  as  this  attitude  prevails  and 
reflects  a single-minded  purpose,  then  can 
labor,  management,  the  government  and  all 
elements  within  the  medical  profession  meet 
on  common  and  substantial  ground.” 

May  I close  with  a statement  which  will 
bear  repeating?  The  best  interests  of  the 
patient  are  paramount,  and  the  interests  of 
the  private  practitioner  of  medicine  and  of 
the  industrial  physicians  in  that  patient  are 
parallel.  They  do  not  cross. 

DISCUSSION 

DR.  A.  R.  McMAHAN  (Memphis)  : Dr.  Schram 
has  very  strikingly  pointed  out  the  benefits  that 
may  be  given  employees  in  industry  by  careful 
medical  supervision.  It  is  especially  significant  to 
note  that  time  off  from  shop  injury  has  been  re- 
duced seventy-five  per  cent  as  a result  of  the  safety 
movement  which  has  proven  so  effective  in  the  sav- 
ing of  life  and  limb. 

My  own  experience  in  industrial  practice  has 


been  almost  entirely  limited  to  the  injury  side. 
Naturally,  in  a not  inconsiderable  phase  of  this 
type  of  work  I have  frequently  enlisted  the  help  of 
my  fellow  physicians.  The  industrial  surgeon  en- 
counters almost  every  type  of  injury  from  the  sim- 
plest to  the  most  severe.  He  faces  problems  that 
require  sound  judgment  and  not  infrequently  the 
aid  of  skilled  specialists.  When  consultations  are 
necessary  such  should  result  in  full  cooperation 
directed  toward  giving  the  ill  or  injured  employee 
the  best  possible  result  in  any  given  case. 

In  the  care  of  my  own  injury  work  I have  found 
my  relationship  with  fellow  practitioners  cordial 
and  helpful.  It  seems  to  me  there  should  be  no 
cause  for  distinction  in  the  industrial  field  of  medi- 
cine or  surgery  that  should  conflict  in  any  way  with 
other  branches  of  medicine. 

The  compulsory  physical  examination  periodical- 
ly required  by  employers  has  proven  to  be  of  in- 
estimable value  to  employee  and  employer  alike. 
More  and  more  this  requirement  is  being  adopted 
by  business  generally  as  a worth-while  step  in 
preventive  medicine. 

The  relation  of  the  industrial  physician  and  his 
brother  physician  in  other  fields  should  be  and  can 
be  friendly  and  cooperative.  By  this  means  lives 
will  be  saved  and  a greater  number  of  the  ill  and 
injured  returned  to  a gainful  occupation. 

I want  to  commend  Dr.  Schram  very  highly  for 
his  able  presentation  of  this  important  subject. 

DR.  C.  F.  N.  SCHRAM  (closing)  : I did  not  men- 
tion in  this  paper  anything  about  the  cost,  and  you 
may  wonder  why  industry  is  so  interested.  Lost 
time  from  industry,  irrespective  of  the  cause,  costs 
the  employer  from  one  to  five  times  as  much  as  the 
employee  loses  in  wages  if  the  employee  is  on  pro- 
ductive work.  If  he  is  on  nonproductive  work,  the 
employer  loses  as  much  as  the  employee  loses. 
There  is  an  average  of  from  one  to  five  times  as 
much  time  lost  from  illness  as  there  is  from  injury. 
It  is  easy  to  figure  up  the  cost  to  any  concern  em- 
ploying 500  to  1,000  men.  The  major  cause  of  lost 
time  in  industry  is  illness. 

May  I close  with  a quotation  from  Dr.  Roscoe  L. 
Sensenich  of  South  Bend,  Indiana?  I took  this  quo- 
tation from  the  Industrial  Council  Meeting:  “In- 
dustrial medicine  will  be  respected  in  proportion  as 
it  will  apply  itself  to  the  advancement  of  accident 
prevention  and  the  maintenance  of  the  health  of  the 
worker  within  the  boundaries  of  industry,  provided 
the  material  interests  of  industry  are  not  permitted 
to  introduce  between  the  industrial  surgeon  and  his 
employee  patient  elements  prejudicial  to  the  best 
interests  of  the  employee  and  inconsistent  with  the 
ideals  set  up  for  private  practice.’’ 
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SOME  PHASES  OF  THE  ANEMIAS* 


Richard  E.  Ching,  M.D.,  Memphis 


DURING  the  past  fifteen  years  ad- 
vances in  the  diagnosis  and  treat- 
ment of  the  anemias  have  been 
among  the  most  outstanding  in  medicine. 
Chief  of  these  has  been  the  recognition  that 
there  are  two  and  only  two  antianemic  rem- 
edies which  deserve  to  be  called  specific, 
namely,  liver  and  iron,  and  that  satisfactory 
methods  have  been  placed  at  the  clinician’s 
disposal  for  determining  which  of  these  two 
remedies  his  patients  need. 

The  methods  in  question  are  those  that 
estimate  the  relative  size  and  hemoglobin 
content  of  the  erythrocyte.  These  two  val- 
ues point  directly  to  the  therapy  indicated. 
The  anemias  with  cells  larger  than  normal 
respond  to  liver ; those  with  low  hemoglobin 
concentrations  to  iron ; and  those  with  nor- 
mal-sized cells  with  normal  hemoglobin  con- 
centrations are  refractory  to  both  liver  and 
iron.  On  these  simple  facts  a new  classifi- 
cation of  the  anemias  has  been  developed 
and  widely  accepted.  The  first  object  of 
this  paper  is  to  present  this  new  classifica- 
tion and  to  consider  its  practical  aspects 
for  the  practitioner.  The  second  object  of 
this  paper  is  to  consider  two  frequently  en- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


countered,  but  not  sufficiently  recognized, 
types  of  anemia.  The  first  one  is  pernicious 
anemia  with  specific  clinical  findings  with- 
out the  specific  blood  picture;  the  second, 
macrocytic  anemia  resembling,  but  not  per- 
nicious anemia.  Six  brief  case  reports  will 
be  given. 

I.  The  Modern  Classification  of  the  Ane- 
mias.— The  four  types  of  anemia  in  Table  I 
cover  the  entire  field.  Later  in  this  paper 
these  types  of  anemia  will  be  considered 
from  an  etiological  standpoint. 

TABLE  I 

Reclassification  of  Anemias  According  to  Size 
and  Hemoglobin  Concentration  of  Red 
Cells  and  Therapy  Indicated 

Color  Vol.  Therapy 
Index  Index  Indicated 

1.  Hyperchromic  Macrocytic__  + l +1  Liver 

2.  Hypochromic  Microcytic — 1 — 1 Iron 

3.  Hypochromic  Normocytic — 1 1 Iron 

4.  Normochromic  Normocytic-  1 1 Trans- 

fusions 

Copper 

Vita- 

mins 

Etc. 

Table  II  illustrates  one  method  for  de- 
termination of  the  average  size  of  the  ery- 
throcytes in  the  anemic  patient  by  compu- 
tation of  the  volume  index. 


TABLE  II 

Estimation  of  Volume  Index 


Given 

A patient  with  red  cell  count  1,500,000  per  cubic  centimeter  and  18.4  cubic  centimeters  of  packed  red 
cells  per  100  cubic  centimeters. 

Formula 

Number  cubic  centimeters  packed  cells  per  100  cubic  centimeters  Total  count 

Normal  number  packed  cells  per  100  cubic  centimeters  Normal  total  count 


18.4  1,500,000 
46  : 5,000,000 


= 1.33  - Volume  Index  = Macrocytic 


Given 

A patient  with  red  cell  count  1,500,000  per  cubic  centimeter  and  9.2  cubic  centimeters  of  packed  cells 
per  100  cubic  centimeters. 

Formula 
9.2  1,500,000 

^6  • 5,000,000  ~ 0,67  = Volume  Index  = Microcytic 
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TABLE  III 

Estimation  of  Color  Index 

Given 

A patient  with  hemoglobin  six  grams  per  100  cubic  centimeter  (40%)  : Red  cell  count,  1,500,000  per 
cubic  millimeter. 

Method  I 

Number  grams  hemoglobin  per  100  cubic  centimeters Red  cell  count 

Normal  number  grams  hemoglobin  per  100  cubic  centimeters  Normal  red  cell  count 

6.0  1,500,000  _ „ , 

liTo  '•  6,000,000  = 133  = Color  Index 

Method  II 

Hemoglobin  percentage  of  normal 
Red  cell  count  X 2 


— — — = 1.33  = Color  Index 
15  X 2 

The  normal  volume  index  is  between  .90 
and  1.10.  In  the  first  set  of  figures  in  the 
above  table,  the  volume  index  is  higher  than 
normal,  signifying  a macrocytic  anemia 
calling  for  liver.  In  the  second  set,  the  cells 
average  smaller  than  normal,  the  volume 
index  is  below  one,  and  the  anemia  will  not 
respond  to  liver. 

Many  clinicians  prefer  an  estimation  of 
the  mean  corpuscular  volume  instead  of  the 
color  index,  because  the  former  determines 
the  actual  size  of  the  average  erythrocyte  in 
the  given  case.  The  normal  is  considered 
to  be  from  ninety  to  100  cubic  microns. 
For  both  mean  corpuscular  volume  and  vol- 
ume index,  the  volume  of  packed  red  blood 
cells  per  100  cubic  centimeters  of  blood  is 
estimated  after  centrifuging  a sample  of 
oxalated  blood  at  a high  speed.  Either  a 
graduated  centrifuge  tube  or  a Wintrobe 
hematocrit  may  be  used  during  centrifuga- 
tion. 

Table  III  illustrates  the  determination  of 
the  color  index  in  two  given  anemias. 

The  normal  color  index  is  between  .90 
and  1.10.  Anemias  with  color  indices  be- 
low .90  need  iron,  while  with  the  value 
above  this  level,  iron  is  superfluous.  The 
mean  corpuscular  hemoglobin  estimation  is 
more  accurate.  It  is  calculated  by  dividing 
the  grams  of  hemoglobin  per  100  cubic  cen- 
timeters by  the  red  cell  count.  Normal  val- 
ues are  from  twenty-five  to  thirty-four  mi- 
crograms in  the  average  red  cell. 

Tables  IV  to  VII  compare  etiological  fac- 
tors in  anemias  with  size  and  hemoglobin 


concentration  of  erythrocytes,  and  with 
therapy.  To  be  noted  in  Tables  IV  and  V 
is  that  specific  diseases  may  be  associated 
with  different  forms  of  anemia.  For  exam- 
ple, an  infectious  disease,  like  nephritis, 
may  give  rise  to  a hypochromic,  a nor- 
mocytic,  or  a macrocytic  anemia.  In  such 
an  instance,  therapy  is  to  be  directed  ac- 
cording to  the  type  of  anemia.  Then,  if  in 
addition  the  etiological  agent  is  withdrawn, 
the  therapy  is  usually  satisfactory,  but  if 
the  associated  disease  continues,  the  efforts 
to  benefit  the  anemia  by  liver  or  iron  may 
be  disappointing,  because  their  utilization 
may  be  impeded  by  the  associated  disease. 

Tables  VI  and  VII  illustrate  the  different 
mechanisms  at  work  in  hypochromic  and 
macrocytic  anemias.  Both  are  essentially 
deficiency  states.  In  hypochromic  anemia, 
inadequate  iron  is  available  for  hemoglobin 
manufacture.  The  cause  may  be  inadequate 
intake  or  assimilation,  or  excessive  with- 
drawal of  iron  from  the  body. 

In  the  macrocytic  anemias  (Table  VII) 
the  lack  is  in  a specific  substance  requisite 
for  manufacture  of  normal  red  cell  stroma. 
When  this  substance  is  not  supplied  in  ade- 
quate quantities,  the  bone  marrow  forms 
erythrocytes  that  are  larger  than  normal, 
but  not  robust  and  capable  of  good  function. 
The  deficiency  may  be  either  in  the  body’s 
inability  to  manufacture  this  substance 
from  various  foods,  or  in  an  inability  to  as- 
similate it  or  store  it. 
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Etiology 

Acute  Hemorrhage 
Chronic  Hemorrhage 


Etiology 
Anemias  in  Infancy 
Hemolytic  Jaundice 
Infectious  Diseases 
Chemicals 


TABLE  IV 

Etiological  Factors  in  Anemias 

I.  BLOOD  LOSS 
Type  of  Anemia 
Normocytic 
Microcytic 


Hypochromic 

Hypochromic 


II.  INCREASED  HEMOLYSIS 
Type  of  Anemia 

Not  Constant  Hyperchromic 

Not  Constant  Hyperchromic 

Not  Constant  Hyperchromic 

Not  Constant  Hyperchromic 


Therapy 

j Transfusion  or  Iron 


Therapy 
Not  Specific 
Splenectomy 
Not  Specific 
Not  Specific 


Treatment  in  these  diseases:  (1) 

Search  for  and 

remove  cause;  (2)  treat  anemia  as 

it  types  out;  (3)  use  general  measures. 

TABLE  V 

III.  BONE  MARROW  INJURY 

Etiology 

Type  of  Anemia 

Therapy 

Drugs 

X-ray  and  Radium 

Not  Constant 
Not  Constant 

Not  Constant 
Not  Constant 

(General  Measures 
\ and 

''Removal  of  Cause 

Leukemia 

Not  Constant 

Not  Constant 

Malignancy 

Not  Constant 

Not  Constant 

Aplastic  Anemia 

Not  Constant 

Not  Constant 

Transfusion 

Splenic  Anemia 

Not  Constant 

Hypochromic 

Splenectomy  Iron 

TABLE  VI 

IV.  IRON 

DEFICIENCY 

Etiology 

Type  of  Anemia 

Therapy 

Hemorrhage 

Normocytic  i 

1 Iron 

Nutritional  Anemias 

or  Hypochromic  ' 

Faulty  Absorption 

Microcytic  < 

and 

or  Elimination 

Chronic  Diarrhea 
Ulcerative  Colitis 
Achlorhydria 

^ Transfusions 

TABLE  VII 

V.  DEFICIENCY  OF 

ANTIANEMIC  FACTOR 

Etiology 

Type  of  Anemia 

Therapy 

Intrinsic  Factor 
Deficiency  in  Stomach 

Macrocytic 

Hyperchromic 

\ 

Pernicious  Anemia 
Pregnancy 
Stomach  Injury 

| Liver 

Extrinsic  Factor 

Macrocytic 

Hyperchromic 

Liver 

Deficiency 

Autolyzed  Yeast 

Diet — 

Pregnancy,  Sprue,  Pellagra 
Faulty  Absorption 

Macrocytic 

Hyperchromic 

Liver 

Pregnancy,  Parasites,  Sprue, 
Pellagra,  Diarrhea,  Colitis 

Autolyzed  Yeast 

Faulty  Storage 

Macrocytic 

Hyperchromic 

Liver 

Cirrhosis,  Gall-bladder  Dis- 

ease,  Hepatitis 


This  classification  of  the  anemias  is  prac- 
tical for  every  physician  with  access  to  a 
good  clinical  laboratory.  The  usual  pitfalls 
encountered  when  employing  this  classifi- 
cation in  routine  cases  consist  in  technical 
errors.  To  avoid  them  standardized  lab- 
oratory equipment  is  essential.  The  pipettes 
must  be  those  approved  and  stamped  as 
such  by  the  American  Bureau  of  Standards, 
for  any  others  are  too  unreliable  even  for 
routine  work.  The  hemoglobin  standards 


must  be  frequently  checked  by  blood  chem- 
istry methods  if  wide  discrepancies  are  to 
be  avoided.  Furthermore,  if  the  Sahli  or 
similar  color  standard  method  is  used,  an 
allowance  of  from  five  to  ten  per  cent  of 
error  must  be  allowed  for  the  technician’s 
eyes  in  making  the  hemoglobin  reading.  In 
estimating  the  volume  index  or  mean  cor- 
puscular volume,  low-speed  smaller  types  of 
centrifuges  are  unsatisfactory;  the  large, 
high-speed  type  must  be  employed.  It  is 
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evident,  therefore,  that  in  using  this  classi- 
fication, when  a case  of  anemia  is  not  defi- 
nite in  type,  is  not  macrocytic  or  hypo- 
chromic or  normochromic,  one  must  avoid 
hair-splitting  diagnoses.  Borderline  cases 
are  frequent.  When  an  anemia  does  not  ap- 
pear to  be  responding  to  therapy  according 
to  predictions,  there  is  usually  one  of  two 
explanations,  namely,  a borderline  case  or 
technical  error. 

II.  A.  Pernicious  Anemia  Without  Ane- 
mia.— The  frequency  of  neurological  mani- 
festations in  pernicious  anemia  is  usually 
estimated  to  be  between  fifty  and  eighty-five 
per  cent.  In  the  general  run  of  cases,  these 
manifestations  do  not  occur  until  the  ane- 
mia has  become  chronic.  The  usual  order 
of  involvement  in  pernicious  anemia  is  con- 
sidered to  be  as  follows : achlorhydria,  glos- 
sitis, anemia,  peripheral  neuritis,  and 
sclerosis  of  the  spinal  cord.  This  sequence 
of  events  often  does  not  obtain.  That  the 
nervous  system  may  become  affected  before 
the  marrow  is  apparent  from  many  reports 
in  the  literature.  Among  others,  Sanford 
reported  on  this  phenomenon. 

Recently  Dr.  Carrol  C.  Turner  and  I have 
been  studying  a group  of  these  patients.  All 
have  had  the  type  of  central  nervous  sys- 
tem disease  peculiar  to  pernicious  anemia, 
but  either  have  not  manifested  the  specific 
blood  picture,  or  if  they  did,  for  very  short 
intervals.  The  following  are  short  sum- 
maries of  the  case  histories  of  these  pa- 
tients : 

Case  No.  1.  Mrs.  J.  E.  D.,  age  fifty,  was 
first  seen  in  1933  with  a transitory  paralysis 
of  the  left  lower  extremity,  generalized  hy- 
peractive deep  reflexes,  tingling,  achlorhy- 
dria, sore  tongue.  Anemia  at  first  was  mod- 
erately severe.  On  taking  liver  extract,  it 
improved  along  with  the  subjective  symp- 
toms. In  1935,  she  discontinued  taking 
liver  and  seeing  her  physician.  For  three 
years  she  was  symptom  free;  then  tingling 
and  sore  tongue  recurred  and  she  began  to 
be  annoyed  by  tinnitus  and  weakness.  The 
red  cell  count  at  this  time,  January,  1938, 
was  4.58  million ; the  hemoglobin,  13.5 
grams;  and  the  mean  corpuscular  volume, 
ninety-five  cubic  microns.  She  also  had  a 
leucocytosis  ranging  from  10,000  to  13,000 


cells  with  a definite  polynucleosis.  While 
searching  for  a focus  of  infection,  the  red 
cell  count  dropped  to  3.57  million  and  the 
mean  corpuscular  volume  rose  to  110  cubic 
microns — this  during  a period  of  three 
weeks.  She  was  then  given  concentrated 
liver  extract  and  all  blood  values  shortly 
returned  to  normal,  the  leucocytosis  for 
some  unknown  reason  disappearing.  She 
has  since  received  liver  regularly.  The  sore 
tongue,  tingling,  and  tinnitus  have  disap- 
peared and  the  blood  picture  has  remained 
normal.  Her  last  hematological  study  was 
on  March  6,  1939.  She  still  has  hyperac- 
tive deep  reflexes. 

Comment. — Here  is  a woman  with  all  of 
the  manifestations  of  pernicious  anemia 
when  first  seen  six  years  ago.  After  a nor- 
mal response  to  liver,  she  discontinued  med- 
ication and  did  not  redevelop  anemia  until 
an  obscure  infection  set  in.  Liver  therapy 
has  benefitted  her  neurological  symptoms 
and  controlled  her  anemia,  but  on  the  whole 
she  seems  to  need  it  more  for  the  former 
than  the  latter. 

Case  No.  2.  Mrs.  J.  D.  M.,  age  fifty-eight 
years,  has  had  paraesthesias  in  her  arms 
since  the  autumn  of  1936.  Neurologically, 
there  are  a positive  Romberg’s  test  and 
hyperactive  reflexes.  She  took  liver  spas- 
modically and  had  no  anemia  until  January, 
1938,  when  she  became  acutely  weaker.  At 
this  time,  the  red  cell  count  was  3.31  mil- 
lion; the  hemoglobin,  12.3  grams;  the  vol- 
ume index,  .95.  Liver  therapy  was  then 
instituted.  Three  weeks  later,  the  red  cell 
count  had  risen  to  4.55  million,  and  the 
hemoglobin  to  13.5  grams.  The  blood  pic- 
ture has  since  remained  stationary  and 
within  normal  limits.  She  has  taken  her 
liver  religiously.  The  paraesthesias  have 
remarkably  improved. 

Comment. — This  patient  had  onset  of 
anemia  one  year  after  appearance  of  neu- 
rological manifestations.  The  anemia  has 
been  easily  controlled  by  liver,  and  the 
paraesthesias  are  no  longer  troublesome. 
Objective  signs,  however,  of  nervous  sys- 
tem involvement  remain.  She  developed 
anemia  while  under  observation. 

The  following  two  cases  are  comparable, 
in  that  the  neurological  picture  progressed 


358 


SOME  PHASES  OF  THE  ANEMIAS— Ching 


October,  1939 


while  not  taking  liver,  but  the  anemia  did 
not  appear  during  this  time.  Anemia,  in 
both  cases,  had  been  present  at  a former 
period  and  had  been  relieved  by  liver. 

Case  No.  3.  Mr.  B.  W.,  age  fifty-three. 
Onset  in  1933  with  weakness,  bladder  dif- 
ficulties, ataxia,  tingling,  and  muscle  pains. 
Diagnosed  at  this  time  by  another  physician 
as  “secondary  anemia/’  but  responded  to 
liver  therapy.  After  about  six  months  he 
discontinued  taking  liver  regularly.  Dur- 
ing the  following  four  years  his  neurological 
signs  and  symptoms  advanced  further,  but 
he  did  not  redevelop  anemia.  In  August, 
1937,  liver  therapy  was  reinstituted.  Since 
then  there  apparently  has  been  an  arrest 
of  the  neurological  process,  and  the  blood 
picture  has  remained  normal.  He  was  last 
seen  in  December,  1938. 

Case  No.  4.  Mrs.  A.  C.  W.,  age  fifty-two, 
in  1935,  had  a severe  hemorrhage  following 
a tooth  extraction.  She  had  been  troubled 
with  a bleeding  tendency  since  childhood. 
Shortly  following  the  hemorhage  she  began 
to  experience  an  annoying  tingling  in  her 
extremities.  On  liver  therapy  she  made  a 
prompt  improvement,  hematologically  and 
neurologically.  In  September,  1937,  she 
discontinued  liver.  On  January  29,  1938, 
when  I first  saw  her,  the  neurological  symp- 
toms had  returned,  but  the  blood  picture 
was  nearly  normal : hemaglobin,  twelve 
grams;  erythrocytes,  4.01  million;  volume 
index,  .90.  She  was  given  ventriculin  and 
dilute  hydrochloric  acid,  and  has  since  been 
greatly  relieved  of  her  neurological  symp- 
toms. She  refuses  further  blood  studies. 

II.  B.  Macrocytic  Anemias  Resembling, 
but  Not  Pernicious  Anemia. — Hematological 
pictures  comparable  with  and  often  similar 
to  pernicious  anemia  are  frequent.  Refer- 
ring to  Table  VII,  it  is  seen  that  such  are 
found  in  sprue,  pellagra,  pregnancy,  Diboth- 
rocephalus  latum  infestations,  chronic  diar- 
rhea, colitis,  cirrhosis,  and  hepatitis. 

I have  also  inserted  gall-bladder  disease 
under  this  heading,  for  I have  followed  a 
number  of  gall-bladder  patients  with  mac- 
rocytic anemia  who,  at  first,  I thought  had 
pernicious  anemia.  The  hematological  de- 
ficiency in  this  type  of  patient  appears  to 
be  in  an  inability  of  the  liver  to  store  ade- 


quate amounts  of  the  antianemic  blood 
building  substance  in  foods  that  have  been 
eaten.  This  group  of  patients  have  a sub- 
acidity or  an  anacidity,  may  or  may  not 
have  paraesthesias  and  sore  tongue,  and 
have  various  vague  abdominal  symptoms 
that  improve  as  the  anemia  improves.  The 
following  are  reports  of  two  such  cases: 

Case  No.  5.  Mrs.  J.  P.  V.,  age  forty- 
eight,  during  1933,  had  frequent  indiges- 
tion, flatulence,  upper  abdominal  pain,  nau- 
sea, and  vomiting,  but  no  anemia.  During 
a year’s  time  she  lost  forty  pounds.  X-ray 
revealed  a poorly  emptying  gall  bladder. 
Gradually  she  developed  tenderness  over  the 
gall  bladder,  fever,  and  a leucocytosis.  A 
cholecystectomy  was  performed  on  March 
19,  1934,  by  Dr.  Robin  Mason.  The  gall 
bladder  was  found  thick  and  fibrosed  with- 
out stones,  and  the  liver  was  edematous, 
projecting  three  fingers’  breadth  below  the 
costal  margin.  Convalescence  was  un- 
eventful. Ten  months  following  operation, 
she  experienced  a similar  attack  to  the  ones 
prior  to  operation.  It  was  followed  within 
a week  by  a pain  in  the  right  Achilles  ten- 
don, and  by  tingling  and  weakness.  Lab- 
oratory examinations  at  this  time  revealed : 
erythrocytes,  3.33  million ; hemoglobin,  10.5 
grams;  leucocytes,  3,000;  mean  corpuscular 
volume,  125  cubic  microns;  three  degrees 
of  total  acidity  and  an  absence  of  free  acid 
in  the  gastric  contents.  On  concentrated 
liver  extract,  the  blood  picture  returned  to 
normal  within  six  weeks,  and  the  pain  and 
tingling  disappeared.  She  then  ceased  tak- 
ing liver  in  any  form,  and  was  not  seen  by 
a physician  until  March  23,  1939.  At  this 
time,  her  blood  picture  was  normal,  and 
she  disclaimed  having  had  a return  of  any 
of  her  previous  symptoms. 

Case  No.  6.  Mrs.  E.  J.,  age  thirty-two, 
was  seen  for  the  first  time  on  August  7, 
1938,  during  an  acute  gall  bladder  attack 
following  eating  a “pig  sandwich.”  This 
was  relieved  by  opiates.  She  gave  a history 
of  selective  indigestion  extending  over  a 
period  of  more  than  five  years.  Two  days 
after  the  attack,  she  came  to  the  office  for 
examination.  The  erythrocytes  were  2.91 
million;  the  leucocytes,  4,500;  hemoglobin, 
7.5  grams ; and  the  volume  index,  1.28.  Gas- 
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trie  analysis  revealed  no  free  hydrochloric 
acid,  and  a total  acidity  of  eight  degrees. 
During  the  ensuing  forty-five  days,  she  re- 
ceived a total  of  eleven  cubic  centimeters  of 
concentrated  liver  extract.  The  red  cell 
count  rose  to  4.12  million.  Following  this 
she  discontinued  taking  liver.  Hematolog- 
ical examination  on  March  25,  1939,  five 
months  after  the  final  liver  injection,  re- 
vealed that  her  red  cells  were  4.27  million 
and  her  hemoglobin,  12.6  grams.  She  feels 
well.  Neurological  examination  has  been 
negative  from  the  beginning. 

Summary  and  Conclusion. — 1.  The  mod- 
ern method  of  classifying  the  anemias  with 
respect  to  the  average  size  and  hemoglobin 
content  of  their  red  cells  is  practical  and 
available  to  all  clinicians  with  access  to 
good  laboratories. 

2.  Four  cases  are  reported  of  pernicious 
anemia  without  anemia,  and  comments 
made  on  this  clinically  established  syn- 
drome. 

3.  Two  cases  of  macrocytic  anemia  re- 
sembling, but  not  pernicious  anemia,  associ- 
ated with  gall-bladder  disease,  are  reported 
and  commented  on. 

DISCUSSION 

DR.  L.  C.  SANDERS  (Memphis)  : During  the 
last  few  years  I have  been  impressed  with  the 
frequency  in  which  anemias  of  the  various  types 
are  occurring.  It  seems  to  me  that  they  are  far 
more  prevalent  today  than  they  were  ten  years 
ago.  That  applies  both  to  the  secondary  anemias 
and  the  primary  anemias.  I think  I see  more 
cases  of  pernicious  anemia  than  I do  of  diabetes 
and  tuberculosis  combined. 

Secondary  anemia  is  very  common  and  I think 
it  is  probably  due  to  two  or  three  things.  First, 
we  know  that  secondary  anemia  is  due  in  some 
degree  to  infections;  secondly,  to  drugs;  and  third- 
ly, to  dietary  deficiencies.  Drugs  and  dietary  de- 
ficiencies perhaps  account  for  more  anemias  at 
the  present  time  than  anything  else.  That  is  par- 
ticularly true  in  recent  years  in  the  use  of  drugs 
like  sulfanilamide.  We  all  know  that  sulfanila- 
mide, given  in  maximum  doses,  without  the  ad- 
ministration of  something  to  prevent  it,  will  pro- 
duce sometimes  a rapid  anemia.  We  believe  that 
this  drug  should  always  be  given  with  a great 
deal  of  care  and  patients  should  be  watched  very 
carefully  during  its  administration,  watching  the 
effect  to  prevent  massive  anemia  that  sometimes 
occurs. 

DR.  L.  C.  SANDERS  (Memphis)  : Dr.  Ching 
has  given  us  a very  graphic  and  complete  summary 


of  the  major  points  in  the  diagnosis  and  treatment 
of  the  important  anemias. 

I wish  to  emphasize  the  use  of  the  new  classi- 
fication because  it  simplifies  the  diagnosis  and 
lends  immediate  help  in  the  institution  of  treat- 
ment. The  borderline  cases  are  always  difficult  to 
classify  and  should  be  studied  over  a long  period 
of  time  in  order  to  determine  whether  the  anemia 
is  primary  or  secondary.  This  is  important  be- 
cause the  primary  anemias  should  be  discovered  as 
early  as  possible  to  prevent  the  serious  compli- 
cations which  often  occur. 

Secondary  anemia  occurs  as  the  result  of  a 
wide  variety  of  pathologic  states.  Treatment  should 
not  be  instituted  until  a careful  search  for  the 
cause  has  been  made.  In  my  experience  this  type 
of  anemia  is  very  common  and  responds  to  treat- 
ment only  after  the  cause  has  been  removed. 

Pernicious  anemia  is  difficult  to  diagnose  only 
in  the  early  stage.  Quite  frequently  patients  are 
encountered  who  have  the  classical  symptoms  of 
the  disease  without  anemia.  The  blood  study  and 
the  analysis  of  the  stomach  contents  are  neces- 
sary and  essential  before  liver  extract  is  admin- 
istered. It  must  be  remembered  that  treatment 
of  this  disease  must  be  continued  throughout  life. 

Finally,  I want  to  emphasize  the  careful  study 
of  all  patients  with  anemia  for  two  main  reasons: 

1.  In  the  secondary  anemias  the  cause  must  be 
found  and  removed  before  the  treatment  becomes 
effective. 

2.  In  primary  or  pernicious  anemia  liver  is  a 
specific  for  relieving  the  anemia.  Liver  is  an  ex- 
pensive therapeutic  agent  and  should  not  be  pre- 
scribed for  patients  in  therapeutic  doses  unless 
there  is  definite  indication  for  its  use. 

DR.  J.  O.  MANIER  (Nashville)  : The  trend  of 
disease  classification  is  most  interesting  to  study 
and  observe.  Originally  most  accepted  classifi- 
cations of  disease  states  revolved  largely  around 
anatomic  changes  occurring  in  the  diseases  under 
consideration,  and  especially  in  those  organs  pre- 
dominantly affected  pathologically.  Now,  however, 
the  classification  of  diseases  tends  to  be  etiological 
rather  than  anatomical  where  knowledge  permits 
or  in  other  instances  to  be  concerned  with  dis- 
turbances of  physiological  function. 

The  separation  of  the  anemias  largely  into 
hyperchromic  and  hypochromic  varieties  with  the 
present  accepted  subdivisions  under  these  major 
headings  has  not  only  enabled  us  to  make  more 
accurate  diagnoses  of  diseases  of  the  blood,  but 
also  to  approach  the  problem  of  treatment  in  a 
more  effective  and  scientific  manner,  and  hence 
attain  more  satisfactory  and  prompt  results  from 
treatment. 

As  pointed  out  by  Dr.  Ching,  the  differentiation 
between  hyper-  and  hypochromic  anemias  can  be 
clearly  made  by  the  estimation  of  the  relative  size 
and  hemoglobin  content  of  the  erythrocyte  by 
computing  the  color  index  and  volume  index  and 
by  calculating  the  mean  corpuscular  hemoglobin. 


360 


SOME  PHASES  OF  THE  ANEMIAS— Ching 


October,  1939 


In  the  well-marked  instances  of  either  hyper- 
chromic  or  hypochromic  anemia,  a relatively  accu- 
rate differentiation  of  these  two  major  types  often 
can  be  made  by  the  simple  expedient  of  a careful 
microscopic  study  of  the  erythrocytes  as  seen  in 
the  stained  smear. 

It  is  an  interesting  fact  that  both  hypochromic 
and  hyperchromic  anemias  may  be  said  to  be 
deficiency  diseases  in  a certain  sense — the  former 
requiring  iron  largely  for  recovery  and  the  latter 
the  specific  antianemic  fraction  found  in  liver. 
In  the  hypochromic  anemia  iron  deficiency  may 
not  be  necessarily  created  by  lack  of  adequate 
intake  of  this  mineral  alone,  but  loss  of  blood  for 
instance  by  rapid  or  long  continued  slow  bleeding 
may  so  exhaust  the  available  body  store  of  iron 
that  the  iron  content  of  a well-balanced  diet  is  not 
of  itself  sufficient  to  insure  the  return  of  the 
hypochromic  state  to  normal,  and  the  additional 
amounts  of  this  metal  must  be  added  to  the  diet. 
Certainly  it  is  generally  conceded  that  iron  is 
a specific  for  hypochromic  anemia  and  in  adequate 
amount  will  return  the  blood  to  its  normal  state 
provided,  of  course,  the  original  causative  factor 
has  been  removed  or  corrected. 

The  problem  of  hyperchromic  anemia  is  some- 
what more  involved,  though  the  antianemic  prin- 
ciple is  equally  effective  when  properly  applied. 
Originally  most  hyperchromic  anemias  were  con- 
sidered to  be  cases  of  true  Addisonian  pernicious 
anemia,  but  this  we  now  know  not  to  be  always 
true,  though  the  blood  picture  itself  alone  may  be 
indistinguishable  and  the  differentiation  have  to 
be  made  by  the  absence  of  certain  of  the  necessary 
findings  of  pernicious  anemia,  or,  on  the  other 
hand,  the  presence  of  findings  distinctive  of  other 
disease  states  often  associated  with  hyperchromic 
conditions  of  the  blood.  Furthermore,  the  actual 
modus  operandi  of  development  of  the  deficiency 
of  the  acute  anemic  fraction  varies  in  the  different 
type  of  hyperchromic  blood  states — as,  for  instance, 
in  true  pernicious  anemia  the  deficiency  arises  as 
a result  of  the  failure  of  the  gastric  mucosa 
to  produce  an  adequate  amount  of  the  necessary 
intrinsic  factor  to  act  upon  the  extrinsic  factor 
contained  in  certain  foods  taken  in  by  mouth  and 
so  produce  the  needed  antianemic  fraction.  Here 
we  have  an  absolute  deficiency  state  in  that  little 
or  none  of  the  needed  factor  is  produced.  In  other 
diseased  conditions  associated  with  hyperchromic 
blood  states  there  may  be  normal  or  near  normal 
production  of  the  necessary  intrinsic  factor,  and 
through  its  action  on  the  extrinsic  factor  an  ade- 
quate amount  of  the  acute  anemic  fraction  pro- 
duced to  maintain  proper  blood  balance,  and  yet 
conditions  of  faulty  absorption  due  to  disease  states 
of  the  intestinal  tract,  faulty  storage  due  to  im- 
paired liver  function,  etc.,  may  account  for  the 
failure  of  delivery  of  an  adequate  amount  of  the 
necessary  antianemic  fraction  to  the  hemopoietic 
centers.  Or  again  a diet  markedly  deficient  in 
the  extrinsic  factor  may  serve  to  prevent  the  pro- 


duction of  a normal  amount  of  the  antianemic  frac- 
tion even  when  the  stomach  is  producing  an  or- 
dinary amount  of  the  intrinsic  factor.  These  latter 
situations  just  mentioned  might  be  termed  states 
of  relative  deficiency  in  that  the  fault  lies  not  in 
the  absence  of  the  fraction,  but  rather  in  faulty 
and  improper  absorption,  storage,  and  possibly 
usage  of  the  needed  principle  actually  present  in 
the  body  in  adequate  amount.  Certainly  it  is  a 
relatively  established  fact  that  hyperchromic  eryth- 
rocytes appear  in  the  circulating  blood  in  the 
absence  from  any  cause  of  a necessary  amount  of 
the  so-called  antianemic  fraction,  that  such  cells 
are  less  mature  and  hence  less  resistant  and  un- 
able to  function  as  efficiently  as  the  healthy  nor- 
mocyte, and  further  that  the  tendency  to  the  pro- 
duction of  the  hyperchromic  megalocyte  can  be 
controlled  in  practically  all  instances  by  the  ad- 
ministration of  and  delivery  to  the  hemopoietic 
tissues  of  the  necessary  antianemic  principle.  In 
this  connection  in  the  treatment  of  macrocytic 
anemias  of  all  kinds — pernicious  and  otherwise — 
it  is  wise  to  bear  in  mind  that  the  necessary 
amount  of  the  antianemic  substance  to  restore  the 
blood  picture  to  relative  normal  and  so  control 
the  disease  state  varies  in  wide  limits  in  indi- 
vidual cases.  Also  that  in  some  instances  no 
amount  of  this  substance,  no  matter  how  large, 
will  accomplish  the  desired  result  when  given 
orally,  but  in  order  to  attain  therapeutic  results 
liver  extract  must  be  administered  parenterally 
and  even  then  the  needs  of  individual  cases  may 
vary  widely. 

In  considering  pernicious  anemia  from  a diag- 
nostic point  of  view  we  will  not  fail  to  recognize 
near  so  many  cases  of  this  not  uncommon  con- 
dition if  we  bear  in  mind  that  the  degree  of 
anemia  present  does  not  of  necessity  have  to  be 
marked  to  justify  at  least  suspicion  of  this  dis- 
ease. Pernicious  anemia  in  its  course  is  a disease 
of  remissions  and  relapses  even  when  untreated 
and  if  seen  at  the  crest  of  a remission  the  anemia 
itself  may  be  poorly  marked.  Furthermore  many 
of  the  common  symptoms  of  this  bizarre  disorder 
may  precede  by  months  or  even  years  the  char- 
acteristic anemia.  It  is  wise  to  recall  that  achlor- 
hydria— a practically  constant  finding  in  per- 
nicious anemia — may  antedate  the  characteristic 
blood  changes  as  may  also  the  distinctive  glossitis, 
as  well  as  the  many  nervous  phenomena  such  as 
apparently  causeless  paraesthesias,  diminished  or 
lost  vibratory  sensation  or  even  well-marked  pos- 
terolateral column  disease  of  the  spinal  cord. 
These  and  many  other  symptoms  when  found  in 
patients  justify  a suspicion  of  pernicious  anemia 
and  a thorough  study  of  the  patient  and  his  blood 
despite  the  fact  one  must  admit  that  they  can  be 
expressions  of  other  disease  states  as  well. 

If  Dr.  Ching’s  very  excellent  paper  attains  no 
other  results  than  to  discourage  the  haphazard 
administration  of  liver  extract  to  all  anemias 
simply  because  of  the  brilliant  results  its  use  pro- 
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duces  in  macrocytic  anemias  it  will  more  than 
justify  its  position  on  this  program. 

DR.  CARROL  TURNER  (Memphis):  When 

we  use  the  term  pernicious  anemia,  we  think  of  a 
disease  mainly  of  the  blood  in  which  there  is  a 
definite  change  in  the  blood  picture.  However, 
we  see  many  cases  with  a typical  neurological 
picture  of  combined  degeneration  of  the  cord  in 
which  we  feel  that  the  patient  should  have  per- 
nicious anemia,  but  in  whom  the  blood  picture  does 
not  correspond  with  that  of  pernicious  anemia, 
even  in  the  absence  of  any  treatment.  In  other 
cases  subjective  symptoms  lead  to  a consideration 
of  an  involved  gastrointestinal  tract  with  so  few, 
if  any,  subjective  symptoms  referable  to  the  ner- 
vous system  that  we  can  almost  discount  a neu- 
ropathy. Neurological  symptoms  and  signs  with  or 
without  psychoses  occur  in  seventy-five  per  cent 
of  cases  of  so-called  pernicious  anemia  which  are 
verified  pernicious  anemia  from  the  estimation 
of  the  blood  picture.  In  the  majority  of  these 
gastrointestinal  symptoms  such  as  glossitis,  sore- 
ness of  the  roof  of  the  mouth  with  redness  of  the 
tongue  and  mucous  membranes  of  the  mouth  which 
probably  is  the  condition  which  exists  in  the  whole 
gastrointestinal  tract.  With  this  comes  the  ex- 
pectant subacidity  of  the  stomach,  particularly  of 
hydrochloric  acid.  This  identical  condition  is 
exactly  that  which  exists  in  such  deficiency  states 
as  pellagra,  lathyrism,  and  sprue,  in  which  condi- 
tions there  is  also  a change  of  the  blood  picture. 
Could  it  be  then  that  the  disease  known  as  per- 
nicious anemia  is  really  a deficiency  state  in  which 
three  systems  are  involved : the  hemopoietic  system, 
the  nervous  system,  the  gastrointestinal  tract? 
WTould  it  not  seem  probable  that  in  this  state  with 
one  of  these  systems  could  be  the  expression  of 
the  disease  without  involvement  of  either  of  the 
other  two?  At  any  rate,  this  could  be  used  as  a 


hypothesis  in  those  cases  with  a classical  neu- 
rological picture,  but  without  any  evidence  of 
anemia? 

DR.  R.  E.  CHING  (closing)  : I want  to  thank 
everyone  for  such  generous  and  considerate  dis- 
cussions. The  only  two  further  things  I want  to 
bring  out  that  were  not  in  the  paper  are  these: 
In  a given  case,  if  the  anemia  types  out  either 
microcytic  or  hypochromic  and  then  liver  or  iron, 
respectively,  don’t  bring  the  desired  results,  start 
looking  for  the  focus  of  infection  or  some  other 
associated  disease,  because  there  are  various  in- 
hibiting factors  which  prevent  these  two  substances 
from  operating  at  maximum  efficiency. 

For  instance,  in  the  case  of  nephritis  we  fre- 
quently see  macrocytic  anemia,  and  liver  is  no- 
toriously of  no  great  avail.  The  reason  is  that 
nephritis  keeps  the  liver  from  doing  the  work,  and 
I could  go  on  and  bore  you  with  a long  list  of 
other  diseases  in  which  the  same  principles  obtain. 

The  next  point  I want  to  bring  out,  and  this  is 
reemphasizing  what  was  in  the  paper  and  also 
what  Dr.  Manier  mentioned,  is  that  the  so-called 
pernicious  anemia  blood  picture  appears  in  many 
different  conditions,  and  just  because  an  anemia 
is  definitely  hyperchromic  or  macrocytic,  even 
though  it  might  be  severe,  the  diagnosis  of  true 
pernicious  anemia  cannot  be  based  on  just  that 
evidence.  The  cases  I have  to  report  exemplify 
this  idea,  two  cases  of  gall  bladder  disease  who 
had  all  the  requirements  of  pernicious  anemia,  and 
at  first  I thought  they  had  it.  I filled  them  up 
with  liver  and  got  the  characteristic  response  from 
them.  Unfortunately  for  me,  these  patients 
stopped  coming  to  the  office,  but  after  a consider- 
able period  I found  that  they  had  not  been  taking 
liver,  yet  they  had  not  developed  their  anemia. 

I want  to  again  thank  everyone  for  being  so 
courteous. 
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REPORT  OF  DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 


To  the  House  of  Delegates  of  the  Tennessee 

State  Medical  Association: 

The  undersigned  delegates  of  the  Tennes- 
see State  Medical  Association  attended  the 
annual  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  in  St. 
Louis,  May  15-19,  1939,  and  herewith  sub- 
mit their  report  of  the  proceedings. 

The  Speaker,  Dr.  H.  H.  Shoulders,  paid 
tribute  to  the  House  for  its  fidelity  to  its 
ideals,  its  faith  in  one  another,  its  demo- 
cratic procedures,  and  its  consistency  in 
dealing  with  all  matters  concerning  the  fun- 
damental principles  of  the  practice  of  medi- 
cine. The  efficient,  impartial,  and  judicial 
manner  in  which  he  discharged  the  duties 
of  his  office  was  complimented  by  many  of 
the  delegates. 

Dr.  Irvin  Abell,  in  his  presidential  ad- 
dress, reviewed  the  activities  of  the  various 
councils  and  committees  of  the  Association. 
He  discussed  meetings  of  the  committee  of 
the  Association,  of  which  he  was  chairman, 
with  the  Interdepartmental  Committee  to 
coordinate  the  Health  and  Welfare  Activi- 
ties of  the  federal  government,  at  which 
meetings  the  principles  and  policies  pre- 
viously adopted  by  the  House  of  Delegates 
were  advocated  as  follows:  “Expansion  of 
public  health,  maternal  and  child  welfare 
services  with  limitation  of  curative  meas- 
ures to  private  practice  where  available; 
utilization  of  vacant  beds  in  present  hospi- 
tals on  a per  diem  basis;  the  construction 
of  new  beds  and  diagnostic  health  centers 
on  a basis  of  economic,  geographic,  and 
health  needs  with  standards  for  hospital 
administration  for  professional  personnel; 
perpetuation  of  hospital  and  health  centers ; 
the  formulation  of  plans  for  the  care  of  the 
medically  needy,  determined  by  local  and 
financial  needs  under  medical  and  local  state 
supervision;  the  approval  of  sickness  com- 
pensation and  of  voluntary  insurance  for 
hospital  and  medical  service,  and  unquali- 
fied opposition  to  the  suggestion  that  the 
individual  states  initiate  studies  and  plans 
for  the  care  of  all  their  people  on  a tax- 
paid  basis.” 


The  Wagner  Bill,  S.  1620,  was  discussed 
by  pointing  out  its  provisions  and  its  de- 
fects, and  its  failure  to  contribute  to  the  at- 
tainment of  the  fundamental  objectives  to 
which  the  Association  is  committed,  name- 
ly, expansion  of  public  health,  maternal  and 
child  welfare  services,  approved  care  of  the 
indigent  and  the  medically  indigent,  and  an 
extension  of  hospital  and  diagnostic  facili- 
ties. At  an  interview  with  President  Roose- 
velt, Dr.  Abell  presented  the  position  of  the 
Association  on  national  health  problems. 
Dr.  Abell  stated  that  the  question  at  issue 
in  the  indictment  of  the  American  Medical 
Association  by  the  Department  of  Justice 
is  whether  professional  organizations  shall 
be  policed  by  the  federal  government  or 
shall  they  continue  to  be  allowed  to  estab- 
lish standards  of  qualifications,  training, 
attainment,  character,  and  conduct  of  their 
members  as  in  the  past.  He  felt  there  could 
be  no  compromise  on  this  issue. 

President-elect  Dr.  Rock  Sleyster  pointed 
out  that  in  the  depression  years  the  need  for 
medical  services  in  the  United  States  had 
been  met  to  a greater  extent  than  had  the 
need  for  any  other  of  the  necessities  of  life, 
and  that  in  this  period  medicine  had  im- 
proved its  quality  and  its  distribution.  He 
deplored  a multiplicity  of  medical  societies, 
and  urged  that  members  and  officers  avoid 
projecting  personal  opinions  on  broad  poli- 
cies of  public  welfare  except  such  as  have 
been  adopted  by  their  organizations,  since 
broad  policies  for  American  medicine  must 
be  the  responsibility  of  the  American  Med- 
ical Association. 

Dr.  Olin  West,  Secretary,  reported  the 
membership  of  the  Association  at  an  all- 
time  high  of  113,113  members  and  70,100 
fellows  as  of  May  1,  1939. 

Regarding  the  business  operations  of  the 
Association,  the  Board  of  Trustees  reported 
that  the  Association  had  a gross  income  for 
the  year  1938  of  $1,758,147.09  and  a total 
expense  of  $1,769,548.60,  giving  a deficit 
of  $11,401.51.  Both  income  and  expendi- 
tures for  1938  were  greater  than  for  1937. 
Interest  on  investments  received  in  1938 
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were  $3,293.52  greater  than  the  amount  re- 
ceived in  1937.  Among  the  increased  ex- 
penditures for  1938  and  the  amounts  of  in- 
creases were  office  salaries  and  wages,  $11,- 
292.55 ; factory  pay  roll,  $14,867.72 ; cost  of 
paper  slightly  over  $10,000.00;  postage, 
$5,933.02;  expense  of  various  councils,  bu- 
reaus, and  departments,  $26,496.58.  Ex- 
penditures for  legal  services,  amounting  to 
$67,096.56,  were  larger  than  in  1937  by  the 
sum  of  $43,807.96.  These  larger  legal  costs 
were  made  necessary  because  of  the  indict- 
ment of  the  Association  by  the  United  States 
Department  of  Justice,  a ruling  by  the 
United  States  Bureau  of  Internal  Revenue 
that  the  Association  is  liable  for  Social  Se- 
curity taxes,  and  suits  filed  against  the  As- 
sociation. 

The  Association  now  employs  slightly  less 
than  600  persons. 

The  Journal  of  the  American  Medical  As- 
sociation  had  an  increase  in  the  number  of 
subscribers  to  a total  of  99,854  at  the  end 
of  the  year  1938.  The  net  earnings  of  the 
Journal  for  the  year  were  $641,712.22.  The 
special  journals  showed  a loss  of  $28,883.35. 

The  Board  of  Trustees  reported  in  detail 
upon  the  activities  of  the  Council  on  Phar- 
macy and  Chemistry,  Council  on  Foods, 
Council  on  Physical  Therapy,  Chemical 
Laboratory,  Council  on  Industrial  Health, 
Bureau  of  Legal  Medicine  and  Legislation, 
Bureau  of  Health  Education,  Bureau  of 
Medical  Economics,  Bureau  of  Investiga- 
tion, Bureau  of  Exhibits,  Committee  on 
Scientific  Research,  and  Committee  on  Ther- 
apeutic Research.  All  of  these  councils, 
bureaus,  and  committees  report  expansion 
of  their  activities  and  increased  contribu- 
tions to  medical  information  which  are  val- 
uable aids  to  the  practice  of  medicine  and 
the  public  health. 

The  Treasurer  reported  that  the  Associa- 
tion had  a reserve  of  bonds  and  cash  De- 
cember 31,  1938,  totaling  $2,464,281.98. 
In  addition  the  Association  shows  in  its  bal- 
ance sheet  real  estate,  buildings,  equipment, 
furniture,  etc.,  with  a total  value  of  $1,389,- 
752.02.  Cash  and  sundry  items  bring  the 
total  assets  of  the  Association  to  $4,239,- 
682.40.  After  deducting  reserves  for  taxes 


and  current  liabilities  the  net  worth  at  the 
end  of  1938  is  shown  to  be  $3,891,987.32. 

The  Judicial  Council  warned  that  in  many 
of  the  schemes  proposed  for  supplying  med- 
ical care  to  the  low  income  population  eth- 
ical principles  have  been  ignored.  In  this 
the  Council  sees  a growing  menace  to  many 
of  the  sound  principles  which  have  governed 
the  practice  of  medicine,  and  emphasizes 
the  fact  that  the  practice  of  medicine  by 
members  of  the  Association  is  governed  by 
the  Principle  of  Medical  Ethics  as  approved 
by  the  House  of  Delegates.  The  Council 
defined  a diagnostic  clinic. 

The  Council  on  Medical  Education  and 
Hospital  reported  on  the  undergraduate 
medical  schools  visited  and  submitted  for 
approval  of  the  House  of  Delegates  its  (a) 
revised  “Essentials  of  a Registered  Hospi- 
tal/’ (b)  revised  “Essentials  of  Approved 
Residences  and  Fellowships,”  (c)  revised 
“Essentials  for  Approved  Examining  Boards 
in  Specialties.”  The  Council  also  reported 
on  existing  hospital  facilities  in  the  state 
of  Mississippi. 

The  high  light  of  the  session  was  the  ac- 
tion taken  on  the  National  Health  Act  of 
1939,  known  as  the  Wagner  Bill,  S.  1620. 
The  committee  to  which  this  legislation  was 
referred  for  study  introduced  a resolution 
recommending  that  it  be  opposed  by  the  As- 
sociation. Without  a dissenting  vote  the 
resolution  was  adopted.  The  report  of  this 
committee  with  an  analysis  of  the  bill  was 
printed  in  the  June  issue  of  the  Journal  of 
the  State  Association. 

The  committee  on  the  need  for  medical 
care  reported  that  returns  had  been  received 
from  20,199  physicians  and  dentists  from 
763  counties  in  thirty-nine  states,  represent- 
ing a population  of  40,790,068  persons.  Ap- 
proximately 17,000  physicians  report  giv- 
ing medical  service  without  charge  to  2,- 
611,451  persons.  From  the  replies  received 
the  committee  estimates  that  about  40,000 
people  in  the  United  States  are  denied 
needed  medical  care  and  not  40,000,000  as 
claimed  by  the  technical  committee  report 
to  the  National  Health  Conference. 

The  delegates  voted  to  increase  the  mem- 
bership of  the  Council  on  Medical  Education 
from  seven  to  nine  members  and  to  enlarge 
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its  activities  to  include  an  interest  in  pre- 
medical  undergraduates  and  graduate  med- 
ical education,  and  closer  cooperation  with 
the  certifying  boards  of  the  specialties. 

The  Judicial  Council  proposed  an  amend- 
ment to  the  constitution  which  provides  that 
membership  in  the  American  Medical  As- 
sociation be  limited  to  those  ‘‘holding  the 
title  of  Doctor  of  Medicine  or  Bachelor  of 
Medicine.”  Some  local  societies  now  have 
osteopaths  and  other  irregular  practitioners 
as  members.  The  amendment  will  be  acted 
upon  at  the  1940  meeting. 

A resolution  requesting  the  House  to 
grant  a seat  to  a woman  delegate  was  re- 
jected since  that  privilege  now  exists.  Mem- 
bership in  county,  district,  and  state  medi- 
cal associations  makes  one  automatically  a 
member  of  the  American  Medical  Associa- 
tion. The  constitution  of  the  American 
Medical  Association  sets  no  standards  for 
membership  in  local  societies  other  than 
professional.  Local  societies  may  elect 
whom  they  wish  to  become  members,  and 
from  these  members  choose  delegates  to  the 
American  Medical  Association.  For  the 
same  reason  another  resolution  was  rejected 
which  provided  that  membership  in  the 
American  Medical  Association  be  not  denied 
solely  because  of  race,  color,  or  creed. 

The  delegates  recognized  clinical  pathol- 
ogy as  a specialty  of  medicine,  and  resolved 
that  directors  of  clinical  pathological  lab- 
oratories be  graduates  of  medical  schools 
and  licensed  physicians  who  have  had  three 
years’  experience  in  clinical  pathology. 

It  was  recommended  by  the  House  that 
films  and  exhibits  of  medical  subjects  pre- 
sented to  the  laity  be  approved  by  state  as- 
sociations or  county  medical  societies. 


A resolution  was  adopted  requesting  con- 
gress to  provide  funds  for  a new  building 
for  the  Army  Medical  Museum  and  Library. 

Provision  of  medical  care  by  the  Farm 
Security  Administration  was  considered, 
and  it  was  recommended  that  agreements 
between  county  medical  societies  and  the 
administration  be  subject  to  the  approval 
of  the  State  Association. 

The  distinguished  service  medal  for  the 
year  was  awarded  to  Dr.  James  B.  Herrick 
of  Chicago  because  of  his  outstanding  con- 
tributions to  the  art  and  science  of  medicine. 

The  following  officers  were  elected: 

President — Rock  Sleyster,  M.D.,  Milwau- 
kee. 

Vice  - President  — Alphonse  McMahon, 
M.D.,  St.  Louis. 

President-elect — N.  B.  Van  Etten,  M.D., 
New  York. 

Secretary — Olin  West,  M.D.,  Chicago. 

Treasurer — H.  L.  Kretschmer,  M.D.,  Chi- 
cago. 

Speaker  of  the  House — H.  H.  Shoulders, 
M.D.,  Nashville. 

Vice-Speaker  of  the  House — R.  W.  Fouts, 
M.D.,  Omaha. 

Trustees — Roger  I.  Lee,  M.D.,  Boston, 
and  E.  L.  Henderson,  M.D.,  Louisville. 

Atlantic  City  was  selected  as  the  1942 
convention  place.  The  1940  meeting  will  be 
held  in  New  York  and  the  1941  meeting  will 
be  held  in  Cleveland. 

Respectfully  submitted, 

H.  B.  Everett,  M.D. 

E.  G.  Wood,  M.D. 

John  M.  Lee,  M.D. 

Delegates. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


Meeting  of  the  Southern  Medical 
Association 

The  second  largest  medical  organization 
in  the  United  States  meets  in  Memphis, 
Tennessee,  November  22-24,  1939. 

The  profession  of  Tennessee  joined  with 
the  Memphis  and  Shelby  County  Medical 
Society  in  inviting  the  Southern  to  meet 
in  Memphis. 

In  a sense  the  entire  profession  of  Ten- 
nessee is  host  to  the  Southern  Medical  As- 
sociation. 

A fine  scientific  program  will  be  pre- 
sented. 

The  facilities  in  Memphis  for  such  a 
meeting  are  excellent. 

The  profession  of  Memphis  is  well  or- 
ganized to  entertain  the  Association. 

Dr.  W.  L.  Williamson  is  chairman  of  the 
Committee  on  Arrangements. 

Tennessee  should  be  well  represented  at 
this  meeting. 

The  November  issue  will  carry  more  de- 
tails. 


The  Effects  of  Concentrated  Power 

We  now  are  in  position  to  observe  in  va- 
rious parts  of  the  world  what  happens  when 
government  powers  are  vested  in  one  or  a 
few  men. 

Those  who,  see  virtue  in  communism,  so- 
cialism or  any  other  “ism,”  in  the  main,  fail 
to  take  into  account  the  often  demonstrated 
fact  that  no  human  individual  possesses  the 
qualities  necessary  to  the  proper  use  of  such 
enormous  powers.  They  accomplish  a show 
of  efficiency  in  some  one  or  maybe  several 
directions,  but  the  abuse  of  the  powers  seem 
always  to  more  than  offset  any  advantages. 

On  theoretical  grounds,  it  seems  appro- 
priate, now  and  then,  to  vest  large  powers 
in  some  government  agency  for  the  sake  of 
efficiency.  Such  action  leads  ultimately  to 
the  abuse  of  power  and  the  results  of  these 
abuses  prove  to  be  worse  than  the  ills  which 
such  concentration  of  power  was  intended 
to  correct. 

The  qualities  necessary  to  the  proper  ad- 
ministration of  such  large  powers  simply  do 
not  exist  in  human  nature.  The  same  phi- 
losophy applies  to  medicine.  The  question 
is : Do  we  prefer  democracy  in  medicine 
with  such  inefficiencies  as  go  with  democ- 
racy, or  do  we  prefer  autocracy  in  medicine 
with  the  abuses  which  always  grow  out  of 
the  concentration  of  powers  as  would  exist 
in  any  form  of  state  medicine? 

There  is,  undoubtedly,  in  this  country  at 
the  present  time  a drifting  away  from  au- 
tocracy and  bureaucracy.  We  have  wit- 
nessed just  enough  of  the  abuse  of  power 
to  teach  us  the  lesson  again  that  we  want 
democracy  in  medicine  instead  of  dictator- 
ship or  anything  approaching  dictatorship. 


Appendicitis 

For  very  good  reasons  the  subject  of  ap- 
pendicitis is  again  very  much  in  the  sur- 
gical literature.  Reason,  number  one,  is 
that  it  still  causes  about  sixteen  thousand 
deaths  each  year  in  the  United  States.  Rea- 
son, number  two,  is  that  a vast  majority  of 
these  deaths  should  not  occur.  The  state- 
ment is  made,  with  statistical  evidence  to 
support  it,  that  the  death  rate  from  this 
disease  has  not  been  lowered,  appreciably, 
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in  the  last  twenty-five  years.  These  facts 
challenge  attention  and  call  for  some  study 
to  determine  if  possible  the  reason  why. 

Certainly,  medicine  has  progressed  in  the 
last  twenty-five  years.  Surgery  has  made 
more  progress  in  the  last  twenty-five  years 
than  in  any  previous  period  of  similar 
length. 

The  number  of  hospitals  has  been  in- 
creased and,  in  most  instances,  hospital 
service  has  been  improved.  Notwithstand- 
ing all  this  progress  in  the  ability  and  facili- 
ties to  care  for  this  disease,  its  actual  mor- 
tality rate  has  not  diminished  appreciably. 

It  is  obvious,  of  course,  that  the  factor 
of  delay  invites  the  complications  which 
prove  fatal  in  spite  of  the  proper  surgery 
done  at  the  wrong  time. 

The  next  question  arises : Why  this  delay  ? 
Who  or  what  is  responsible  for  delay?  Is 
delay  due  to  failure  of  the  patient  to  call  a 
physician  when  he  should,  or  is  the  delay 
due  to  the  action  or  inaction  of  the  physi- 
cian called?  There  are  no  statistical  data 
available  to  answer  these  questions  accu- 
rately. We  have  the  distinct  impression, 
however,  that  delay  is  due  in  a majority  of 
instances  to  the  patient  who  either  delays 
calling  a physician  or  procrastinates  after- 
ward. 

This  raises  another  question — for  exam- 
ple : Why  do  patients  treat  themselves  ? 
Why  do  they  delay  acting  upon  the  judg- 
ment of  the  family  physician?  In  the  last 
twenty-five  years  there  has  been  more  pub- 
lic education  or  miseducation  on  medical 
matters  than  ever  occurred  before.  It  seems 
very  probable  that  a little  medical  knowl- 
edge in  the  lay  mind  is  a dangerous  thing. 
There  is  nothing  to  indicate  that  the  type 
of  educational  work  that  has  been  done  ex- 
cept in  a few  instances  has  been  of  the 
slightest  benefit.  It  seems  that  one  effect 
has  been  to  tear  down  faith  in  the  doctor. 
The  attitude  on  the  part  of  patients  which 
works  out  best  all  the  way  around  is  an 
attitude  of  faith  on  the  part  of  a patient  in 
his  doctor.  When  this  faith  is  diminished 
or  destroyed  the  end  results  are  bad  re- 
gardless of  the  skill  of  the  physician. 

Another  question  which  may  be  men- 
tioned is  this:  Is  it  not  possible  that  the 


importance  and  dignity  of  the  general  prac- 
titioner have  suffered  as  a result  of  efforts 
to  encourage  specialization  ? One  never  can, 
of  course,  decry  the  advancement  in  skill  and 
care,  but  the  importance  of  home  care  of 
sick  people  has  not  been  emphasized.  This 
home  care  refers  to  the  judgment  and  skill 
used  by  the  doctor  who  enters  the  home  as 
a general  practitioner.  Certainly,  his  skill 
and  judgment  have  most  to  do  in  determin- 
ing the  outcome  of  a vast  number  of  ill- 
nesses, even  though  he  does  not  treat  the 
case  through. 

If  the  skill  of  the  surgeon  receives  all 
the  emphasis  and  the  skill  of  the  family 
physician  receives  no  emphasis,  this  mor- 
tality rate,  in  all  probability,  will  continue. 

The  best  medical  care  for  the  country  as 
a whole  will  not  be  that  delivered  by  a few 
highly-trained  specialists  and  a large  num- 
ber of  relatively  poorly-trained  general 
practitioners.  Nor  will  the  mortality  be 
lowered  by  the  education  of  the  public  ex- 
cept that  form  of  education  which  results 
in  the  proper  mental  attitude  of  patients 
toward  their  doctor.  A campaign  designed 
to  build  up  the  faith  of  the  people  in  their 
doctor,  and  a disposition  to  call  him  prompt- 
ly when  an  illness  occurs  and  a disposition 
to  follow  his  advice  with  diligence  would 
have  a beneficial  effect  on  this  mortality 
rate. 

The  building  of  an  enormous  number  of 
hospitals  will  not  meet  this  situation.  Their 
number  has  already  increased  enormously 
in  the  last  twenty-five  years.  The  develop- 
ment of  skilled  general  practitioners  and 
the  building  of  a faith  in  them,  in  all  prob- 
ability, will  have  the  desired  results. 


Medical  Service  Plans  and  Hospital 
Service  Plans 

A sufficient  number  of  hospital  plans  are 
in  operation  in  various  parts  of  the  coun- 
try to  furnish  what  may  be  called  an  actu- 
arial experience  on  which  to  base  sound 
conclusions  later  on. 

Several  different  medical  service  plans 
are  in  operation  at  the  present  time,  out 
of  which  there  may  grow  an  experience  to 
guide  us  in  the  future. 

Most  all  these  plans,  both  hospital  and 
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medical  service,  are  under  local  control  both 
as  to  finance,  policies,  and  administration. 
Each  plan  in  operation  is  an  experiment. 
With  so  many  experiments  to  observe,  con- 
clusions of  value  may  be  drawn  at  a later 
date. 

The  time  may  come  when  a hospital  and 
a medical  service  plan  may  be  evolved  which 
will  accomplish  some  distribution  of  the  cost 
of  medical  care  without  destroying  the  de- 
mocracy in  medicine  which  is  so  vital  to.  its 
success. 

Many  of  the  plans  obviously  were  falla- 
cious to  begin  with.  Time  and  experience 
are  bringing  out  the  hidden  fallacies  in 
others. 

It  certainly  is  the  part  of  wisdom  to  wait 
and  observe  for  the  present.  Certainly 
nothing  would  be  more  foolish  than  the 
adoption  of  some  national  plan  under  the 
complete  control  of  a central  agency  in 
Washington. 


DEATHS 


Dr.  Charles  W.  Polk 
Dr.  Charles  W.  Polk,  Memphis ; Memphis 
Hospital  Medical  College,  1902;  aged  fifty- 
nine;  died  July  5 of  cerebral  thrombosis. 


Dr.  R.  L.  Jones 

Dr.  R.  L.  Jones,  Nashville;  Vanderbilt 
University,  School  of  Medicine,  Nashville, 
1898 ; aged  sixty-eight ; died  September  15. 


Dr.  A.  C.  Elinor 

Dr.  A.  C.  Elinor,  McKenzie;  Memphis 
Hospital  Medical  College,  1912;  aged  sixty- 
four  ; died  September  15. 


RESOLUTIONS 


A Tribute  to  Dr.  William  Battle  Malone 
In  Room  261,  Methodist  Hospital,  on  the 
morning  of  September  4,  the  useful  and 
brilliant  career  of  Dr.  Battle  Malone  came 
to  an  end  and  there  passed  from  our  midst 
a forceful,  courageous,  and  lovable  charac- 
ter. The  next  afternoon  services  were  held 
in  Madison  Heights  Methodist  Church, 


where  the  membership  of  this  society  stood 
by  to  do  him  honor,  and  where  a host  of 
friends  and  loved  ones  gathered  to  mourn 
his  loss  and  pay  tribute  to  his  memory. 

Dr.  Battle  Malone  was  a fine  man,  a good 
doctor,  and  a great  civil  and  military  sur- 
geon. The  many  positions  of  honor  and 
responsibility  that  he  held  and  the  many 
awards  bestowed  upon  him  for  distinguished 
and  outstanding  services  are  matters  of 
general  knowledge  and  public  record ; but  a 
full  appreciation  of  his  genius  for  organiza- 
tion and  leadership  was  reserved  for  those 
of  us  who  came  under  his  influence,  first  in 
the  classroom  and  later  in  the  hospitals  and 
medical  organizations. 

It  is  very  difficult  for  a contemporary  to 
draw  a true  character  sketch  of  a friend 
because  the  finer  qualities  of  mind  and  heart 
are  felt  rather  than  seen,  appreciated  rather 
than  talked  about.  Tonight  that  task  proves 
doubly  difficult  to  one  whose  vision  of  Bat- 
tle Malone’s  every  other  fine  quality  is  over- 
shadowed and  dwarfed  by  an  intimate  per- 
sonal knowledge  of  his  outstanding  capacity 
for  intense,  loyal,  and  militant  personal 
friendship. 

Upon  coming  out  of  Dr.  Malone’s  sick- 
room the  last  time  he  saw  him  Dr.  E.  E. 
Francis  said:  “Battle  was  a gentleman,  I 
can  say  no  more.”  To  many  of  us  he  was 
that  and  more.  To  us  he  was  and  always 
will  be  “the  Major.” 

And  so,  with  this  tribute,  we  salute  the 
memory  of  the  major  and  extend  to  his  wife 
and  other  loved  ones  our  sympathy,  and  to 
the  young  doctor  whom  he  loved  as  a son, 
our  friendship  and  good  wishes. 

Respectfully  submitted, 

R.  L.  Sanders, 

E.  R.  Hall, 

J.  C.  Ayres, 

The  Memoirs  Committee. 
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Report  of  the  Committee  on  Public  Health 
and  Legislation  of  the  Memphis  and  Shelby 
County  Medical  Society  on  the  official  acts 
of  Dr.  Wallace  Moore,  Shelby  County  health 
officer  and  director  of  the  Shelby  County 
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Health  Department  from  May,  1930,  to  Sep- 
tember, 1939. 

Soon  after  Dr.  Moore  was  appointed  to 
the  above  specified  position,  your  commit- 
tee, composed  of  Dr.  W.  L.  Williamson,  Dr. 
H.  B.  Everett,  Dr.  Neumon  Taylor,  and  Dr. 
Battle  Malone  (Dr.  Malone  was  unable  to 
go  with  the  committee) , called  upon  Dr.  L. 
M.  Graves,  city  health  officer,  and  Dr. 
Moore,  county  health  officer,  at  the  office  of 
Dr.  Graves  at  the  City  Health  Department 
to  go  over  and  discuss  public  health  policies. 
Dr.  Moore  carried  out  the  recommendation 
of  the  committee  and  has  on  numerous  oc- 
casions consulted  with  members  of  the  com- 
mittee for  their  approval  of  considered  pol- 
icies. Your  committee  feels  that  Dr.  Moore 
has  attempted  to  act  upon  the  advise  of  your 
committee  and  in  cooperation  with  and  ac- 
cording to  the  principles  of  the  Memphis 
and  Shelby  County  Medical  Society  for  the 
instruction,  aid,  and  benefit  of  the  people 
of  Shelby  County. 

Based  upon  this  report,  we,  your  com- 
mittee, offer  the  following  resolutions: 

Whereas,  Dr.  Wallace  P.  Moore  was,  dur- 
ing his  tenure  of  office  as  Shelby  County 
Health  Officer  and  Director  of  the  Shelby 
County  Health  Department,  courteous  and 
cooperative  with  your  committee  at  all  times 
and  consulted  members  of  your  committee 
as  to  policies  where  his  discretion  could  be 
used;  and 

Whereas,  Dr.  Moore  attempted  to  conduct 
the  Shelby  County  Health  Department  on  a 
high  ethical  plane,  giving  the  people  a com- 
mon-sense, constructive  program  by  educa- 
tion and  demonstrations,  working  in  har- 
mony with  the  community  physicians  and 
directing  patients  to  them  as  their  coun- 
cilors and  advisors  in  all  their  medical  need. 

Therefore  Be  It  Resolved,  That  the  Mem- 
phis and  Shelby  County  Medical  Society 
hereby  goes  on  record  as  approving  the 
work  and  policies  of  Dr.  Wallace  P.  Moore 
during  the  time  of  his  services  as  Shelby 
County  Health  Officer  and  Director  of  the 
Shelby  County  Health  Department,  dating 
from  May,  1930,  until  September  1,  1939; 
that  the  hearty  thanks  of  this  society  are 
hereby  extended  to  him  for  the  courteous 
and  cooperative  spirit  manifested  by  him  at 


all  times  toward  this  body  in  the  discharge 
of  his  official  duties;  and,  further,  that  our 
sincere  best  wishes  for  his  continued  wel- 
fare are  hereby  tendered  to  him. 

E.  C.  Ellett, 

H.  B.  Everett, 

W.  L.  Williamson,  Chairman, 

Committee. 


Our  Membership 

On  the  first  of  October  the  membership 
of  the  Tennessee  State  Medical  Association 
was  1,660.  This  compares  favorably  with 
1938’s  total  membership  of  1,647  and  the 
September  30,  1938,  membership  of  1,627. 

A few  have  not  yet  paid  1939  dues  and 
we  desire  to  urge  every  secretary  to  make 
these  collections  and  forward  them  to  us 
immediately. 

It  is  not  unreasonable  to  set  the  1939 
goal  at  1,700  members.  That  number  would 
be  the  largest  membership  within  recent 
years. 


Change  of  Address 

The  following  physicians  have  changed 
their  addresses : 

Dr.  S.  E.  Johnson,  5810  Cowen  Place, 
Seattle,  Washington,  to  401  Post  Office 
Building,  Oklahoma  City,  Oklahoma. 

Dr.  E.  V.  Pollard,  Knoxville,  to  Lying-In 
Hospital,  Chicago,  Illinois. 

Dr.  M.  M.  Satterfield,  Memphis  to  Treze- 
vant,  Tennessee. 

Dr.  John  A.  Conroy,  Sevierville,  to  217 
Western  Avenue,  Cambridge,  Massachu- 
setts. 

Dr.  A.  E.  Hardison,  Maryville,  to  1104 
Eastdale  Avenue,  Nashville. 

Dr.  Milton  C.  Wiggins,  Paris,  to  1930 
East  Fourth  Street,  Tucson,  Arizona. 


Our  Advertisers 

(Reprint  from  The  Journal  of  The  Medical  So- 
ciety of  New  Jersey,  October,  1939.) 

Our  advertisers  are  our  partners  in  the 
project  of  The  Journal.  Oh  yes,  we  could 
get  along  without  the  help  of  our  adver- 
tisers, but  we  are  grateful  to  them  for  pay- 
ing the  costs  of  the  mechanical  production 
and  distribution  of  our  monthly  periodical, 
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and  then  too,  our  members  appreciate  the 
information  and  educational  value  of  the 
advertisements  to  themselves  personally. 
For  one  thing,  our  acceptance  of  an  adver- 
tisement amounts  to  an  endorsement  of  the 
product  or  service  of  the  advertiser,  espe- 
cially of  his  character  and  reliability.  Also, 
the  advertisements  constitute  an  index  of 
the  sources  from  which  products  or  services 
may  be  obtained. 

One  of  the  most  pleasing  and  satisfactory 
evidences  of  the  mutual  appreciation  of  ad- 
vertisers and  users  of  their  products  is  that 
afforded  by  the  commercial  exhibits  at  the 
annual  meeting.  There,  sincere  apprecia- 
tion and  good  fellowship  prevails  between 
the  representatives  and  the  doctors,  just  as 
it  does  between  the  physician  and  his  pa- 
tient. 

An  advertisement  in  The  Journal  is  like 
the  doctor’s  sign  over  the  door  of  his  office. 
Only  a small  proportion  of  those  who  pass 
by  the  sign  ring  his  doorbell ; but  if  his  sign 
is  not  in  plain  sight,  he  may  as  well  close 
up.  Only  a few  doctors  read  the  advertis- 
ing pages  of  our  Journal  from  end  to  end, 
but  some  really  do,  and  more  actually  com- 
plain when  they  cannot  find  the  advertise- 
ment giving  the  address  of  the  dispenser  of 
a product  which  they  must  have  in  a hurry. 

About  one-half  of  our  advertisements 
come  to  us  from  the  Cooperative  Medical 
Advertising  Bureau  of  the  American  Med- 
ical Association,  whose  sole  function  is  to 
place  the  announcements  of  the  leading 
manufacturers  of  medical  products  which 
have  a nation-wide  distribution.  A favorite 
device  for  testing  the  effect  of  the  adver- 
tisements in  the  State  Medical  Journals  is 
the  use  which  physicians  make  of  coupons 
offering  samples  or  literature.  One  pub- 
lisher of  an  expensive  encyclopedia  refused 
to  renew  his  advertisement  in  the  journal 
of  one  of  the  large  medical  societies  because 
he  had  not  received  a single  request  for 
sample  pages  which  he  had  offered.  He 
said  in  a half  joking  way:  “If  I receive  four 
coupons  from  an  announcement  in  the  forth- 
coming issue  of  your  journal,  I will  imme- 
diately renew  the  advertisement.”  It  hap- 
pened that  he  received  twelve  requests,  and 
he  gladly  kept  his  word. 


Every  doctor  sees  these  coupons  and  other 
offers  in  our  Journal,  and  many  physicians 
are  inclined  to  respond  to  them,  but  neglect 
to  do  so.  If  you  are  really  interested  in  the 
offer,  as  many  of  you  are,  make  use  of  it  at 
once.  This  is  especially  important  during 
the  coming  fall  months  when  decisions  for 
renewing  the  advertisements  are  made, 
based  on  the  tangible  evidence  that  the  ad- 
vertisements are  actually  read  and  appre- 
ciated. 

It  is  a gratifying  fact  that  several  large 
advertisers  are  placing  trial  advertisements 
in  the  State  Journals.  Although  you  may 
not  recognize  your  prospective  customers, 
send  for  the  coupons  and  literature  that  are 
offered  in  The  Journal,  and  thereby  demon- 
strate your  interest  in  The  Journal  as  well 
as  the  products  which  you  will  receive. 

Finally,  remember  this-  fact : If  it  were 
not  for  the  contributions  of  our  advertisers, 
your  annual  dues  would  be  increased  by 
about  three  dollars. 


Dr.  Thomas  D.  Moore  announces  the  as- 
sociation of  Dr.  A.  Lynn  Herring  for  the 
practice  of  urology  and  urological  surgery. 
Suite  102-110  Physicians  and  Surgeons 
Building,  Memphis. 
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President Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

The  annual  State  Board  Executive  Meet- 
ing was  held  September  29  in  Nashville  at 
the  Belle  Meade  Country  Club.  The  meet- 
ing was  well  attended.  Following  the  lunch- 
eon Mrs.  Matt  B.  Murfree,  our  state  presi- 
dent, opened  the  business  meeting  by  read- 
ing the  following : 

Eulogy  of  the  Doctor 
“There  are  men  and  classes  of  men  who 
stand  above  the  common  herd,  the  soldier, 
the  sailor,  the  shepherd  not  infrequently, 
the  artist  rarely,  rarelier  still  the  clergy- 
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man,  the  physician  almost  as  a rule.  As  the 
flower  of  our  civilization,  and  when  that 
stage  of  man  is  done  with,  only  to  be  mar- 
veled at  in  history  he  will  be  thought  to 
have  shared  but  little  in  the  defects  of  the 
period  and  to  have  most  notably  exhibited 
the  virtues  of  the  race.  Generosity  he  has, 
such  as  is  possible  only  to  those  who  drive 
a trade;  discretion,  tested  by  a hundred 
secrets ; tact,  tried  in  a thousand  embarrass- 
ments; and  what  are  more  important,  Her- 
culean cheerfulness  and  courage.  So  it  is 
that  he  brings  air  and  cheer  into  the  sick- 
room and  often  enough,  though  not  so  often 
as  he  desires,  brings  healing.” — Robert 
Louis  Stevenson. 

Splendid  reports  were  given  by  the  fol- 
lowing chairmen  of  committees.  Those  pres- 
ent were:  Mrs.  Matt  B.  Murfree,  Mrs.  W. 
T.  Braun,  Mrs.  James  A.  Scott,  Mrs.  Walter 
S.  Nash,  Mrs.  S.  J.  Platt,  Mrs.  Fowler  Hol- 
labaugh,  Mrs.  Lynch  Bennett,  Mrs.  J.  M. 
Dorris,  Mrs.  B.  F.  Byrd,  Mrs.  W.  F.  Fessey, 
Mrs.  H.  E.  Christenberry,  Mrs.  Hollis  John- 
son, Mrs.  Henry  C.  Long,  Mrs.  W.  0.  Baird, 
Mrs.  H.  H.  Hudson,  Mrs.  Walter  A.  Ruch, 
Mrs.  Cleo  Miller,  Mrs.  W.  W.  Potter,  Mrs. 
Theodore  Morford,  Mrs.  H.  B.  Everett,  Mrs. 
Y.  W.  Haley,  Mrs.  R.  Z.  Linney,  Mrs.  Otis 
Warr,  and  Mrs.  Clyde  Croswell. 


Davidson  County 

Mrs.  J.  Travenick,  president  of  the  Nash- 
ville Academy  of  Medicine  and  Davidson 
County  Society,  entertained  the  Executive 
Board  members  in  September  at  her  home 
on  Granny  White  Pike.  Following  a de- 
lightful luncheon  the  business  meeting  was 
held.  There  were  fifteen  members  present. 
Mrs.  Matt  B.  Murfree  of  Murfreesboro, 
state  president,  was  a special  guest. 


Knox  County 

The  annual  picnic  was  held  on  the  eve- 
ning of  September  16  at  the  home  of  Dr. 
and  Mrs.  J.  B.  Neil.  About  100  doctors  and 
their  wives  attended. 


Shelby  County 

Following  is  a list  of  officers  of  the  Wom- 
an’s Auxiliary  to  the  Memphis  and  Shelby 
County  Medical  Society. 

President — Mrs.  Walter  A.  Ruch. 
President-elect — Mrs.  W.  C.  Chaney. 
First  Vice-President — Mrs.  John  J.  Shea. 
Second  Vice-President  — Mrs.  Newton 
Stern. 

Third  Vice-President — Mrs.  Edwin  Lips- 
comb. 

Fourth  Vice-President  — Mrs.  W.  M. 
Adams. 

Recording  Secretary — Mrs.  J.  Cash  King. 
Corresponding  Secretary — Mrs.  Francis 
Murphey. 

Treasurer — Mrs.  Jewell  Dorris. 
Parliamentarian — Mrs.  Clyde  Croswell. 
Historian — Mrs.  J.  A.  Buchignani. 

Standing  Committees 
Program — Mrs.  H.  W.  Sale. 

Public  Relations — Mrs.  H.  C.  Schmeisser. 
Press  and  Publicity — Mrs.  John  J.  Shea. 
Legislation — Mrs.  H.  B.  Everett. 
Membership — Mrs.  W.  C.  Chaney. 

Contact — Mrs.  T.  P.  Nash,  Jr. 

Revisers — Mrs.  W.  C.  Campbell. 

Finance — Mrs.  D.  H.  James. 

Exhibits — Mrs.  W.  L.  Simpson. 
Tuberculosis — Mrs.  A.  B.  Tripp. 
Maternal  Welfare — Mrs.  C.  H.  Glover. 
Resolutions — Mrs.  0.  P.  Walker. 

Hygeia — Mrs.  E.  C.  Mitchell. 

Benevolent — Mrs.  J.  T.  Moss. 

Needlework  Guild — Mrs.  0.  W.  Hyman. 
Cancer  Control — Mrs.  C.  A.  Bender. 
Social  Service — Mrs.  R.  0.  Rychener. 
Red  Cross — Mrs.  W.  T.  Braun. 

Better  Films — Mrs.  W.  T.  Braun. 
Luncheon  Chairman — Mrs.  C.  D.  Allen. 
Equipment — Mrs.  L.  M.  Graves. 

Room  Chairman — Mrs.  E.  D.  Connell. 
Telephone — Mrs.  Edwin  Lipscomb. 
Hospitality — Mrs.  J.  D.  Shannon. 
Visiting — Mrs.  W.  M.  Adams. 
Entertainment — Mrs.  C.  D.  Blassingame, 
Jane  E.  Crawford,  and  Mrs.  W.  T.  Braun. 

Board  of  Directors — Mrs.  W.  T.  Braun, 
Mrs.  E.  C.  Mitchell,  Mrs.  Chester  Allen,  and 
Mrs.  Charles  Bender. 
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Davidson  County : 

The  following  papers  are  scheduled  to  be 
read : 

October  17 — “An  Evaluation  of  the  Elec- 
trocardiograph in  Clinical  Medicine,”  by 
Dr.  W.  R.  Cate. 

October  24 — “The  Treatment  of  Hemor- 
rhage in  Peptic  Ulcer,”  by  Dr.  Jack  Wither- 
spoon. 

“Surgical  Treatment  of  Peptic  Ulcer,”  by 
Dr.  L.  W.  Edwards. 

October  31 — “Internal  Derangements  of 
the  Knee  Joint,”  by  Dr.  Robert  R.  Brown. 

November  7 — “The  Treatment  of  Uterine 
Prolapse,”  by  Dr.  W.  C.  Dixon. 

November  14 — “Pruritis  Ani,”  by  Dr.  D. 
W.  Smith. 


Dyer,  Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  in  regular  monthly  ses- 
sion on  October  4,  1939.  Scientific  program : 
“Diagnosis  and  Treatment  of  Prostatic 
Obstruction,”  by  Dr.  I.  G.  Duncan,  Memphis. 

“The  Present  Conception  of  Vitamin 
Therapy,”  by  Dr.  J.  A.  Hanna,  Memphis. 

“Practical  Neurological  Signs  and  Symp- 
toms,” by  Dr.  Nicholas  Gotten,  Memphis. 

“More  Recent  Advances  in  the  Treatment 
of  Migraine,”  by  Dr.  Wm.  C.  Chaney,  Mem- 
phis. 

(Signed)  C.  L.  Denton,  Secy. 


Hamilton  County: 

The  following  papers  have  been  read  be- 
fore the  Hamilton  County  Medical  Society: 

September  21 — “Cataracts,”  by  Dr.  Alvin 
H.  Benz. 

“The  Roentgen  Ray  in  the  Treatment  of 
Infections,”  by  Dr.  J.  Marsh  Frere. 

September  28 — “Management  of  Frac- 
tures Following  Reduction,”  by  Dr.  J.  R. 
Fancher. 

October  5 — “Surgical  Treatment  of  Non- 
calculous  Cholecystitis,”  by  Dr.  Fay  B. 
Murphey. 

October  12 — “Surgery  in  the  Treatment 
of  Duodenal  Ulcer,”  by  Dr.  A.  M.  Patterson. 


The  following  papers  are  scheduled  to  be 
read : 

October  19 — “Obscure  Fever,”  by  Dr.  V. 

E.  Marsh. 

“Malignant  Lesions  of  the  Skin,”  by  Dr. 

F.  B.  Bogart. 

October  26 — Chattanooga  Clinical  Con- 
gress. 

November  2 — “Intracapsular  Cataract 
Operation:  Demonstration,  Motion  Picture, 
Cases,”  by  Dr.  Stewart  Lawwill. 

November  9 — “Fracture  of  the  Hip : Four 
Years’  Experience  with  Internal  Fixation — 
Nailing,”  by  Dr.  Robert  C.  Robertson. 


Hardin,  Lawrence,  Lewis,  Perry,  and 

Wayne  Counties: 

The  Five-County  Medical. Society  met  in 
Waynesboro  on  September  26.  The  follow- 
ing papers  were  read : 

“Rupture  of  the  Uterus,”  by  Dr.  C.  C. 
Stockard,  Lawrenceburg. 

“The  Use  of  Sulfapyradine  in  Pneumo- 
nia,” by  Dr.  Richard  E.  Ching,  Memphis. 

“Contraceptives,”  by  Dr.  J.  V.  Hughes, 
Savannah. 

“Recent  Advances  in  the  Treatment  of 
Cancer  of  the  Breast,”  by  Dr.  Charles  G. 
Andrews,  Memphis. 

We  had  a splendid  crowd  and  a great  deal 
of  interest  manifested. 

Our  next  meeting  will  be  at  Waynesboro, 
October  31,  1939. 

(Signed)  0.  H.  Williams,  M.D.,  Secy. 


Knox  County: 

The  Knox  County  Medical  Society  recon- 
vened on  September  19,  with  Dr.  Edward 
T.  Newell  of  Chattanooga  as  guest  speaker. 

On  September  26  Dr.  A.  G.  Hufstedler 
addressed  the  society  on  “Our  Responsibil- 
ity to  Infants  and  Young  Children.”  Dr. 
Joe  T.  Smith  led  the  discussion. 


OTHER  MEDICAL  SOCIETIES 


The  Sixth  Conference  of  Southern  Pathol- 
ogists will  be  held  at  the  University  of 
Tennessee,  Memphis,  Monday,  November 
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20,  1939,  just  preceding  the  meeting  of  the 
Southern  Medical  Association. 

This  conference  has  as  its  purpose  a very 
informal  round-table  discussion  of  some  of 
the  problems  which  the  science,  teaching, 
and  practice  of  pathology  present  to  us  at 
this  period  in  the  development  of  our  south- 
ern medicine  and  medical  education. 

This  program  will  be  limited  to  two  pa- 
pers and  discussion  in  the  forenoon  and  two 
in  the  afternoon.  Two  papers  to  be  devoted 
to  a pathological  and  two  to  a clinical  patho- 
logical topic,  each  paper  and  discussion  to 
be  limited  to  one  hour.  There  will  also  be  a 
tour  of  departments  and  a complimentary 
luncheon  and  dinner. 

One  hundred  professors  of  pathology, 
clinical  pathologists,  city,  county,  and  state 
health  officers,  and  pathologists  of  the  fed- 
eral government  have  been  invited  to  attend 
and  participate  in  this  conference. 

I suggest  that  they  make  hotel  reserva- 
tion without  delay.  Dr.  John  J.  Shea,  1018 
Madison  Avenue,  Memphis,  Tennessee,  will 
supply  lists  of  hotels  and  rates  prevailing 
during  the  meeting  of  the  Southern  Medical 
Association. 

Harry  C.  Schmeisser,  M.D. 


The  East  Tennessee  Medical  Association 
met  in  Greeneville  on  October  3.  Dr.  J.  M. 
McCulloch,  Maryville,  is  secretary-treas- 
urer. 


COMING  MEETINGS 


American  Academy  of  Pediatrics,  Cincinnati, 
November  16-18.  Dr.  Clifford  G.  Grulee,  636 
Church  Street,  Evanston,  Illinois,  secretary. 

American  College  of  Surgeons,  Philadelphia,  Oc- 
tober 16-20.  Dr.  Frederic  A.  Besley,  40  East  Erie 
Street,  Chicago,  secretary. 

American  Medical  Association,  New  York,  June 
10-14,  1940.  Dr.  Olin  West,  535  North  Dearborn 
Street,  Chicago,  Illinois,  secretary. 

American  Public  Health  Association,  Pittsburgh, 
October  17-20.  Dr.  Reginald  M.  Atwater,  50  West 
Fiftieth  Street,  New  York,  executive  secretary. 

American  Society  of  Tropical  Medicine,  Memphis, 
Tennessee,  November  21-24.  Dr.  E.  Harold  Hin- 
man,  Wilson  Dam,  Alabama,  secretary. 

Gulf  Coast  Clicinal  Society,  Mobile,  Alabama, 
October  26,  27.  Dr.  Clyde  C.  Rouse,  56  St.  Joseph 
Street,  Mobile,  Alabama,  secretary. 


Interstate  Postgraduate  Medical  Association  of 
North  America,  Chicago,  Illinois,  October  30-No- 
vember  3.  Dr.  W.  B.  Peck,  27  East  Stephenson 
Street,  Freeport,  Illinois,  managing  director. 

Midsouth  Postgraduate  Medical  Assembly,  Mem- 
phis, February  13-16,  1940.  Dr.  A.  F.  Cooper, 
Goodwyn  Institute  Building,  Memphis,  secretary. 

Middle  Tennessee  Medical  Association,  Spring- 
field,  November  16.  Dr.  Fowler  Hollabaugh,  sec- 
retary. 

Radiological  Society  of  North  America,  Atlanta, 
December  10-15.  James  J.  Clark,  M.D.,  vice-presi- 
dent, 478  Peachtree  Street,  Atlanta,  Georgia. 

Southern  Medical  Association,  Memphis,  Novem- 
ber 21-24.  Mr.  C.  P.  Loranz,  Empire  Building, 
Birmingham,  Alabama,  secretary. 

Tennessee  State  Medical  Association,  Chatta- 
nooga, April  9-11,  1940.  Dr.  H.  H.  Shoulders,  508 
Doctors  Building,  Nashville,  secretary. 

West  Tennessee  Medical  and  Surgical  Associa- 
tion, Jackson,  May,  1940.  Dr.  George  R.  McSwain, 
Paris,  secretary. 

Examinations 

American  Board  of  Obstetrics  and  Gynecology, 
January  6,  1940.  Dr.  Paul  Titus,  1015  Highland 
Building,  Pittsburgh,  Pennsylvania,  secretary. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


One  Thousand  Tonsillectomies  Using  Avertin  as  a Basal 
Anesthesia.  Woodson.  Current  Researches  in  Anes- 
thesia and  Analgesia,  May-June,  1939. 

Eighty  per  cent  of  these  cases  were  in  children 
whose  ages  ranged  from  three  to  eighteen.  No  pre- 
liminary opiate  was  used  to  avoid  respiratory  de- 
pression. Atropine  only  was  employed.  When 
complete  amensia  was  obtained  the  patients  were 
taken  to  the  operating  room  and  enough  ether  or 
nitrous  oxide  administered  to  produce  the  first  or 
second  plane  of  the  third  stage  of  anesthesia. 

The  mouth  prop  is  inserted  and  the  tonsils  are 
removed  by  any  of  the  various  methods.  If  there 
is  prolonged  bleeding  a little  supplemental  anes- 
thetic is  added.  The  ether  blower  is  never  used. 
The  pillars  are  relaxed,  yet  there  is  no  obliteration 
of  the  throat  reflex.  They  sleep  from  thirty  min- 
utes to  two  hours.  Only  a small  per  cent  vomited. 
Amnesia  failed  to  be  produced  in  fifteen  per  cent 
due  to  faulty  technique,  improper  preparation, 
idiosyncrasy,  and  improper  dosage. 

It  is  contraindicated  in  subjects  suffering  from 
heart,  lung,  kidney,  or  liver  damage.  Also  is  not 
to  be  used  in  people  who  are  drug  addicts  or  who 
have  colitis. 
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DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Nonspecific  "Desensitization”  Through  Histamine.  Lau- 
rence Farmer.  Journal  of  Immunology,  36:  37  (Jan- 
uary), 1939. 

It  has  been  widely  assumed  that  the  phenomena 
of  anaphylactic  shock  are  caused  by  histamine  or 
histaminelike  substances  since  Dale  first  suggested 
this.  There  has  been  no  direct  chemical  proof, 
however,  for  this  assumption.  The  author  adminis- 
tered histamine  by  intra-abdominal  injection  to  a 
series  of  sensitized  guinea  pigs.  Uterine  strips 
from  these  animals  were  examined  twenty-six  to 
thirty-six  days  after  sensitization.  The  author 
summarized  his  observations  as  follows:  The  uter- 
ine strips  of  normal  guinea  pigs  that  had  received 
injections  of  histamine  at  the  height  of  sensitiza- 
tion were  less  sensitive  to  the  specific  antigen  than 
were  the  sensitized  uterine  strips  of  the  control 
animals.  The  uterine  strips  of  the  normal  guinea 
pigs  that  had  received  injections  of  histamine  were 
less  sensitive  to  histamine  than  were  the  uterine 
strips  of  the  untreated  controls.  These  experi- 
ments suggest  that  histamine  is  the  substance  re- 
sponsible for  the  anaphylactic  contraction  of  plain 
muscles;  that  it  is  possible  to  desensitize  sensitized 
guinea  pigs  nonspecifically  by  injections  of  hista- 
mine. The  author  believes  that  the  observed  phe- 
nomena are  further  indirect  proof  for  the  correct- 
ness of  Dale’s  theory  of  the  anaphylactic  mechan- 
ism. He  thinks  these  findings  also  furnish  a basis 
for  an  understanding  of  the  mechanism  of  non- 
specific “desensitization”  by  histamine. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 
Medical  Arts  Building,  Knoxville 


The  Treatment  of  Undulant  Fever  with  Sulfanilamide 

and  Related  Compounds.  Blumgart  and  Gilligan. 

Medical  Clinics  of  North  America,  September,  1939. 

Over  thirty  reports  in  the  past  two  and  one-half 
years  have  appeared  on  the  effectiveness  of  sul- 
fanilamide and  related  compounds  in  treatment  of 
undulant  fever  embracing  seventy-four  cases  to 
May,  1939. 

The  daily  dosage  of  sulfanilamide  varied  much 
as  did  the  duration  of  administration.  Only  in  a 
few  cases  was  blood  sulfanilamide  concentration 
done.  From  studies  made  it  seems  that  fever  dis- 
appears as  promptly  on  a daily  dosage  of  two  to 
three  grams  as  with  five  grams,  the  temperature 
becoming  normal  usually  between  the  second  and 
twelfth  days  of  treatment  (average  time  being  six 
to  seven  days). 

In  a total  of  seventy-four  cases,  only  six  failures 
were  noted,  and  in  three  of  these  reported  by  Neu- 


mann dosage  of  sulfanilamide  was  inadequate.  In 
the  sixty-eight  cases  of  recovery,  fifty-four  showed 
no  relapses  and  fourteen  showed  one  relapse,  but 
were  not  as  ill  as  in  the  primary  instance  and 
recovered  after  a few  days  further  sulfanilamide 
therapy.  Relapses  occurred  usually  from  a few 
days  to  two  weeks  after  cessation  of  therapy. 

Since  average  time  of  disappearance  of  fever  is 
six  or  seven  days  and  sulfanilamide  is  continued  a 
few  days  after  patient  becomes  fever  free,  total 
duration  of  treatment  will  average  about  twelve 
days. 

The  authors  feel  there  are  no  toxic  manifesta- 
tions to  sulfanilamide  peculiar  to  patients  with 
undulant  fever.  Those  which  call  for  immediate 
withdrawal  of  the  drug  are  dermatitis,  agranulocy- 
tosis, acute  hemolytic  anemia,  and  the  appearance 
of  unexplained  fever.  They  find  no  cases  reported 
with  serious  toxic  effects  of  sulfanilamide,  but  ad- 
vise daily  hemoglobin  and  white  blood  cell  deter- 
minations. Most  of  the  reported  cases  were  treated 
within  the  first  two  months  and  they  have  evidence 
of  its  effectiveness  in  cases  of  a longer  duration. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gaydbn,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Family  Trends  According  to  Economic  Status.  C.  P. 

Shelton.  American  Journal  of  Obstetrics  and  Gyne- 
cology, Vol.  38,  p.  480. 

Although  human  fertility  is  altered  by  social 
status,  occupation,  urbanization,  education,  religion, 
biologic  factors,  etc.,  the  economic  situation  is  of 
considerable  importance  in  determining  the  size  of 
a family.  We  have  witnessed  during  the  past  sev- 
eral years  the  effects  of  an  economic  depression 
during  which  large  numbers  of  persons  have  had 
their  mode  of  living  disrupted.  Family  incomes 
are  in  many  instances  low  and  the  relief  rolls  are 
enormous.  This  study  is  based  upon  records  of 
964  women  who  were  delivered  at  the  Albany  Hos- 
pital, Albany,  New  York,  in  the  years  1931,  to 
1935,  inclusive. 

There  is  an  inverse  relationship  between  size  of 
family  and  economic  status.  The  average  interval 
between  delivery  and  succeeding  pregnancy  for  the 
group  supported  by  public  funds  was  12.5  months, 
while  the  interval  for  the  self-sustaining  group  was 
22.4  months.  Reproductive  wastage  (abortions, 
miscarriages,  and  stillbirths)  and  infant  mortality 
are  highest  in  the  low-income  group  in  which  fer- 
tility is  greatest.  One  thousand  pregnancies  in  the 
group  supported  by  public  funds  produced  772  in- 
fants one  year  old,  while  1,000  pregnancies  in  the 
self-sustaining  group  produced  861  surviving  in- 
fants. Greater  reproductive  wastage  and  a higher 
infant  mortality  rate  partially  compensate  for  the 
increased  incidence  of  reproduction  in  the  low- 
income  group. 
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OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


A Case  of  Postoperative  Endophthalmitis  Cured  by 

Prontosil.  T.  H.  Butler.  American  Journal  of  Oph- 
thalmology, September,  1939- 

A patient  seventy  years  of  age  had  the  left  lens 
extracted  by  the  combined  method  and  was  dis- 
charged twenty-one  days  later.  Ten  days  later 
there  was  some  reaction  and  seventeen  days  later 
no  corneal  precipitates  were  present,  but  the  an- 
terior chamber  was  filled  with  masses  of  dense 
yellowish  exudate  like  a thick  hypopyon.  He  was 
readmitted  to  the  hospital  and  put  on  atropine  and 
four  tablets  of  white  prontosil  (sulfanilamide)  four 
times  a day.  Three  days  later  there  was  marked 
improvement,  and  ten  days  later  the  exudate  had 
disappeared  and  the  iris  was  free  of  injection.  The 
capsular  membrane  was  opened  two  months  later 
and  the  eye  remained  free  from  injection  with  cor- 
rected vision  of  6/12. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Malignant  Tumors  in  Childhood.  Harold  W.  Dargeon, 

M.D.,  New  York.  The  Journal  of  Pediatrics,  15: 

317,  1939. 

Knowledge  of  cancer  dates  back  to  records  of  the 
Egyptians  of  1550  B.C.  While  Hippocrates  and 
later  writers  described  conditions  that  might  have 
been  malignancies  in  children,  Bartholinus  in  the 
seventeenth  century  is  credited  with  the  first  de- 
scription of  cancer  in  a child.  In  recent  years 
many  case  reports  of  malignancies  in  the  early 
years  have  been  published. 

It  is  generally  believed  that  numerous  children 
die  with  unrecognized  cancer,  and  for  this  and 
other  reasons  the  incidence  of  the  condition  in  chil- 
dren is  hard  to  determine.  In  the  New  York 
Foundling  Hospital  group  of  children  which  is  con- 
stantly about  4,000,  six  cases  of  cancer  were  diag- 
nosed in  a period  of  three  years.  In  1935,  the  fol- 
lowing numbers  of  deaths  in  the  United  States 
were  reported  in  children  under  fourteen  years  of 
age:  cancer,  903;  typhoid  fever,  770;  poliomyelitis, 
706;  tetanus,  559;  acute  rheumatic  fever,  763;  dia- 
betes mellitus,  467. 

At  this  age  all  types  of  cancer  are  observed  and 
no  organ  is  immune.  Sarcomas  outnumber  carci- 
nomas, and  embryonal  and  neurogenic  tumors  occur 
more  frequently  than  the  others.  There  is  a tend- 
ency to  rapid  growth  and  early  metastasis  at  this 
age.  In  218  cases  at  the  Memorial  Hospital  the 
sites  involved  were  as  follows:  bones,  79;  soft  so- 
matic tissues,  41;  lymphoid  tissues,  33;  head  and 


neck,  37 ; genitourinary  tract,  17 ; gynecologic  sys- 
tem, 6. 

Diagnosis  of  cancer  still  rests  on  the  history  and 
physical  findings.  There  is  no  single  laboratory 
test  that  gives  an  early  hint.  Blood  counts,  urinal- 
yses, X-rays,  and  blood  chemistry  are  aids.  The 
symptomatology  may  simulate  other  common  dis- 
eases, and  cancer  should  be  considered  if  the  diag- 
nosis is  obscure.  The  history  of  a slowly  growing 
mass,  anorexia,  and  loss  of  weight  is  more  the  ex- 
ception than  the  rule  in  childhood  cancer.  They  may 
or  may  not  be  a history  of  trauma.  Brain  and  cord 
tumors  and  retroperitoneal  cancers  may  simulate 
in  symptomatology  acute  surgical  conditions  of  the 
abdomen.  Fever  may  be  associated  with  certain 
types  of  new  growth.  Cushing  urges  that  eye 
grounds  be  examined  every  two  weeks  in  suspected, 
but  unproved  cerebral  tumor. 

Children  with  cancer  compare  with  the  average 
hospital  group  in  weight,  height,  physical,  and 
mental  development.  An  abnormal  persistent  swell- 
ing anywhere  in  the  body,  an  asymmetry  of  cor- 
responding parts  of  the  body,  or  the  overgrowth 
of  the  body  as  a whole  may  be  caused  by  a tumor. 

The  findings  in  cancer  of  the  viscera  vary,  but 
a few  common  signs  are  noted.  Malignancy  of  the 
eye  may  produce  dilatation  of  one  pupil  and  a 
green,  gray,  or  white  reflex.  Pharyngeal  cancer 
may  produce  obstructive  breathing,  especially  in  a 
child  over  two  years  of  age.  Persistent  cervical 
adenopathy,  especially  if  asymmetrical,  should  sug- 
gest malignancy.  The  disease  may  produce  en- 
largement, tenderness,  and  interference  with  func- 
tion in  bones  of  the  extremity.  Renal  tumors  usu- 
ally present  palpable  masses. 

Blood  counts  are  generally  helpful  in  diagnosing 
lymphoid  cancers.  Blood  calcium,  phosphorus,  and 
phosphatase  studies  in  connection  with  roentgenog- 
raphy are  of  diagnostic  and  prognostic  value,  es- 
pecially in  bone  cancer.  X-ray  films  and  biopsy  are 
of  great  value  in  diagnosis  and  determination  of 
the  tumor  type. 

The  prognosis  in  childhood  cancer  is  very  grave, 
though  in  many  types  of  malignancy  at  this  age  it 
is  by  no  means  hopeless.  Twenty-one  cases  are 
reported  of  children  with  cancer  who  have  survived 
from  five  to  sixteen  years.  The  mortality  rate  is 
very  high  and  will  be  reduced  when  earlier  recog- 
nition of  the  disease  permits  treatment  to  be  given 
more  promptly. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


Roentgen  Therapy  of  Carefully  Selected  Sinus  Infections. 
F.  M.  Hodges  and  L.  O.  Sneed.  Radiology,  Vol.  32, 
No.  6,  p.  669,  June,  1939. 

Routine  sinus  films  in  obscure  chest  conditions 
have  revealed  many  unsuspected  sinus  infections. 
Many  infected  sinuses  were  revealed  in  persons 


October,  1939 


ABSTRACTS  OF  CURRENT  LITERATURE 


375 


who  had  been  treated  by  one  or  more  rhinologists 
and  pronounced  cured.  These  findings  indicate: 

1.  That  sinus  disease  is  far  more  prevalent  than 
is  usually  believed. 

2.  That  on  account  of  the  meager  symptoms,  its 
diagnosis  is  being  overlooked  in  the  majority  of 
instances. 

3.  That  the  treatment  is  frequently  inadequate. 

4.  That  in  many  instances,  no  accurate  method 
!;  of  checking  the  results  of  therapy  is  being  rou- 
tinely used. 

Butler  and  Woolley  summarize  the  results  of 
their  experimental  work  on  induced  sinusitis  on 
cats  as  follows: 

“The  effect  of  the  X-ray  treatment  appears  to  be 
due  primarily  to  an  early  destruction  of  the  lymph- 
ocytes in  the  infected  membranes.  From  forty- 
eight  to  seventy-two  hours  after  treatment  of  mem- 
branes, which  had  been  infected  for  several  weeks, 
there  appears  to  be  an  increase  in  the  number  of 
macrophages.  These  are  believed  to  come  in  re- 
sponse to  substances  released  by  the  breaking  down 
of  the  lymphocytes.  These  macrophages  are  seen 
to  be  laden  with  cellular  debris  and  dead  pigments. 
It  is  possible  that  they  also  engulf  bacteria. 

“The  membrane  becomes  gradually  reduced  in 
thickness,  but  retains  numerous  plasma  cells,  poly- 
morphs, and  some  histocytes.  After  a week  or 
more  some  fibrosis  appears. 

“There  is  no  evidence  of  injury  to  the  cilia,  epi- 
thelium, or  cellular  elements  other  than  the  lymph- 
ocytes as  the  result  of  X-ray  dosage.  The  fibrosis 
is  considered  a result  of  the  inflammatory  process 
and  the  increased  number  of  histocytes  immediately 
following  the  infection.” 

The  authors  group  cases  of  sinusitis  as  follows: 

Group  1. — Acute  sinusitis  in  which  there  is  good 
drainage.  These  will  usually  clear  up  with  the 
use  of  the  usual  astringents,  packings,  and  wash- 
ings. X-ray  unnecessary  in  these  cases  unless  used 
to  hasten  recovery. 

Group  2. — These  include  those  cases  that  have 
had  symptoms  for  several  months  to  several  years 
and  might  be  classed  as  subacute  or  subchronic. 
Usually  there  is  a history  of  recurring  colds  and  a 
cough.  Films  show  cloudy  ethmoids  with  marked 
thickening  of  the  membrane  of  the  antra.  Wash- 
ings cause  little  or  no  change  in  the  appearance 
of  the  antra,  showing  that  there  is  little  or  no 
free  pus.  These  cases  are  the  ones  that  respond 
best  to  irradiation. 

Group  3. — Symptoms  have  been  present  for  years, 
usually  with  hyperplastic  sinusitis.  There  is 
marked  cloudiness  of  the  ethmoids  and  marked 
thickening  of  the  membrane  of  the  antra.  Group 
2 gradually  shades  into  Group  3,  and  an  accurate 
history  is  often  necessary  for  classification.  The 
longer  the  duration,  the  poorer  the  results  that 
may  be  expected.  The  majority  of  cases  in  this 
group  have  responded  to  X-ray  therapy. 

Group  4. — Early  or  reasonably  early  polypoid 
changes  especially  in  the  nose,  with  a history  of 


infection  for  many  years.  The  diagnosis  naturally 
often  has  to  be  made  by  the  rhinologist.  In  a ma- 
jority of  these  cases,  improvement  has  followed 
irradiation. 

Group  5. — Old  exceedingly  chronic  polyp  forma- 
tion, usually  widespread,  is  present.  Only  a few 
of  these  have  received  any  benefit  from  irradiation. 

Technic 

Groups  1,  2,  and  3 have  been  treated  with  130 
kv.p.  and  six  millimeters  aluminum  filter,  300r 
measured  in  air  being  given  in  three  or  four  treat- 
ments over  a period  of  one  to  three  weeks.  Chil- 
dren have  been  given  smaller  doses. 

Groups  4 and  5 have  been  treated  with  200  kv.p. 
with  from  .5  to  two  millimeters  copper,  a total  dose 
of  600r  measured  in  air  being  used  (this  divided 
into  several  treatments). 

Summary 

1.  Sinus  disease  is  a far  more  common,  compli- 
cated, and  serious  condition  than  is  realized  by  the 
general  medical  profession. 

2.  Almost  every  common  cold  that  does  not  clear 
up  within  a reasonable  time  is  a sinus  infection. 
Many  are  due  to  allergy. 

3.  Preliminary  sinus  films,  on  patients  sent  in 
for  chest  examinations,  disclose  a great  many  un- 
suspected infections. 

4.  This,  many  times,  enables  the  patient  to  be 
referred  to  the  rhinologist  earlier  with  better  re- 
sults from  treatment. 

5.  Follow-up  films  to  determine  progress  are  just 
as  important  here  as  in  other  conditions. 

6.  In  addition  to  the  treatment  by  the  rhinolo- 
gist, many  cases  can  be  markedly  benefited  by 
roentgen  therapy. 

7.  We  believe  there  is  a definite  field  for  this 
method  of  therapy  in  carefully  selected  cases  of 
sinus  infections. 

8.  A wholehearted  and  sincere  cooperation  be- 
tween the  rhinologist,  radiologist,  and  the  allergist 
is  absolutely  essential  if  the  best  results  are  to  be 
obtained. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


The  Pathogenesis  of  Crisis  and  Death  in  Hyperthyroid- 
ism. Harold  L.  Foss,  M.D.,  Henry  F.  Hunt,  M.D., 
and  Robert  M.  McMillan,  M.D.  Journal  of  Ameri- 
can Medical  Association,  113:  1090-1094,  1939. 
Although  it  is  known  that  in  thyroid  crisis  there 
are  profound  toxemia  and  overwhelming  disturb- 
ances of  metabolic  processes,  the  exact  pathogenesis 
is  still  not  understood.  Postoperative  crisis  has 
fallen  to  an  apparently  irreducible  minimum  through 
careful  preoperative  preparation  and  meticulous 
planning  of  operative  procedures,  and  when  it  does 
occur  it  is  curiously  enough  in  the  cases  in  which 
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it  is  not  expected.  Semiconsciousness,  extreme  rest- 
lessness, an  uncountable  pulse,  cyanosis,  delirium, 
and  finally  death  compose  the  picture  of  crisis. 

The  author  discusses  several  series  of  cases  of 
toxic  goiter  reported  by  different  men  and  it  is 
shown  that  crisis  accounts  for  fifty  per  cent  of  the 
mortality  in  goiter  patients.  In  a considerable 
number  of  cases  dying  from  thyroid  crisis,  death  oc- 
curs before  operation.  Delay,  inadequate  preopera- 
tive preparation,  operations  not  properly  planned, 
infection,  minor  diagnostic  and  therapeutic  proce- 
dures, an  age  of  sixty  or  more,  emaciation,  a basal 
rate  which  fails  to  fall  materially  even  after  pro- 
longed treatment,  a loss  of  weight  of  forty  pounds 
or  more,  toxic  goiter  of  ten  to  fifteen  years’  dura- 
tion, interminable  medication  with  iodine — these 
are  the  factors  which  if  present  may  bring  on  a 
thyroid  crisis.  It  is  not  thought  that  the  anes- 
thetic is  an  important  factor.  Several  theories 
have  been  offered  as  an  explanation  of  crisis,  but 
none  has  been  generally  accepted. 

In  extensive  studies  of  the  pathologic  anatomy 
in  cases  dying  from  thyroid  crisis,  changes  in  the 
heart,  liver,  and  thymus  have  been  found  in  a ma- 
jority of  cases,  but  these  findings  are  by  no  means 
constant.  In  cases  of  hyperthyroidism  the  weight 
of  the  heart  exceeds  the  maximal  standard  values 
even  where  there  is  no  hypertension  or  complicating 
cardiac  disease.  Degenerative  changes  are  found 
in  the  liver  in  a high  percentage  of  cases,  but  by 
no  means  in  all  of  them.  A persistent  and  hyper- 
trophied thymus  is  found  in  a majority  of  patients 
dying  in  crisis. 

In  an  analysis  of  twenty-nine  cases  which  came 
to  autopsy  the  immediate  cause  of  death  was,  clin- 
ically, thyroid  crisis,  the  other  nine  having  died 
from  other  causes.  However  of  the  twenty  cases 
which  appeared  clinically  to  have  had  thyroid  crisis, 
nine  showed  at  necropsy  evidence  of  overwhelming 
infection,  antedating  the  symptoms  of  crisis.  In 
the  remaining  eleven  cases  post-mortem  examina- 


tion was  directed  mainly  toward  the  heart,  liver, 
and  thymus.  The  heart  was  normal  in  three  pa- 
tients. The  others  showed  evidence  of  various  car- 
diac diseases.  There  was  only  one  normal  liver 
found,  the  rest  showing  necrosis  in  the  center  of 
the  lobules.  Fatty  degeneration  of  the  liver  cells 
was  present  in  eight  patients.  The  authors  con- 
clude that  while  the  liver,  heart,  and  thymus  are 
affected  by  crisis  the  actual  cause  and  mechanism 
remains  to  be  discovered  by  the  physiologist  and 
experimental  pathologist. 


UROLOGY 

By  Tom  R.  Barky,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
Medical  Building:,  Knoxville 


Tumor  of  the  Testis  in  an  Infant.  J.  Howard  Shane. 

Southwestern  Branch,  American  Urological  Associa- 
tion, 1938. 

Tumors  of  the  testis  are  comparatively  common 
in  the  adult,  occurring  most  frequently  between 
the  twentieth  and  fiftieth  years.  In  infancy  and 
childhood  these  tumors  are  rare,  occurring  about 
once  in  every  200  testicular  tumors  reported.  Em- 
bryomas  are  most  frequently  found  in  childhood, 
while  seminomas  are  more  common  in  adults. 

This  author  reports  a case  of  an  infant,  aged 
four  months.  Two  weeks  after  birth  the  mother 
noticed  enlargement  of  the  left  testicle.  When 
four  months  of  age  the  mother  consulted  a doctor 
who  found  the  baby  to  be  normal  in  every  way  ex- 
cept a left  testicle  the  size  of  a small  hen’s  egg. 
There  were  no  palpable  masses  in  the  groin  or 
abdomen.  The  Aschheim-Zondek  test  was  negative 
for  prolan  A. 

The  testicle  was  removed  and  the  tumor  proved 
to  be  a primary  embryonal  carcinoma,  grade  II. 
Five  months  later  the  infant  was  developing  nor- 
mally and  there  were  no  evidences  of  metastasis. 
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lowers  the  curd  tension  and  is  easily  digested. 


ANTHONY  PURE  MILK  CO.,  Inc. 

504  WOODLAND  STREET  Phone  5-5637  NASHVILLE,  TENNESSEE 


October,  1939 


377 


LIST  OF  OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Dr.  W.  O.  Baird,  Henderson. 

Vice-President  for  West  Tennessee — Dr.  J.  G.  Price, 
Dyersburg. 

Vice-President  for  Middle  Tennessee — Dr.  R.  B. 
Gaston,  Lebanon. 

Vice-President  for  East  Tennessee — Dr.  J.  E.  Car- 
son,  Maryville. 

Secretary-Editor — Dr.  H.  H.  Shoulders. 

Assistant  Secretary-Editor — Dr.  W.  M.  Hardy. 
TRUSTEES 

Chairman  and  Treasurer — Dr.  C.  M.  Hamilton, 
Doctors  Building,  Nashville  (1940). 

Dr.  J.  B.  Stanford,  899  Madison  Avenue,  Memphis 
(1942). 

Dr.  E.  R.  Zemp,  Walnut  Street,  Knoxville. 

Dr.  Franklin  B.  Bogart,  Medical  Arts  Building, 
Chattanooga  (1941). 

Dr.  Tom  R.  Barry,  Doctors  Building,  Knoxville. 
COUNCILORS 

First  District — Dr.  L.  E.  Dyer,  Greeneville. 

Second  District — Dr.  S.  R.  Miller,  Knoxville. 


Third  District — Dr.  Hiram  A.  Laws,  Jr.,  Chat- 
tanooga. 

Fourth  District — Dr.  J.  T.  Moore,  Algood. 

Fifth  District — Dr.  John  W.  Sutton,  Petersburg. 
Sixth  District — Dr.  H.  S.  Shoulders,  Nashville. 
Seventh  District — Dr.  C.  D.  Walton,  Mt.  Pleasant. 
Eighth  District — Dr.  J.  R.  Thompson,  Jackson. 
Ninth  District — Dr.  E.  H.  Baird,  Dyersburg. 

Tenth  District — Dr.  W.  B.  Burns,  Memphis. 
Speaker  of  the  House  of  Delegates — Dr.  E.  R. 
Zemp,  Knoxville. 

Delegates  to  the  American  Medical  Association — 
Dr.  E.  G.  Wood,  Knoxville;  East  Tennessee. 

Dr.  H.  H.  Shoulders,  Nashville;  Middle  Tennes- 
see. 

Dr.  H.  B.  Everett,  Memphis;  West  Tennessee. 
Alternates — 

Dr.  E.  T.  Newell,  Chattanooga;  East  Tennessee. 
Dr.  W.  D.  Haggard,  Nashville;  Middle  Tennessee. 
Dr.  E.  C.  Ellett,  Memphis;  West  Tennessee. 


OFFICERS  OF  COUNTY  MEDICAL  SOCIETIES 


County  President  Vice-President  Secretary 

Anderson Horton  G.  Dubard,  Norris Trent  O.  Huff,  Clinton J.  S.  Hall,  Clinton 

Bedford Price  Womack,  Shelbyville Harrison  J.  Shull,  Shelbyville James  N.  Burch,  Shelbyville 

Blount W.  C.  Crowder,  Maryville Joe  E.  Hall,  Greenback J.  Frank  Manning,  Maryville 

Bradley Claude  H.  Taylor,  Cleveland Madison  S._  Trewhitt,  Cleveland Chas.  S.  Heron,  Charleston 

Campbell J.  P.  Lindsey,  LaFollette M.  L.  Davis,  Morley ...Joseph  McCoin,  LaFollette 

Carroll L.  E.  Trevathan,  Bruceton J.  H.  Williams,  McKenzie 

Carter H.  B.  Damron,  Elizabethton R.  A.  Range,  Elizabethton E.  T.  Pearson,  Elizabethton 

Cocke J.  E.  Hampton,  Newport 

Cumberland E.  W.  Mitchell,  Crossville ,__V.  L.  Lewis,  Crossville 

Davidson R.  W.  Billington,  Nashville George  Carpenter,  Nashville Hamilton  Gayden,  Nashville 

Dickson Hartwell  Weaver,  Dickson H.  P.  Spencer,  White  Bluff W.  H.  Sugg,  Dickson 

Dyer,  Lake,  Crockett W.  L.  Sumners,  Ridgely E.  T.  Haskins  (Dyer),  Newbern C.  L.  Denton,  Dyersburg 

E.  B.  Smythe  (Lake),  Tiptonville 

J.  O.  McKinney  (Crockett),  Friendship 

Fayette-Hardeman B.  F.  McAnulty,  Bolivar D.  L.  Brint,  Bolivar Wiley  D.  Lewis,  Bolivar 

Fentress Claude  Bertram,  Jamestown C.  A.  Collins,  Wilder 

Franklin Henry  T.  Kirby-Smith,  Winchester B.  W.  Sutton,  Huntland John  M.  Hardy,  Sewanee 

Gibson J.  H.  Rozzelle,  Gibson R.  F.  Hughes,  Milan E.  P.  Bowerman,  Trenton 

Giles G.  C.  Grimes,  Aspen  Hill T.  F.  Booth,  Pulaski J.  U.  Speer,  Pulaski 

Greene Haskell  W.  Fox,  Greeneville R.  B.  Gibson,  Greeneville I.  E.  Phillips,  Greeneville 

Grundy O.  H.  Clements,  Palmer.. W.  A.  Brewer,  Monteagle T.  F.  Taylor,  Monteagle 

Hamblen; D.  Z.  Zimmermann,  Morristown Y.  Alvin  Jackson,  Morristown D.  R.  Roach,  Morristown 

Hamilton S.  H.  Long,  Chattanooga W.  E.  Bryan,  Chattanooga J.  Marsh  Frere,  Chattanooga 

Hardin,  Lawrence, 

Lewis,  Perry,  Wayne..  J.  H.  Tilley,  Lawrenceburg Bartow  Williams  (Hardin),  Kendrick, 

Miss O.  H.  Williams,  Savannah 

C.  C.  Stockard  (Lawrence),  Lawrenceburg 
W.  E.  Boyce  (Lewis),  Hohenwald 
O.  A.  Kirk  (Perry),  Linden 

F.  H.  Norman  (Wayne),  Waynesboro 

Haywood T.  C.  Chapman,  Brownsville James  E.  Hayes,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry A.  F.  Paschall,  Puryear Elroy  Scruggs,  Paris. R.  Graham  Fish,  Paris 

Hickman C.  V.  Stephenson,  Centerville J.  S.  Beasley,  Centerville W.  K.  Edwards,  Centerville 

Humphreys H.  C.  Capps,  Waverly 


Lauderdale Jas.  L.  Dunavant,  Ripley 

Lincoln W.  S.  Joplin,  Petersburg J.  V.  McRady,  Fayetteville R.  E.  McCown,  Fayetteville 

Loudon J.  A.  Leeper,  Lenoir  City S.  G.  Saunders,  Loudon J.  R.  Watkins,  Loudon 

Macon D.  D.  Houser,  Lafayette J.  Y.  Freeman,  Lafayette 

Madison G.  H.  Berryhill,  Jackson Henry  H.  Herron,  Bemis S.  M.  Herron,  Jackson 

Maury H.  O.  Anderson,  Williamsport B.  H.  Woodard,  Spring  Hill D.  B.  Andrews,  Columbia 

McMinn C.  O.  Foree,  Athens W.  F.  Seay,  Englewood J.  H.  Lillard,  Benton 

McNairy _ T.  N.  Humphrey,  Selmer 

Monroe R.  C.  Kimbrough,  Madisonville H.  C.  Shearer,  Madisonville W.  G.  McEvitt,  Madisonville 

Montgomery V.  H.  Griffin,  Clarksville Phillip  L.  Lyle,  Clarksville R.  M.  Workman  Clarksville 

Obion D.  S.  Latimer,  Union  City 


,.W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingstc. 

..Thos.  J.  Hicks,  Copperhill W.  Y.  Gilliam,  Copperhill F.  O.  Geisler,  Isabella 


, . . , W.  F.  Fyke,  Springfield 

Rutherford R.  C.  VanHook,  Auburntown J.  B.  Black,  Murfreesboro J.  A.  Scott,  Murfreesborc 

Scott D.  T.  Chambers,  Norma T.  L.  Phillips,  Oneida Milford  Thompson,  Oneida 

Sevier R.  F.  Thomas,  Sevierville R.  J.  Ingle,  Sevierville L.  A.  Byers,  Sevierville 

Shelby J.  H.  Francis,  Memphis,  President W.  D.  Stinson,  Memphis A.  F.  Cooper,  Memphis,  Secretary 

W.  C.  Chaney,  Memphis,  President-elect  E.  G.  Kelly,  Memphis,  Treasurer 

Smith E.  D.  Gross,  Carthage L.  D.  Sloan,  Carthage Thayer  S.  Wilson,  Gordonsville 

Sullivan,  Johnson T.  R.  Bowers,  Bristol F.  L.  Alloway  (Sullivan),  Kingsport. C.  F.  N.  Schram,  Kingsport 

Robert  O.  Glenn  (Johnson),  Mountain  City 

Sumner Homer  Reese,  Gallatin R.  L.  Johnson,  Portland A.  L.  Ball,  Gallatin 

Tipton Waldo  McLister.  Brighton J.  C.  Turley,  Covington H.  C.  Currie,  Covington 

Unicoi Robert  H.  Harvey,  Erwin R.  E.  Stack,  Erwin Walter  C.  Humbert,  Erwin 

Washington T.  P.  McKee,  Johnson  City G.  E.  Campbell,  Johnson  City Walter  Hankins,  Johnsonn  City 

Weakley J.  A.  Moore,  Sharon M.  D.  Ingram,  Dresden T.  B.  Wingo,  Martin 

White H.  A.  Mor  gan,  Sparta E.  C.  Mason,  Quebeck A.  F.  Richards,  Sparta 

Wjlliamson R.  S.  Gass,  Franklin Walter  Pyle,  Franklin K.  S.  Howlett,  Franklin 

Wilson Robert  N.  Buchanan,  Lebanon O.  Reed  Hill,  Lebanon R.  B.  Gaston,  Lebanon 


378 


October,  1939 


STANDING  COMMITTEES 


COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  A.  H.  Lancaster,  Knoxville  (1942) 

Dr.  A.  F.  Cooper,  Memphis  (1941) 

Dr.  A.  M.  Patterson,  Chattanooga  (1940) 

STATE  TUBERCULOSIS  COMMISSION 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1941) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1942) 

Dr.  J.  L.  Hamilton,  Chattanooga  (1941) 

Dr.  0.  N.  Bryan,  Nashville  (1940) 

HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1941) 

Dr.  E.  H.  Baird,  Dyersburg  (1942) 

Dr.  L.  E.  Coolidge,  Greeneville  (1942) 

Dr.  R.  R.  Brown,  Nashville  (1941) 

Dr.  J.  H.  Francis,  Memphis  (1940) 

Dr.  S.  J.  Sullivan,  Cleveland  (1940) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1941) 
Dr.  M.  S.  Roberts,  Knoxville  (1942) 

Dr.  H.  B.  Everett,  Memphis  (1941) 

Dr.  Frank  Harris,  Chattanooga  (1940) 

Dr.  T.  R.  Ray,  Shelbyville  (1940) 

Dr.  W.  O.  Baird,  ex-officio,  Henderson 
Dr.  H.  H.  Shoulders,  ex-officio,  Nashville 

LIAISON  COMMITTEE 
Dr.  W.  C.  Dixon,  Chairman,  Nashville  (1941) 

Dr.  J.  O.  Manier,  Nashville  (1943) 

Dr.  J.  B.  Stanford,  Memphis  (1942) 

Dr.  H.  A.  Laws,  Chattanooga  (1942) 

Dr.  W.  P.  Wood,  Knoxville  (1940) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1941) 

Dr.  C.  M.  Hamilton,  Nashville  (1942) 

Dr.  S.  R.  Miller,  Knoxville  (1940) 

COMMITTEE  ON  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1940) 
Dr.  J.  M.  Lee,  Nashville  (1942) 

Dr.  W.  C.  Chaney,  Memphis  (1942) 

Dr.  R.  B.  Wood,  Knoxville  (1941) 

Dr.  H.  B.  Gotten,  Memphis  (1941) 

Dr.  D.  W.  Smith,  Nashville  (1940) 

COMMITTEE  ON  MEMOIRS 
Dr.  H.  M.  Tigert,  Chairman,  Nashville  (1941) 

Dr.  B.  T.  Nolen,  Franklin  (1942) 

Dr.  J.  C.  Brooks,  Chattanooga  (1941) 

Dr.  E.  L.  Ellis,  Maryville  (1940) 

Dr.  L.  J.  Lindsey,  Covington  (1940) 


COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  J.  R.  Reinberger,  Chairman,  Memphis  (1941) 
Dr.  D.  T.  Holland,  Newbern  (1942) 

Dr.  J.  E.  Powers,  Jackson  (1942) 

Dr.  M.  S.  Lewis,  Nashville  (1941) 

Dr.  H.  P.  Hewitt,  Chattanooga  (1941) 

Dr.  Andrew  Smith,  Knoxville  (1940) 

Dr.  C.  W.  Friberg,  Johnson  City  (1940) 

Dr.  L.  C.  Harris,  Lawrenceburg  (1940) 

COMMITTEE  ON  CHILD  WELFARE 
Dr.  Frazier  Binns,  Chairman,  Nashville  (1941) 

Dr.  H.  J.  Starr,  Chattanooga  (1942) 

Dr.  W.  D.  Mims,  Memphis  (1942) 

Dr.  Oliver  Hill,  Knoxville  (1940)* 

CANCER  COMMITTEE 
Dr.  Ralph  Monger,  Chairman,  Knoxville  (1940) 

Dr.  H.  S.  Shoulders,  Nashville  (1942) 

Dr.  J.  W.  McClaran,  Jackson  (1942) 

Dr.  W.  J.  Sheridan,  Chattanooga  (1941) 

Dr.  C.  H.  Heacock,  Memphis  (1941) 

Dr.  Howard  King,  Nashville  (1940) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  F.  Hamilton,  Chairman,  Memphis  (1942) 
Dr.  R.  C.  Robertson,  Chattanooga  (1941) 

Dr.  J.  J.  Ashby,  Nashville  (1941) 

Dr.  A.  H.  Meyer,  Memphis  (1940) 

Dr.  Robert  Patterson,  Knoxville  (1940) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga 
(1941) 

Dr.  C.  F.  N.  Schram,  Kingsport  (1942) 

Dr.  A.  R.  McMahan,  Memphis  (1942) 

Dr.  E.  L.  Rippy,  Nashville  (1940) 

COMMITTEE  ON  FRACTURES 
Dr.  Duncan  Eve,  Chairman,  Nashville  (1941) 

Dr.  J.  Paul  Johnson,  Chattanooga  (1942) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1942) 

Dr.  Jarrell  Penn,  Knoxville  (1940) 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  James  C.  Overall,  Nashville 
Vice-President — Dr.  F.  Tom  Mitchell,  Memphis 
Secretary — Dr.  Kinsey  M.  Buck,  Memphis 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President — Dr.  Robert  S.  Leach,  Knoxville 
Vice-President — Dr.  S.  H.  Long,  Chattanooga 
Secretary — Dr.  William  D.  Stinson,  Memphis 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  W.  B.  Anderson,  Chairman,  Nashville 
Dr.  Jesse  C.  Hill,  Knoxville 
Dr.  Jere  L.  Crook,  Jackson 


*Deceased. 


THE  JOURNAL 

OF  THE 

Tennessee  State  Medical  Association 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  OF  TENNESSEE 
ISSUED  MONTHLY , Under  Direction  of  the  Trustees 

Copyright,  1939,  by  the  Tennessee  State  Medical  Association 

H.  H.  SHOULDERS,  M.D.,  Secretary  and  Editor  W.  M.  HARDY,  M.D.,  Asst.  Secretary-Editor 

OFFICE  OF  PUBLICATION,  508  DOCTORS  BUILDING,  NASHVILLE,  TENNESSEE 

Volume  XXXII  NOVEMBER,  1939  No.  11 


POSTGRADUATE  MEDICAL  EDUCATION* 


Maxwell  Edward  Lapham,  M.D.,  F.A.C.S.,  New  Orleans,  Louisiana 


1FEEL  DEEPLY  honored  to  have  been 
asked  to  address  the  graduating  classes 
of  the  University  of  Tennessee  Schools 
of  Medicine,  Pharmacy,  and  Nursing.  The 
subject  of  this  discourse,  “Postgraduate 
Medical  Education,”  may  seem  untimely  on 
this  particular  occasion  when  you  as  grad- 
uates have  just  completed  your  academic 
work,  and  no  doubt  have  a feeling  that  you 
are  eminently  prepared  to  assume  the  med- 
ical responsibilities  which  may  confront  you. 
I suppose  any  allusion  to  this  day  being  just 
the  beginning  of  your  study  of  medicine 
would  seem  apocryphal. 

Nevertheless,  one  must  realize  that 
changes  are  taking  place  daily  in  our  knowl- 
edge of  medicine,  and  unless  one  begins  the 
practice  of  medicine  with  the  firm  resolu- 
tion to  keep  abreast  of  the  times,  he  will 
soon  sink  into  mediocrity.  The  medical 
scene  is  a rapidly  changing  one.  It  reminds 
me  of  the  cartoon  I recently  saw  which 
depicted  a contractor  rushing  to  completion 
the  construction  of  a New  York  apartment 
house  so  that  it  could  be  demolished  to  make 
place  for  another  more  modern  one. 

As  medical  graduates,  you  will  soon  begin 
your  first  experience  in  postgraduate  med- 
ical education  when  you  assume  your  posi- 
tions as  internes.  There  are  still  some 
states  which  permit  men  to  practice  without 
an  internship,  but  fortunately  at  this  time 


*Address  delivered  to  the  graduating  class,  Uni- 
versity of  Tennessee,  Memphis. 


most  medical  students  realize  the  impor- 
tance of  this  valuable  training,  and,  thanks 
to  this  opportunity,  they  become  better  phy- 
sicians for  taking  advantage  of  hospital 
training. 

Internships  are  not  always  all  that  could 
be  desired  so  far  as  training  of  young  physi- 
cians is  concerned,  since  hospital  routines 
and  mass  care  often  prevent  the  careful 
study  of  individual  cases.  Some  hospitals 
are  obviously  better  teaching  institutions 
than  others,  but  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Med- 
ical Association,  as  well  as  the  medical  grad- 
uate, can  be  assured  of  relatively  good 
training  in  those  hospitals  approved  for  in- 
ternships. 

At  times  you  may  think  you  are  being 
abused  because  a great  deal  of  work  and 
long  hours  will  be  required  of  you.  You 
will  think  the  food  is  bad  and  that  the  hos- 
pital is  making  money  by  the  sweat  of  your 
brow.  You  will  have  indignation  meetings, 
you  will  resent  the  attitude  of  efficient 
nurses,  who  know  hospital  routines  better 
than  you  do;  you  will  think  that  your  in- 
terne colleagues  are  getting  better  services 
than  you  are ; you  will  be  convinced  that  you 
are  more  clever  than  your  chief  because  you 
luckily  or  thoughtfully  outsmarted  him  in 
the  diagnosis  of  a case.  All  of  these  reac- 
tions seem  to  be  common  and  normal  to  the 
average  interne.  In  retrospect,  particular- 
ly in  the  first  lean  years  of  practice,  the 
hospital  food  will  assume  the  aspect  of  a 


380 


POSTGRADUATE  MEDICAL  EDUCATION— Lapham 


November,  1939 


banquet,  you  will  often  wish  for  the  assist- 
ance of  the  nurse  you  had  previously  thought 
to  be  officious,  you  will  realize  at  some  time 
the  freedom  from  responsibility  which  was 
your  lot  because  you  had  the  staff  members 
with  whom  to  consult.  At  the  same  time, 
you  will  have  had  great  opportunities  to 
care  for  numbers  of  patients  with  relative 
freedom  to  use  your  own  initiative.  You 
will  realize  that  you  were  seeing  a good 
cross  section  of  your  future  practice  under 
excellent  conditions  in  which  to  study  pa- 
tients and  diseases.  Finally,  after  you  have 
been  in  private  practice  for  a time,  the  in- 
terne years  will  stand  out  as  the  happiest 
and,  in  a practical  and  scientific  way,  the 
most  profitable  years  of  your  medical  expe- 
rience. 

Probably  the  most  satisfactory  internship 
is  one  in  a teaching  hospital  where  work  of 
the  internes  is  supervised,  and  excellent 
medical  practice  is  seen  daily.  Greater 
stress  should  be  laid  on  a longer  training  in 
internal  medicine,  particularly  for  the  man 
who  intends  to  practice  general  medicine. 
Good  teaching  is  also  given  in  hospitals 
which  have  no  medical  school  affiliation, 
and  the  good  medical  student  will  be  bene- 
fited by  a service  in  a nonteaching  hospital. 
However,  most  of  us  actually  do  need  super- 
vision and  instruction  at  this  particular 
time  in  our  careers,  even  though  they  may 
be  irksome.  In  all  hospitals  some  plan  for 
the  instruction  of  internes  should  be  out- 
lined so  that  the  training  will  not  be  just 
the  casual  ward  work  or  operating  room 
experience.  Besides  the  supervision  of  the 
clinical  work  and  record  keeping,  there 
should  be  well-regulated  staff  meetings 
where  mortalities  and  morbidities  are  stud- 
ied. Clinical  pathological  conferences  and 
opportunities  to  study  pathological  speci- 
mens add  to  the  interest  and  value  of  an 
internship,  at  the  same  time  maintaining 
good  standards  for  the  hospital.  The  tact- 
ful and  thoughtful  management  of  patients 
and  families  of  patients  should  be  impressed 
upon  the  interne  by  staff  members. 

If  further  special  study  is  planned,  there 
is  no  better  background  than  that  good 
internship.  Many  men  elect  to  specialize 
immediately  following  the  interne  years, 


and  residencies  in  specialties  are  available 
in  many  hospitals,  particularly  in  the  med- 
ical school  hospitals. 

It  is  most  important  that  residencies  in 
special  graduate  work  be  well  organized  so 
that  the  graduate  student  can  have  the  op- 
portunity to  review  the  preclinical  subjects 
in  reference,  particularly,  to  their  applica- 
tion to  the  specialty  under  consideration. 
The  graduate  resident  should  take  an  active 
part  in  seminar  meetings  with  the  staff 
members  acting  only  as  advisers.  This  is  a 
means  by  which  the  student  develops  his 
ability  to  read  the  literature,  obtain  the  de- 
sired information,  and  present  it  intelli- 
gently. 

Most  graduate  courses  in  a specialized 
field  should  be  of  several  years’  duration, 
and  the  student  should  be  allowed  to  assume 
progressively  greater  responsibilities  until 
it  is  finally  determined  that  he  is  qualified 
to  practice  his  specialty.  Great  improve- 
ment has  been  made  in  raising  the  stand- 
ards of  medical  specialists  by  the  creation 
of  specialty  boards  which  pass  upon  the 
qualifications  of  a physician  who  desires  to 
confine  his  practice  to  a particular  branch 
of  medicine.  It  is  gratifying  to  realize  that 
the  profession  has  determined  to  create  and 
maintain  high  standards  of  medical  practice 
without  the  legal  injunction  of  state  or  fed- 
eral agencies. 

The  standards  of  training  for  internes 
and  residents  have  been  improving,  and  are 
now  established  on  a fairly  high  level.  This 
is  the  result  of  some  coercion  and  pressure 
on  the  part  of  national  medical  groups,  but 
much  of  the  improvement  in  training  for 
the  young  physician  has  resulted  from  the 
untiring  efforts  of  medical  school  faculties 
and  hospital  staffs  who  have  assumed  the 
responsibility  for  an  excellent  grade  of 
graduate  education. 

The  continued  training  of  the  physician 
once  he  has  assumed  his  role  of  the  private 
practitioner  depends  largely  on  his  desire  to 
maintain  a high  degree  of  efficiency,  born 
of  previous  examples  of  his  teachers  and  the 
development  of  good  habits  of  study.  I re- 
cently heard  Dr.  Wm.  O’Brien,  director  of 
Postgraduate  Study  at  the  University  of 
Minnesota,  say  that  all  physicians  could 
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maintain  a high  medical  efficiency  if  they 
would  develop  the  regular  reading  habit. 
The  late  Dr.  William  Mayo  is  said  to  have 
spent  at  least  one  hour  daily  in  reading 
medical  literature  and  another  hour  in 
reading  nonmedical  literature.  If  he  failed 
to  read  one  day,  he  made  up  the  time 
later.  He  was  one  of  the  best-informed 
medical  men  in  the  world.  I personally 
have  developed  the  habit  of  reading  upon 
retiring.  It  is  not  only  a pleasant  and  quiet 
time  to  read,  but  this  habit  prevents  in- 
somnia. If  one  is  as  intensely  interested  in 
the  practice  of  good  medicine  as  he  should 
be,  he  will  read  the  current  literature  avidly 
and  will  make  reading  a part  of  his  daily 
work  and  pleasure.  There  is  no  more  pa- 
thetic picture  than  the  one  of  a physician 
who  has  “gone  to  seed.” 

The  busy  practicing  physician  often  feels 
he  cannot  afford  to  attend  medical  meetings, 
and  I am  forced  to  admit  that  many  meet- 
ings are  almost  completely  without  value. 
This  is  particularly  true  of  the  county  med- 
ical society  meeting  which  frequently  de- 
generates into  an  experience  meeting.  It 
has  been  my  feeling  for  some  time  that  such 
small  meetings  of  medical  men,  who  are 
well  acquainted,  could  be  made  interesting 
and  valuable  if  they  were  conducted  as 
abstract  or  journal  clubs,  with  several  men 
making  concise  reports  on  pertinent  articles 
in  current  medical  journals.  This  is  a 
method  of  reviewing  current  literature,  of 
which  there  is  a great  amount,  without  bur- 
dening any  individual.  Petty  professional 
jealousies  should  be  put  aside,  and  each 
physician  should  work  to  the  ultimate  bene- 
fit of  himself  and  his  colleagues,  to  say 
nothing  of  the  patient.  There  is  no  reason 
why  a group  of  intelligent  physicians  should 
not  work  in  harmony  in  their  communities, 
even  to  the  point  of  reporting  and  discuss- 
ing mortalities  and  morbidities.  Seek  con- 
sultation with  other  physicians  who  have 
something  definite  to  offer  in  difficult  and 
serious  cases,  and  don’t  stoop  to  the  practice 
of  agreeing  with  a consultant  just  to  “cover 
up”  yourself  or  the  other  physician. 

Larger  medical  meetings  will  rarely  be 
without  benefit.  I have  a friend  in  Virginia 
who  is  a regular  attendant  at  a great  many 


medical  meetings.  He  told  me  he  had  de- 
cided early  in  his  medical  career  that  if  he 
obtained  only  one  bit  of  new  knowledge  or 
was  reminded  of  something  of  value  he  had 
forgotten,  he  considered  himself  amply  re- 
paid for  attending  the  meeting.  The  stim- 
ulation one  receives  from  meeting  and  hear- 
ing medical  authorities  is  well  worth  the 
attendance  at  major  medical  organizations. 

I have  recently  attended  the  Congress  on 
Obstetrics  and  Gynecology.  It  was  one  of 
the  most  interesting  meetings  I have  ever 
attended.  By  and  large,  there  was  little 
new  information  presented,  but  it  was  grat- 
ifying to  be  reassured  that  many  of  my 
practices  are  accepted  by  the  representative 
men  in  those  specialties. 

One  of  the  greatest  inadequacies  of  the 
medical  profession  has  been  its  failure  to 
realize  the  importance  of  continued  study. 
This,  one  might  say,  is  due  to  the  lack  of 
interest  or  initiative  on  the  part  of  indi- 
vidual physicians.  Recently  it  seems  that 
many  physicians  are  desiring  postgraduate 
facilities.  Witness  the  sponsorship  of  ex- 
tension courses  and  postgraduate  medical 
assemblies  by  state  medical  societies  and 
large  groups  of  physicians,  excellent  exam- 
ples of  which  you  have  in  the  city  of  Mem- 
phis and  in  the  State  of  Tennessee.  There 
seems  to  be  a definite  desire  on  the  part  of 
physicians  to  improve  themselves. 

It  is,  on  the  other  hand,  a well-known 
fact  that  many  physicians  will  not  take  ad- 
vantage of  organized  postgraduate  courses, 
and  only  under  pressure  of  lay  or  pro- 
fessional criticism  will  many  attend  such 
courses.  This  is  due  to  indifference  and 
lack  of  appreciation  of  their  needs,  and  per- 
haps some  of  these  physicians  should  never 
have  entered  the  medical  profession  at  all. 

We  all,  however,  need  stimulation,  en- 
couragement, and  leadership.  I believe 
medical  schools  have  failed  to  assume  as 
much  responsibility  as  they  should  have  for 
the  future  welfare  of  their  graduates  and 
the  profession  in  general.  The  majority  of 
medical  schools  seem  to  feel  that  they  have 
done  their  work  when  they  graduate  a class 
of  medical  students.  About  the  only  time 
we  hear  from  our  Alma  Maters  is  when  we 
receive  the  perennial  requests  for  a dona- 
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tion  to  the  endowment  fund  or  to  subscribe 
to  a fund  to  perpetuate  in  oils  one  of  our 
former  professors.  The  responsibility  of 
a medical  school  to  its  graduates  should 
never  cease.  It  should  interest  itself  in 
securing  good  internships  for  its  graduates. 
It  should  attempt  to  secure  graduate  resi- 
dencies for  worthy  men.  It  should  main- 
tain a regular  contact  with  its  graduates 
by  sending  them  the  proceedings  of  scien- 
tific staff  meetings  and  by  keeping  them 
acquainted  with  changing  policies.  It  should 
assume  the  responsibility  of  maintaining 
interest  in  postgraduate  study  by  a definite 
plan,  not  only  among  its  alumni,  but  among 
physicians  within  its  immediate  sphere  of 
influence. 

Many  methods  are  immediately  available 
if  medical  faculties  will  realize  the  need  and 
value  of  such  an  undertaking.  Your  own 
school  is  already  jointly  sponsoring  state- 
wide extension  courses.  This  is  an  excel- 
lent, though  possibly  limited,  method  by 
which  a school  may  participate  in  medical 
continuation  study. 

Intramural  courses  should  be  offered  for 
the  general  practitioner  in  particular,  for 
this  is  the  largest  medical  group  to  be 
served.  I believe  every  medical  school  fac- 
ulty can  give  such  courses  once  they  have 
realized  the  need  for  them  and  have  real- 
ized their  obligations  as  leaders  in  the  pro- 
fession. It  has  been  my  experience  that 
medical  faculties  feel  postgraduate  teaching 
is  a burden,  and  the  idea  should  be  incul- 
cated into  young  faculty  men  that  this  is  as 
much  a part  of  their  work  as  undergraduate 
teaching.  Until  this  idea  is  universally  ac- 
cepted, postgraduate  teaching  will  not  enjoy 
stability  and  progress.  In  order  to  conduct 
successful  postgraduate  courses,  they  must 
be  organized  by  men  who  know  what  the 
general  practitioner  needs,  and  see  that  he 
gets  it.  It  is  the  attitude  of  many  medical 
faculties  that  postgraduate  students  can  be 
told  anything,  and  they  must  take  it  and 
like  it.  As  a matter  of  fact,  the  man  who 
takes  time  off  from  his  practice  to  attend 
such  a course  wants  value  received,  and  has 
a right  to  expect  it.  Short  courses  of  a few 
weeks  can  be  offered,  and  should  be  planned 
to  keep  the  student  busy  and  actively  in- 


terested. They  should  not  be  too  didactic, 
but  balanced  by  lectures,  clinic  and  wTard 
work,  journal  clubs,  and  whatever  practical 
and  special  procedures  can  reasonably  be 
given.  It  should  be  the  greatest  satisfac- 
tion to  a medical  school  to  know  that  it  has 
sent  away  postgraduate  students  who  are 
satisfied  and  who  will  probably  be  better 
physicians  for  the  efforts  expended  by  the 
faculty. 

Often  a physician  may  want  to  take  spe- 
cial work  in  some  branch  of  medicine,  either 
to  improve  that  part  of  his  general  practice 
or  to  specialize.  The  University  of  Min- 
nesota School  of  Medicine  seems  to  have  an 
excellent  plan  for  continuation  study.  Phy- 
sicians on  the  university  list  are  asked  the 
type  of  work  they  desire  to  have  presented. 
If  a group  of  twenty-five  or  so  men  request 
the  same  course,  then  plans  are  made  for 
its  organization.  This  plan  assumes  that 
the  students  are  getting  what  they  want, 
and  should  be  well  satisfied  at  the  termina- 
tion. The  course  is  given  for  a week,  and 
not  only  faculty  members  of  that  particular 
school  are  used,  but  exchange  professors 
who  are  outstanding  in  their  fields  are  em- 
ployed. The  best  possible  course  is  thereby 
presented.  The  content  is  diversified,  and 
the  students  have  the  opportunity  not  only 
to  hear  didactic  lectures,  but  they  are  given 
practical  work  in  clinics,  wards  and  labora- 
tories. This  plan  does  not  increase  the 
work  of  the  staff  over  a long  period  of  time, 
and  the  administrators  feel  that  the  stu- 
dents receive  about  all  the  instruction  they 
can  absorb  for  a time.  They  leave  the 
course  well  satisfied  and  benefited,  and  have 
not  stayed  long  enough  to  become  disinter- 
ested. As  a matter  of  fact,  many  physicians 
return  frequently  for  these  short  courses. 
Incidentally,  they  are  away  from  their  prac- 
tices for  only  a short  time,  and  the  course 
is  not  expensive. 

Tulane  University  gives  a course  each 
year  for  its  alumni  at  home-coming  lasting 
a week.  This  is  a means  of  showing  them 
the  accomplishments  of  the  school  as  well  as 
benefiting,  we  hope,  to  those  who  attend. 

There  are  some  physicians  who  may  de- 
sire to  study  for  a longer  period  in  special 
branches  of  medicine,  and  it  is  occasionally 
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possible  for  various  departments  of  a med- 
ical school  to  arrange  for  a few  people  to 
take  courses  lasting  a year  or  more.  This 
takes  care  of  a few  physicians  who  may 
want  to  go  into  a specialty  or  who  may 
simply  want  to  improve  a particular  part  of 
their  general  practices. 

Whatever  I have  said  of  postgraduate 
medical  education  may  apply  to  professions 
| allied  to  medicine,  and  so  far  as  that  is  con- 
cerned, to  every  profession.  If  I could  be 
sure  that  just  one  of  you  has  been  con- 


vinced of  the  importance  of  continued  edu- 
cation at  the  end  of  the  discourse,  I would 
think  my  feeble  efforts  had  been  worth 
while.  Postgraduate  medical  education,  as 
a part  of  adult  education  in  general,  is  only 
just  beginning  to  get  under  way,  and  every 
one  of  us,  from  the  recent  graduate  to  the 
most  eminent  leaders  in  education,  needs  to 
be  stimulated  by  reading  and  contact  with 
others  of  our  profession  to  the  ultimate 
benefit  of  ourselves  and  those  we  serve. 


A CASE  REPORT  OF  A RECURRENT  ABSCESS  OF  THE 
THYROID  GLAND 


Carroll  H.  Long,  M.D.,  Johnson  City 


ON  SEPTEMBER  22,  1938,  I saw  Bill 
Godsey,  a rather  active  man  of  sev- 
enty, who  was  lying  in  bed  com- 
plaining of  pain  in  the  neck.  Examination 
showed  him  to  have  a fever  of  102  degrees 
Fahrenheit.  There  was  no  abnormality  in 
the  mouth,  but  in  the  left  anterior  triangle 
of  the  neck,  there  was  a tense  indurated 
tender  mass,  with  signs  of  inflammation  ex- 
tending from  the  mandible  down  to  the 
clavicle,  with  the  greatest  tenderness  ap- 
pearing just  opposite  and  below  the  level 
of  the  thyroid  cartilage.  The  patient  was 
desperately  ill  and  was  seen  daily  until  Sep- 
tember 27,  when  he  reported  that  during 
the  preceding  night  something  had  burst 
into  his  throat  and  he  had  spit  out  a large 
quantity  of  foul-smelling  material.  Signs 
of  inflammation  noted  above  rapidly  disap- 
peared. 


On  September  9,  1939,  this  same  patient 
was  seen  in  the  beginning  stages  of  what 
appeared  clinically  to  be  a repetition  of  the 
same  condition.  On  September  19,  there 
appeared  an  area  of  fluctuation.  Under 
local  anesthesia  an  incision  was  made  along 
the  anterior  border  of  the  sternocleidomas- 
toid muscle,  through  the  deep  fascia  of  the 
neck,  where  there  was  a large  collection  of 
foul-smelling,  yellow  pus.  A finger  was  in- 
serted through  the  deep  fascia  into  the  cav- 
ity, and  on  palpitating  the  capsule  of  the 
thyroid  gland  an  opening  just  admitting  the 
finger  was  found. 

It  was  the  opinion  of  myself  and  Dr.  Paul 
T.  McBee,  who  was  assisting  in  the  opera- 
tion, that  the  origin  of  the  abscess  was  in 
the  thyroid  gland.  The  patient  was  seen 
frequently  until  September  26,  at  which 
time  the  wound  was  healed  and  symptoms 
and  signs  had  disappeared. 
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AUSCULTATION  IN  THE  DIAGNOSIS  OF  SURGICAL  DISEASES  OF 

THE  ABDOMEN* 


Barton  McSwain,  M.D.,  F.  A.  C.  S.,  Paris 


THE  TERM  “borborygmus”  was  em- 
ployed by  Hippocrates.  Robert  Hooke1 
a hundred  years  before  Laennec  sug- 
gested “that  it  may  be  possible  to  discover 
the  motions  of  the  internal  parts  of  the 
bodies  ...  by  the  sound  they  make  that  one 
may  discover  the  works  performed  in  the 
several  offices  and  shops  of  a man’s  body 
and  thereby  discover  what  instrument  or 
engine  is  out  of  order,  what  works  are  go- 
ing on  at  several  times  and  lie  still  at  oth- 
ers” and  mentioned  the  hearing  of  the  “mo- 
tion of  the  wind  to  and  fro  in  the  guts.” 
Hooker3  described  the  frequency  and  inten- 
sity of  intestinal  gurglings  in  the  course  of 
different  diseases  of  the  digestive  organs. 

Although  an  occasional  article  on  this 
subject  appears,  there  is  relatively  very  lit- 
tle in  the  literature  about  it,  probably  be- 
cause as  King1  says,  it  is  “little  used  be- 
cause peristaltic  sounds,  even  under  normal 
conditions,  vary  greatly  with  the  intake  of 
food  and  the  stages  of  digestion.  Therefore 
it  is  impossible  to  determine  by  its  charac- 
ter the  particular  point  of  origin  of  the 
peristaltic  contraction,  although  one  may 
differentiate  between  the  small  intestine  and 
the  colon.  In  the  light  of  our  present 
knowledge,  abdominal  auscultation  can  dis- 
tinguish only  two  conditions,  the  absence  of 
peristalsis  or  its  abnormal  activity. 

Classification.5 — The  intrinsic  sounds  are 
those  produced  in  the  abdominal  cavity  it- 
self and  the  extrinsic  sounds  are  those  pro- 
duced in  the  thorax,  adjacent  bones,  ab- 
dominal wall  or  elsewhere.  The  methods  of 
auscultation  are  direct,  with  the  ear  applied 
to  the  abdomen;  indirect,  with  the  stethe- 
scope ; and  modified,  which  combines  the  di- 
rect with  some  additional  procedure  such  as 
percussion,  bubbling  of  air  through  a tube 
or  vibration  of  a tuning  fork.  The  latter 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


will  not  be  discussed  since  it  is  only  of  aca- 
demic interest  since  the  advent  of  the  X-ray. 

Source. — The  sources  of  the  sounds  which 
may  be  heard  in  the  abdomen  are  the 
esophagus,  stomach,  small  and  large  intes- 
tine, and  the  vascular  system  normally.  In 
certain  diseased  conditions  sounds  may  be 
heard  which  originate  from  the  gall  bladder 
and  the  peritoneum.  There  is  very  little 
transmission  of  sound  normally;0  that  is, 
sounds  which  may  be  heard  with  the  steth- 
escope  in  the  epigastrium  are  not  heard  in 
the  right  or  left  lower  quadrant. 

Esophagus. — Meltzer7  is  said  to  have 
been  the  first  to  describe  the  esophageal 
sounds.  There  are  two — the  first,  heard  as 
the  fluid  passes  over  the  epiglottis,  being 
followed  six  to  eight  seconds  later  by  the 
second,  heard  as  the  fluid  passes  into  the 
stomach.  This  is  determined  by  placing  the 
bell  of  the  stethescope  just  below  the  xiphoid 
and  having  the  patient,  in  the  upright  posi- 
tion, take  a swallow  of  water.5 

Stomach. — There  are  three  significant 
types  of  sound  emanating  from  the  stom- 
ach. First  there  are  the  sounds  of  active 
peristalsis  which  originate  in  the  main  from 
the  pylorus.  This  is  best  heard  by  placing 
the  stethescope  midway  between  the  um- 
bilicus and  the  xiphoid,  just  to  the  right  of 
the  midline.  The  sounds  are  “loud,  rat- 
tling, and  explosive,  occasionally  only  the 
recurrence  of  a short  series  of  pops”2  or 
loud  rumbling.  The  rumbling  may  often  be 
heard  at  a distance  even  in  the  absence  of 
disease.  The  second  type  of  sound  is  the 
metallic  tinkle  which  simply  indicates  that 
there  are  both  fluid  and  gas  present.  The 
third  type  is  the  succussion  splash  which 
also  indicates  the  presence  of  fluid  and  gas 
and  is  elicited  by  placing  the  bell  of  the 
stethescope  in  the  epigastrium  to  the  left 
of  the  midline  and  making  sudden  dips  with 
the  hand  to  the  left  of  the  umbilicus.  Can- 
non2 states  that  the  normal  rate  of  peri- 
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stalsis  in  the  stomach  is  three  waves  per 
minute.  This  checked  with  rhythmic  oscil- 
lations in  gastric  pressure  which  Moritzs 
found  after  introducing  a tube  into  his  py- 
lorus and  with  Cannon’s  observations  with 
the  fluoroscope. 

Small  Intestine. — Peristalsis  is,  of  course, 
normally  heard  in  the  small  intestine.  The 
best  place  for  auscultation  of  these  sounds 
is  the  left  lower  quadrant,  where  there  is 
the  least  chance  of  confusion  with  the 
sounds  of  other  parts  of  the  gastrointes- 
tinal tract.  Cannon2  describes  the  rhythmic 
segmentation  of  the  small  intestine  as  fol- 
lows : 

“There  is  a soft  rustling  of  fine  crepitat- 
ing noises ; a group  of  little  rattling,  explo- 
sive discharges;  a rough,  rolling  rumble, 
like  miniature  thunder.  It  has  three  dis- 
tinctive features:  (1)  The  sounds  usually 
rise  slowly  to  an  acme  of  intensity  and  grad- 
ually subside ; but  they  may  increase  slowly 
to  a maximum  and  suddenly  cease  or  begin 
loud  and  gently  decrease.  Each  may  last 
two  or  three  seconds  or  more.  (2)  The 
sound  persists  for  some  time  in  one  place ; 
it  may  be  audible  for  a minute  or  many 
minutes,  but  does  not  move  away.  (3) 
There  is  a distinctive  rate  of  six  to  twelve 
per  minute,  thus  two  to  four  times  as  fre- 
quent as  the  gastric  peristalsis.” 

Monks9  states  “in  order  roughly  to  indi- 
cate on  the  outside  of  the  body  the  posi- 
tion ordinarily  occupied  by  the  upper,  mid- 
dle, and  lower  thirds  of  the  (small)  intes- 
tine, I have  found  that  two  straight  lines 
running  obliquely  across  the  abdomen  at 
the  two  ends  of  and  at  right  angles  with 
the  line  of  the  mesenteric  root  will  divide 
the  abdomen  into  three  regions,  each  of 
which  will  contain,  in  most  bodies,  about 
one-third  of  the  intestinal  tube,  the  upper 
third  in  the  first  region,  the  middle  third  in 
the  second,  and  the  lower  third  in  the  third.” 
Thus  the  upper  six  feet  are  in  the  left 
upper  quadrant,  partially  under  the  ribs, 
the  middle  portion  is  in  the  middle  part  of 
the  abdomen  and  the  lower  portion  is  in  the 
pelvis  and  right  lower  quadrant.  This  is 
an  important  fact  to  keep  in  mind  in  any 
method  of  abdominal  diagnosis  where  in- 
testinal localization  is  necessary. 


Large  Intestine. — The  peristaltic  sound 
of  the  large  intestine  can  with  difficulty  be 
differentiated  from  that  of  the  small  intes- 
tine. There  is  an  almost  constant  succes- 
sion of  little  popping  noises  and  faint  gur- 
gling heard  over  the  ascending  colon.  There 
is  no  uniform  rhythm  detectable  over  the 
cecum  or  ascending  colon  as  there  is  in 
the  stomach  and  small  intestine.  A splash 
may  be  heard  normally  over  the  cecum  at 
times  by  placing  the  bell  of  the  stethescope 
over  McBurney’s  point  and  dipping  with 
the  hand.  Metallic  tinkle  is  heard  only  in 
the  presence  of  disease.  The  peristaltic 
sounds  from  the  large  intestine  are  more 
marked  over  the  ascending  and  transverse 
colon  than  over  the  descending  and  sigmoid 
colon  due  to  the  greater  peristaltic  activity 
and  more  fluid  content  of  the  former  two. 

Vascular  System. — Hemic  murmurs  may 
be  heard  over  the  abdominal  aorta  in  near- 
ly all  patients  who  are  thin  enough  for  its 
pulsation  to  be  felt.  They  are  of  no  sig- 
nificance. The  heart  sounds  are  not  nor- 
mally transmitted  to  the  abdomen. 

In  the  above  discussion  an  attempt  has 
been  made  to  outline  the  types  of  normal 
sounds  heard  from  all  the  abdominal  or- 
gans from  which  sounds  issue.  In  addition 
to  these,  in  the  presence  of  disease,  rarely 
sounds  which  come  from  the  peritoneum 
and  gall  bladder  may  be  heard.  In  certain 
pathological  conditions  some  sounds  are 
heard  which  are  not  heard  normally,  some 
of  the  normal  sounds  are  changed  in  rate, 
pitch  or  intensity  and  some  are  absent. 
These  will  be  described  under  the  headings 
of  the  various  abnormal  conditions  in  which 
they  occur. 

Diseases  of  the  Esophagus. — In  partial 
obstruction  of  the  esophagus3  the  interval 
between  the  first  and1  second  sound  becomes 
prolonged  from  the  normal  six  to  eight  sec- 
onds to  fifteen  to  thirty  seconds  and,  in 
complete  obstruction,  it  is  entirely  absent. 
It  is  delayed  or  absent  in  cardiospasm  also. 

Diseases  of  the  Stomach  and  Duodenum. 
— The  complications  of  peptic  ulcer  and 
carcinoma  of  the  stomach  are  obstruction, 
hemorrhage  and  perforation.  The  normal 
emptying  time  of  the  stomach  is  about  six 
hours.  Hence,  the  elicitation  of  the  succus- 
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sion  splash  as  described  above  in  a patient 
who  has  been  without  liquids  for  that  length 
of  time  assures  one  that  gastric  retention 
of  some  degree  is  present.  Its  presence 
twenty-four  hours  after  fluid  intake  is  in- 
dicative of  complete  obstruction.  The  high- 
pitched  metallic  tinkle  is  confirmatory  evi- 
dence. These  statements  apply  equally  as 
well,  of  course,  to  congenital  hypertrophic 
pyloric  stenosis  or  pylorospasm  from  any 
cause. 

Even  after  profuse  hemorrhage,  peri- 
staltic activity  of  the  stomach  and  intes- 
tines is  not  abolished.  This  has  been  con- 
firmed by  observation  in  recent  personal 
cases  in  which  repeated  auscultation  imme- 
diately and  as  long  as  two  hours  after  pro- 
fuse hematemesis  revealed  rhythmic  sounds. 

As  early  as  thirty  minutes  after  perfora- 
tion of  an  ulcer  into  the  peritoneal  cavity, 
the  abdomen  is  as  quiet  as  a graveyard. 
Incidentally,  one  should  listen  for  at  least 
three  minutes  before  one  declares  that  peri- 
stalsis is  not  present.  This  sign  is  of  great 
value  in  differentiating  perforated  ulcer 
from  intrathoracic  disease  in  which  peri- 
stalsis is  normal  or  increased  and  from  rup- 
tured appendix  in  which  peristalsis  is  not 
abolished  completely  until  generalized  peri- 
tonitis ensues. 

In  the  presence  of  free  fluid  in  the  peri- 
toneal cavity,  a sign  described  by  Clay- 
brook10  may  be  found.  This  was  originally 
described  by  him  in  a case  of  traumatic  rup- 
ture of  the  intestine.  As  early  as  a half 
hour  afterward  the  heart  and  respiratory 
sounds  were  transmitted  all  over  the  abdo- 
men where  they  could  be  heard  almost  as 
well  as  over  the  chest. 

Diseases  of  the  Small  and  Large  Intestine. 
— It  is  in  the  diagnosis  of  diseases  of  the 
small  and  large  intestine  that  auscultation 
is  of  the  most  value.  These  will  be  dis- 
cussed together. 

There  is  an  increase  in  rate  to  ten  to  fifty 
per  minute  or  even  to  a continuous  gurgle 
in  hyper  motility11  due  to  gastroenteritis 
from  dietary  indiscretion  or  disease  and 
also  after  an  enema  or  administration  of 
strong  purgatives.  Usually  the  increase  in 
rate  is  accompanied  by  an  increase  in  in- 
tensity, making  peristalsis  audible  perhaps 


even  across  the  room,  and  a decrease  in 
pitch,  a harsh,  low  gurgle  replacing  the 
normal  rather  high-pitched  faint  clicking 
sound. 

In  early  intestinal  obstruction,  and  in 
incomplete  obstruction  the  frequency  and 
intensity  are  increased  markedly.  James12 
states:  “The  stethescope  detects  a charac- 
teristic metallic  or  tinkling  resonance  pro- 
duced by  mixture  of  fluid  and  gas  in  the 
small  gut,  frequently  echoing  as  if  in  hollow 
caverns.  In  addition,  there  may  be  long- 
drawn-out  gurgles  and  sizzling  noises  as  if 
the  gas  were  passing  through  narrow  chan- 
nels, most  intense  at  the  height  of  a peri- 
staltic wave.”  The  succussion  splash  may 
be  present  also.  Incidentally  these  peri- 
staltic sounds  are  synchronous  with  the  vis- 
ible peristaltic  wave  which  may  be  present 
and  with  the  patient’s  cramplike  pain. 
After  the  stage  of  gangrene  has  been 
reached,  all  peristaltic  activity  ceases  and 
the  abdomen  is  perfectly  silent.  A silent 
abdomen  is  present  also  in  paralytic  ileus 
postoperatively  from  mesenteric  thrombosis 
or  any  other  cause.  The  stethescope  is  thus 
of  value  in  postoperative  conditions  in  dis- 
tinguishing paralytic  ileus  from  mechanical 
obstruction. 

In  early  acute  appendicitis,  peristalsis  is 
not  decreased.  However,  there  is  no  so- 
called  “noisy  abdomen”13  except  after  pur- 
gation or  enema  and  this  is  a good  point  of 
differentiation  from  gastrointestinal  upsets 
in  which  a very  noisy  abdomen  may  be 
found.  It  is  rather  surprising  that  peri- 
stalsis is  not  absent  even  when  perforation 
has  occurred  and  localized  peritonitis  has 
developed.  The  author  has  confirmed  this 
fact  at  operation  on  numerous  occasions. 
The  abdomen  is  perfectly  silent,  of  course, 
when  the  peritonitis  becomes  generalized. 
This  latter  fact  aids  in  the  differentiation 
of  peritonitis  from  pneumonia ; in  both 
there  are  fever,  leukocytosis  and  perhaps  a 
jvery  rigid  abdomen,  but  peristalsis  is  nor- 
mal or  increased  in  pneumonia  whereas  in 
peritonitis  severe  enough  to  cause  general- 
ized rigidity,  the  abdomen  is  silent.  Aus- 
cultation is  of  great  aid  also  in  differentiat- 
ing peritonitis  from  mechanical  obstruc- 
tion14 as  other  clinical  signs,  including  vom- 
iting and  distention,  are  similar  in  both. 
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In  irreducible  hernia  the  use  of  the  steth- 
escope  over  the  sac  may  give  the  observer 
information  as  to  whether  the  sac  contains 
omentum  only  or  intestine.  Furthermore, 
if  it  can  be  determined  by  other  means  that 
there  is  intestine  in  the  sac,  auscultation 
will  reveal  whether  there  is  present  normal 
peristalsis,  the  hyperperistalsis  of  obstruc- 
tion or  the  silence  of  gangrene. 

As  mentioned  above,  Claybrook10  de- 
scribed the  sign  obtained  in  the  presence 
of  traumatic  rupture  of  the  intestine  with- 
out external  evidence  of  injury.  In  this 
case,  there  was  transmission  of  the  heart 
and  respiratory  sounds  so  that  they  could 
be  heard  all  over  the  abdomen  almost  as 
well  as  over  the  chest,  even  without  a steth- 
escope.  He  stated  that  it  was  possible  for 
anyone  to  elicit  this  sign  who  had  “one 
good  ear.”  He  considered  it  “when  pres- 
ent, positive  indication  for  immediate  lap- 
arotomy, whether  the  other  signs  present 
indicated  grave  trouble  or  not.”  He  found 
it  as  early  as  a half  hour  after  injury  and, 
in  unoperated  cases,  continuing  as  long  as 
twenty-four  hours.  He  thought  it  due  to 
irritation  of  the  perietal  peritoneum  by 
sudden  outpouring  of  foreign  material  such 
as  bowel  content,  blood  or  urine.  It  was 
not  found  in  one  case  of  severe  bowel  in- 
jury; hence,  he  thought  it  unwise  to  con- 
sider its  absence  to  indicate  that  the  bowel 
is  not  injured.  Rigidity  had  no  bearing  on 
the  presence  of  the  sound  as  it  was  found 
in  soft  abdomens  as  well  as  rigid  ones.  The 
fluid  itself,  he  thought,  was  not  responsible, 
as  it  was  in  some  cases  too  small  in  amount 
and  furthermore  it  does  not  conduct  sound 
as  well  as  gas  or  the  body  tissues.  He 
found  it  in  a case  of  ruptured  mesentery 
with  hemorrhage,  ruptured  spleen,  rup- 
tured bowel,  ruptured  liver,  ruptured  tubal 
pregnancy,  perforated  typhoid  ulcer,  and 
immediately  after  the  rupture  of  an  appen- 
dix. Its  presence  after  rupture  of  the 
spleen  and  liver  indicates  that  free  gas  is 
not  necessary  to  cause  the  sign.  This  sign 
is  of  value  also  in  differentiating  perforated 
peptic  ulcer  from  acute  appendicitis  because 
in  the  latter  it  does  not  occur  until  after 
rupture. 


Aschner15,  in  describing  this  sign,  stated 
that  “the  heart  sounds  and  respiratory  mur- 
mur were  audible  over  three  of  the  four 
abdominal  quadrants.  The  heart  sounds 
were  somewhat  distant  and  reminded  one 
of  the  fetal  heart  sounds  familiar  to  the 
obstetrician.  The  inspiratory  murmur  was 
audible  at  times  with  quiet  respiration  and 
at  other  times  only  when  the  patient  was 
requested  to  breathe  deeply.”  He  empha- 
sizes the  fact  that  it  must  be  present  in 
three  of  the  four  quadrants,  that  it  is  less 
reliable  if  present  in  only  two.  It  was  not 
present  in  several  cases  of  ascites  examined, 
but,  he  thought,  present  only  with  sudden 
accumulations  of  fluid  under  tension.  It 
was  not  demonstrable  in  a large  number  of 
patients  on  the  surgical  wards  without  ab- 
dominal disease.  In  his  twenty  cases  of 
acute  conditions,  in  eight  of  which  the  symp- 
toms and  usual  physical  examination  did 
not  suggest  peritonitis  and  in  only  two  of 
which  shifting  dullness  could  be  demon- 
strated, the  sign  was  present  and  operation 
revealed  seropurulent  or  purulent  exudation 
into  the  peritoneal  cavity. 

The  old  idea  that  the  benefit  of  morphine 
in  hemorrhage,  postoperative  conditions, 
etc.,  was  from  paralysis  of  the  intestine 
has,  of  course,  long  been  abolished.16*  17« 
is,  i9,  20  However,  morphine  does  cause 
constipation  by  causing  spastic  tonus  of  the 
entire  gastrointestinal  tract  by  a direct 
muscular  action.  Its  beneficial  effects  are 
due,  in  addition  to  depressant  action  on  pain 
perception,  to  persistent  closure  of  the  pre- 
pyloric muscle,  delaying  the  passage  of 
stomach  contents  into  the  duodenum  and 
to  increased  tonus  and  spasticity  in  both 
the  small  and  large  intestines,  thus  sup- 
pressing peristaltic  waves.  This  can  be 
confirmed  clinically  by  auscultation  of  the 
abdomen  before  and  after  the  administra- 
tion of  one-sixth  to  one-quarter  grain  (.01 
to  .015  grams)  of  morphine. 

Diseases  of  the  Vascular  System. — The 
only  sounds  of  importance  surgically  orig- 
inating from  the  abdominal  portion  of  the 
vascular  system  are  the  whirring  murmur 
of  an  aneurysm  and  the  machinery  murmur 
of  an  arteriovenous  fistula. 
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Peritoneum. — Friction  sounds  due  to  per- 
itonitis are  rarely  recognized.  Sailer5 
states  that  he  heard  it  once  in  a case  of  peri- 
splenitis, the  rub  being  very  loud  and  heard 
best  just  beneath  the  end  of  the  eleventh 
rib  on  the  left  side.  He  reports  having 
heard  it  in  another  case  over  the  liver. 

Gall  Bladder. — Sailer5  states  that  crepita- 
tion may  be  heard  in  a few  cases  of  multi- 
ple stones  of  the  gall  bladder  by  placing 
the  stethescope  over  the  gall  bladder  and 
palpating  in  that  neighborhood  with  the 
hand. 

Summary 

1.  Auscultation  is  of  value  in  the  diag- 
nosis of  certain  diseases  of  the  esophagus, 
stomach  and  duodenum  and  the  large  and 
small  intestine. 

2.  The  absence  of  the  second  sound  in  the 
esophagus  indicates  obstruction. 

3.  The  presence  of  the  succussion  splash 
and  metallic  tinkle  over  the  stomach  six  or 
more  hours  after  fluid  intake  indicates  gas- 
tric retention.  The  abdomen  is  perfectly 
silent  within  thirty  minutes  after  perfora- 
tion of  a peptic  ulcer. 

4.  The  most  important  auscultatory  signs 
in  the  diagnosis  of  diseases  of  the  small  and 
large  intestine  are  sounds  of  hyperperistal- 
sis in  early  obstruction  and  in  incomplete 
obstruction;  the  complete  absence  of  peri- 
stalsis in  generalized  peritonitis,  gangrene 
of  the  intestine,  and  paralytic  ileus  from 
any  cause;  and  Claybrook’s  sign  of  trans- 
mission of  the  heart  and  respiratory  sounds 
to  the  abdomen  in  cases  of  sudden  accumu- 
lation of  fluid  under  tension  in  the  abdom- 
inal cavity. 

Conclusions 

1.  In  this  discussion  no  attempt  has  been 
made  to  bring  out  any  new  facts  or  obser- 
vations, but  merely  by  summarizing  and 
quoting  freely  from  the  rather  sporadic  ar- 
ticles in  the  literature  to  bring  a helpful 
procedure  to  the  attention  of  the  profession. 

2.  In  order  for  one  to  derive  any  benefit 
from  auscultation  of  the  abdomen  it  is  nec- 
essary to  realize  that,  like  all  specialized 
diagnostic  procedures,  it  requires  study  and 
repeated  application.  The  results,  in  gen- 
eral, are  not  as  definite  as  those  obtained 


in  auscultation  of  the  chest,  but  are  unques- 
tionably of  value. 

3.  Finally  it  is  suggested  that,  in  the  ab- 
domen as  in  the  thorax,  inspection,  palpa- 
tion, and  percussion  be  followed  routinely 
by  auscultation. 
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DISCUSSION 

DR.  J.  L.  McGEHEE  (Memphis)  : Mr.  Presi- 
dent and  Gentlemen : In  this  day  and  time  of 
scientific  medicine,  with  the  almost  daily  intro- 
duction of  new  methods,  new  instruments  of  pre- 
cision and  new  techniques,  ballyhooed  by  their 
promoters  as  better  than  anything  else  that  had 
ever  gone  before,  it  is  quite  refreshing  to  listen 
to  a paper  by  a young  man  calling  our  attention 
to  the  value  of  an  old  bedside  clinical  method, 
which  requires  for  its  successful  application  one 
of  our  common  senses — hearing — by  which  the  in- 
formation so  gained,  interpreted  in  terms  of  physi- 
ology, leads  to  valuable  deductions  and  rational 
conclusions.  The  method,  unusual  to  relate,  does 
not  require  an  elaborate,  expensive  equipment, 
neither  does  it  require  the  almost  ever-present  as- 
sistance of  that  product  of  modern  medicine,  the 
female  laboratory  technician.  It  only  requires  a 
good  doctor  with  one  good  ear. 

Dr.  McSwain’s  paper  is  timely,  because  it  calls 
to  our  attention  the  importance  of  not  forgetting, 
in  this  glamorous,  spectacular  age  of  medicine,  the 
fundamentals.  It  calls  to  our  attention  the  prac- 
tical value  of  using  our  common  senses,  of  culti- 
vating and  using  our  powers  of  observation,  of 
seeing  with  our  eyes,  of  feeling  with  our  hands,  of 
smelling  with  our  noses,  and  of  hearing  with  our 
ears. 

The  neglect  of  three  faculties  is  one  of  the  evils 
of  modern  medical  education.  They  have  been  al- 
most relegated  to  the  limbo  of  forgotten  things  by 
the  enthusiasm  of  modern  medicine  with  its  scien- 
tific methods. 

There  is  no  more  pathetic  sight  to  behold  than 
the  young  medical  man,  the  product  of  an  ultra- 
scientific  medical  school,  at  the  beside  of  a seriously 
sick  patient,  alone,  without  the  aid  of  a biochemist, 
a roentgenologist,  a serologist,  an  electrocardiol- 
ogist, one  of  the  numerous  types  of  consulting  spe- 
cialists, without  the  registered  nurse  and  the  lab- 
oratory technician,  etc.,  alone,  having  for  the  first 


time  to  depend  on  his  mother  wit.  At  the  bedside 
of  this  patient  he  is  entirely  out  of  his  element 
and,  like  a fish  out  of  water,  he  flounders  miser- 
ably. 

Now  I would  not  for  one  moment  decry  the  value 
of  scientific  and  exact  methods,  but  I do  decry 
their  magnification  and  exaggeration  to  that  ridic- 
ulous degree  of  importance  that  results  in  exclud- 
ing clinical  methods,  founded  on  observation  and 
common  sense  from  the  ken  of  modern  medical 
students. 

Too  much  attention  to  mice  and  too  little  at- 
tention to  men  has  been  the  ruination  of  many 
embryo  physicians. 

So  I say  this  paper  has  a deeper  significance 
than  just  pointing  out  to  us  the  information  to  be 
gained  by  auscultating  the  suspected  abdomen.  It 
calls  our  attention  to  a tendency  to  forget  the  fun- 
damentals in  our  enthusiasm  over  that  which  is 
new,  novel,  and  smacketh  of  the  scientific. 

It  is  well  to  remember  that  it  is  much  better 
and  more  profitable  to  be  able  to  interpret  the 
symptoms  of  disease  in  terms  of  living  pathology 
than  to  be  able  to  determine  the  pH  of  the  urine — 
that  it  is  likewise  better  to  be  able  to  interpret  the 
clinical  signs  of  acute  appendicitis  than  to  be  able 
to  recognize  a Schilling’s  shift  to  the  left.  Also  it 
is  well  to  remember  that  the  foetal  heart  sounds 
and  movements  are  at  least  of  equal  value  to  the 
Aschheim-Zondek  test.  Again,  metallic  tinkle  is  of 
much  more  diagnostic  value  than  a roentgenologist’s 
report  of  a “herring-bone  pattern”  in  a case  of 
suspected  intestinal  obstruction. 

Dr.  McSwain  has  given  us  a classical  paper, 
pointing  out  the  value  of  auscultation  in  the  diag- 
nosis of  surgical  diseases  of  the  abdomen,  to  which 
I can  add  nothing,  and  at  the  same  time  he  has 
called  our  attention  to  the  importance  of  holding 
fast  to  that  which  is  old,  tried  and  true.  He  has 
emphasized  the  importance  of  clinical  observation, 
logical  thinking,  physiological  interpretation  of 
physical  signs  which,  in  these  modern  times,  seems 
to  be  rapidly  becoming  a lost  art. 

DR.  BARTON  McSWAIN  (closing)  : Mr.  Chair- 
man, I just  want  to  thank  Dr.  McGehee  for  his  dis- 
cussion. 

Let  me  remind  you  again  that  after  you  have 
learned  all  you  can  about  the  abdomen,  I believe 
you  will  learn  a little  more  if  you  will  take  out 
your  stethescope  and  listen. 
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William  E.  Bryan,  M.D.,  Chattanooga 


IN  THE  UNITED  STATES  some  120,000 
people  died  of  cancer  last  year.  This 
number  is  steadily  increasing.  From 
one-fourth  to  one-third  of  these  deaths  are 
caused  by  cancer  of  the  stomach.  In  one- 
third  of  the  cases  of  cancer  in  men  the 
lesion  is  in  the  stomach.  In  women  one- 
fifth  of  cancer  is  in  the  stomach. 

According  to  Balfour1  cancer  in  no  region 
of  the  body  is  more  responsive  to  early 
treatment  than  that  of  the  stomach.  Of 
his  cases  operated  on  while  the  lesion  was 
still  confined  to  the  wall  of  the  stomach  fifty 
per  cent  were  alive  and  well  five  years  later. 
Walters2  (Mayo)  stated  that  forty  to  fifty 
per  cent  of  his  cases  operated  on  when  the 
glands  were  not  involved  were  alive  and 
well  after  five  years.  With  glandular  in- 
volvement, and  no  other  metastasis,  the  per- 
centage was  about  eighteen.  Allen3  (Mas- 
sachusetts General  Hospital)  reports  thirty 
per  cent  of  cases  living  five  years  after  par- 
tial gastrectomy.  His  operative  mortality 
was  thirty-three  per  cent.  These  percent- 
ages are  more  encouraging,  I am  sure,  than 
those  of  the  country  in  general.  But  at 
least  surgery  done  early  has  much  to  offer. 

Why,  then,  is  the  mortality  rate  so  high? 
The  answer  is  that  so  few  reach  the  only 
means  of  cure  in  the  operable  stage.  The 
Mayo  Clinic  reports  state  that  only  twenty 
to  twenty-five  per  cent  of  their  cases  are 
operable.  Other  reports  give  their  operable 
cases  as  low  as  five  per  cent.  (Foss,  Dan- 
ville, Pennsylvania.)  The  series  reported 
by  me  had  thirteen  per  cent  which  were 
considered  operable. 

We  are  told  that  ninety  to  ninety-five 
per  cent  of  early  operable  cancers  of  the 
stomach  can  be  demonstrated  on  X-ray 
films.  It  is  evident  that  if  we  clinicians  had 
our  stomach  cancer  cases  X-rayed  in  their 
early  stages  and  operated  on,  a very  great 
number  of  lives  could  be  saved.  This  is 
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not  the  arraignment  of  clinicians  that  it 
might  seem.  It  appears  that  people  take 
digestive  disturbances  for  granted  and  en- 
dure at  length  before  seeking  medical  ad- 
vice. Here  is  another  educational  respon- 
sibility for  us.  The  organization  which 
fosters  “cancer  week”  furnishes  us  oppor- 
tunities of  speaking  to  groups  and  gives  us 
the  use  of  the  radio  for  stressing  just  such 
points. 

The  early  symptoms  of  gastric  carcinoma 
found  in  my  small  series  correspond  with 
other  reports.  The  most  common  symptoms 
noted  were  epigastric  distress,  mild  or  se- 
vere, usually  of  a burning  nature  occurring 
most  often  after  meals,  eructation  of  gas, 
loss  of  appetite,  vomiting,  loss  of  weight, 
strength,  and  pallor.  These  are  common 
experiences  for  many  people.  They  are 
present  as  reflexes  with  many  diseases  in 
other  parts  of  the  body  or  with  emotional 
upsets.  I am  urging  you  not  to  be  too  easily 
satisfied  as  to  explanation,  especially  in 
those  past  middle  life.  If  these  tend  to 
grow  worse,  or  persist  for  two  weeks,  by 
all  means  have  your  further  studies  made. 
The  caution  is  here  made  that  often  there 
is  temporary  relief  of  symptoms  when  ulcer 
regime  is  established.  I would  like  also  to 
spare  you  the  embarrassment  of  sending 
an  elderly  gentleman  to  Florida  to  recover 
from  his  weakness,  loss  of  weight,  pallor 
and  digestive  disturbances  and  either  have 
him  to  return  to  you  a few  months  later 
with  an  advanced  cancer  of  the  stomach,  or 
have  a severe  hemorrhage  while  away. 

The  carcinoma  of  the  stomach  which  can 
be  diagnosed  by  clinical  signs  and  symptoms 
is  already  past  the  stage  when  operation 
will  be  other  than  palliative.  The  textbook 
picture  of  cachexia,  hemorrhage,  palpable 
tumors,  and  signs  of  obstruction  would  well 
be  forgotten  in  so  far  as  benefit  other  than 
palliative  to  patient  is  concerned.  In  both 
early  and  late  manifestation  the  location  of 
the  new  growth  determines  the  type  of 
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signs  and  symptoms.  If  near  the  pylorus 
signs  of  obstruction  appear  reasonably 
early.  When  farther  away  from  the  pylo- 
rus, hemorrhage  is  more  likely  to  occur. 
; There  is  earlier  gland  involvement  from 
those  lesions  near  the  pylorus. 

The  problem  of  getting  more  of  these 
unfortunates  in  touch  with  their  only  hope 
; of  escape  lies  in  the  main  with  the  family 
| physician.  The  first  point  with  this  group 
; of  medical  men  is  to  be  cancer-minded, 
i Such  obscure  lesions  can  never  be  suspected 
, unless  one  is  looking  for  them.  To  wait 
until  the  thing  literally  hits  us  in  the  eye  is 
; not  good  practice  and  the  patient  pays  dear- 
ly for  our  lack  of  acutenes.  As  I have  been 
, interested  in  this  subject  for  some  time  I 
: recently  studied  the  case  histories  of  the 
patients  admitted  to  the  Baroness  Erlanger 
, Hospital,  Chattanooga,  for  the  past  three 
years.  The  series  included  twenty-three 
cases  of  carcinoma  of  the  stomach.  This 
series  represent  one  case  of  carcinoma  of 
the  stomach  to  950  admissions  to  the  hos- 
pital for  that  period,  and  sixteen  per  cent 
of  all  malignances.  Sixty  per  cent  of  these 
cases  were  white  men.  There  was  only  one 
negro  in  the  series.  (The  ratio  of  negro  to 
white  admission  is  one  to  three.)  One  of 
these  was  thirty-eight,  another  forty  years 
of  age,  and  the  remainder  were  above  forty- 
five.  The  average  for  the  group  was  fifty- 
eight  and  one-fourth  years.  Eighteen  or 
seventy-eight  per  cent  were  service  cases. 
Digestive  symptoms  had  been  present  from 
six  weeks  to  ten  years,  the  average  duration 
of  symptoms  being  three  and  one-half  years. 
Of  the  twenty-three  cases  only  three  or  thir- 
teen per  cent  were  considered  operable. 
The  remaining  twenty  cases  had  metastasis 
to  the  liver,  severe  grade  of  pyloric  obstruc- 
tion, or  severe  hemorrhage  which  took  their 
lives  a few  days  after  entering  the  hospital. 

The  above  picture  is  indeed  gloomy.  Of 
twenty-three  cases  of  carcinoma  of  the 
stomach  admitted  to  the  hospital  only  three 
had  the  remotest  chance  of  living  longer 
than  a few  weeks.  However,  I feel  that 
something  helpful  can  be  done  about  the 
situation.  Upon  the  family  physician  rests 
a large  part  of  the  responsibility  as  he  con- 
tacts these  victims  earliest.  If  he  keeps  in 


mind  a few  facts  he  will  be  instrumental  in 
saving  a few  of  these  lives.  First:  Any 
persistent  digestive  disturbance  coming  on 
after  middle  life  is  very  likely  to  be  cancer 
of  the  stomach.  Second : An  increase  in  in- 
tensity of  gastrointestinal  symptoms  so  long 
standing  in  an  elderly  person  is  likely  to  be 
cancer  of  the  stomach,  especially  if  pallor  is 
present.  Third:  Early  carcinoma  of  the 
stomach  can  be  diagnosed  by  X-ray  in  nine- 
ty to  ninety-five  per  cent  of  the  cases. 
Fourth:  Twenty  to  fifty  per  cent  of  early 
carcinoma  of  the  stomach  can  be  cured  by 
operation. 
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DISCUSSION 

DR.  R.  L.  SANDERS  (Memphis)  : Dr.  Bryan 
has  pictured  a rather  hopeless  outlook  from  the 
treatment  of  carcinoma  of  the  stomach,  and  I con- 
fess that  I am  more  than  ever  discouraged.  The 
situation  is  especially  pitiable  among  patients  seen 
in  our  charity  hospitals,  as  shown  by  the  records 
of  cases  in  the  John  Gaston  Hospital  in  Memphis, 
which  I shall  review,  and  in  the  Charity  Hospital 
in  Nashville,  which  the  next  speaker  will  discuss. 

I have  studied  157  cases  of  cancer  of  the  stomach 
in  the  John  Gaston  Hospital,  representing  the  total 
number  of  patients  admitted  with  the  disease  over 
a period  of  ten  years,  from  1928  to  1938.  All 
were  from  the  lower  classes  of  society.  Of  that 
number,  109  were  males  and  forty-eight  were  fe- 
males; fifty-five  were  white  and  102  black.  These 
figures  differ  materially  from  those  shown  by  Dr. 
Bryan,  which  may  be  explained  by  the  fact  that 
far  more  colored  patients  than  white  are  treated  in 
the  John  Gaston  Hospital. 

TABLE  I 

Carcinoma  of  the  Stomach  Over  a Period  of 
Ten  Years,  1928  to  1938,  John  Gaston 
Hospital,  Memphis 

Number  of  patients 157 

Male 109 

Female 48 

White 55 

Black 102 

Explorable — (32)  20.4% 

Operation — 

Exploration  11 

Gastroenterostomy  19 

Resection 2 

Operative  mortality 50% 

Known  mortality  of  entire  group — (65) 41.4% 

Of  the  157,  only  thirty-two,  or  20.4  per  cent,  were 
explorable.  Operation  was  confined  merely  to  ex- 
ploration in  eleven,  and  a palliative  gastroenteros- 
tomy was  performed  in  nineteen,  no  effort  being 
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made  to  remove  the  growth.  The  stomach  was  re- 
sected in  two.  It  is  both  startling  and  distressing 
that  of  a total  of  157  patients  with  a major  dis- 
ease, only  two,  or  approximately  1.5  per  cent,  could 
be  offered  any  prospect  of  cure.  This  is  an  impres- 
sive example  of  the  danger  of  delay.  Many  of 
these  patients  had  never  seen  a doctor,  and  came 
to  the  hospital  only  after  symptoms  had  become 
severe.  The  operative  mortality  of  the  thirty-two 
explored  was  fifty  per  cent,  for  obvious  reasons, 
and  of  the  entire  number,  sixty-five,  or  41.4  per 
cent,  are  known  to  have  succumbed  from  the  dis- 
ease. There  is  no  doubt  that  the  actual  mortality 
is  far  higher. 

In  contrast  to  the  situation  encountered  in  the 
charity  hospital,  I shall  present  our  experience 
with  a group  of  private  patients,  all  of  whom  came 
from  a high  social  stratum.  During  the  past  few 
years  we  have  observed  in  private  practice  sixteen 
patients  with  cancer  of  the  stomach.  Five  were 
males  and  eleven  females,  which  is  a sex  incidence 
in  reverse  ratio  to  that  of  patients  seen  in  the 
John  Gaston  Hospital. 


TABLE  II 

Private  Cases  of  Carcinoma  of  the  Stomach 

Number  of  patients  (all  white) 16 

Males  5 

Females  11 

Explorable — (14)  87.5% 

Operation — 

Exploration  6 

Gastroenterostomy  2 

Resection  6 

Operative  mortality — (2)  12.5% 

Average  life  postoperatively 13  mos. 

Patients  living  and  well  after  five  years 2 


Fourteen  of  the  sixteen,  or  87.5  per  cent,  were 
explorable,  as  compared  to  20.4  per  cent  of  the 
charity  patients.  Exploration  alone  was  performed 
in  six,  gastroenterostomy  in  two,  and  resection  in 
six.  Two,  or  12.5  per  cent,  succumbed  during  the 
postoperative  hospitalization.  The  average  post- 
operative survival  period  of  the  fourteen  was  thir- 
teen  months,  and  only  two  are  living  after  five 
years.  Despite  the  contrast  in  the  figures  of  the 
charity  and  private  cases,  there  is  little  encourage- 
ment in  the  fact  that  of  sixteen  private  patients 
observed  and  fourteen  operated  upon,  only  two 
lived  five  years. 

We  cannot  expect  any  improvement  in  these  re- 
sults until  patients  learn  the  advantage  of  early 
diagnosis.  A progressive  decline,  as  manifested  by 
loss  of  appetite,  vitality,  weight  and  strength,  and 
constantly  recurring  distress  in  the  stomach  which 
is  unrelieved  by  medical  agents,  should  lead  one 
immediately  to  suspect  cancer  of  the  stomach.  As 
Dr.  Bryan  has  pointed  out,  the  diagnosis  may  be 
confirmed  by  the  roentgenogram  in  ninety-five  per 
cent  of  cases.  I should  like  to  repeat  his  statement 
that  if  resection  is  carried  out  while  the  disease  is 
still  limited  to  the  stomach  wall  or  the  neighboring 
glands,  a fairly  large  number  of  patients,  i.e., 
twenty-two  or  twenty-three  per  cent,  will  live  five 


years  or  more.  I might  add  that  the  size  of  the 
lesion  is  not  necessarily  an  indication  of  its  re- 
sectability; many  of  the  larger  growths  metasta- 
size slowly.  When  the  cancer  goes  beyond  the 
stomach  wall,  however,  the  prognosis  is  unfavor- 
able. 

I wish  to  thank  Dr.  Bryan  for  bringing  us  his 
experiences  with  carcinoma  of  the  stomach.  The 
disease  is  certainly  one  of  our  gravest  problems. 
Nearly  all  patients  so  affected  seek  treatment  too 
late;  the  operative  mortality  is  then  exceedingly 
high  and  ten  or  twelve  months  of  life  is  the  most 
we  can  offer. 

DR.  E.  L.  RIPPY  (Nashville)  : I have  en- 
joyed Dr.  Bryan’s  paper  very  much,  and  I think 
he  has  brought  to  our  attention  a subject  about 
which  too  little  is  being  written. 

Recently  I made  an  analytical  study  of  all  the 
American  literature  on  cancer  of  the  stomach  for  a 
five-year  period,  and  found  that  ninety  per  cent 
of  the  articles  were  being  written  by  the  men  in 
the  large  medical  centers,  although  they  were 
observing  only  ten  per  cent  of  the  total  cases,  leav- 
ing the  other  cases  scattered  over  the  rest  of  the 
United  States,  about  which  there  was  little  or 
nothing  being  written.  Therefore,  in  our  journals 
we  do  not  have  a composite  picture  and  if  we  read 
the  articles  from  the  Mayo  and  similar  clinics  we 
are  optimistic,  but  if  we  accept  the  average  over 
the  country  (which  is  three  per  cent  five-year 
cure)  we  are  pessimistic. 

Cancer  of  the  stomach  might  appropriately  be 
called  the  Hitler  of  diseases,  since  it  annually  kills 
thirty-eight  thousand  and  has  resisted  all  efforts 
to  be  blocked  successfully  by  the  combined  defenses 
of  the  laity,  clinician,  roentgenologist,  and  the 
surgeon.  This  lack  of  progress  is  due  to  the  diffi- 
culty of  diagnosing  the  lesion  in  its  early  stage 
when  it  is  a local  disease  and  curable  by  surgery. 

Why  then  cannot  the  diagnosis  be  made  early? 
It  is  probably  due  to  one  of  the  following  reasons: 

1.  The  insidious  nature  of  the  onset  in  some 
cases,  allowing  the  lesion  to  be  well  advanced  be- 
fore the  appearance  of  any  symptoms  or  physical 
findings. 

2.  The  patient  does  not  seek  medical  aid,  al- 
though he  may  be  having  considerable  gastric  dis- 
tress. 

3.  The  symptomatic  treatment  of  elderly  patients 
with  gastric  distress  without  complete  investiga- 
tion, including  X-ray. 

4.  The  pessimistic  attitude  of  many  doctors  rela- 
tive to  the  curability  of  cancer  of  the  stomach. 

5.  Lack  of  appreciation  of  the  fact  that  lesions 
in  certain  regions  of  the  stomach  are  potentially, 
if  not  already,  malignant. 

I wish  to  present  briefly  some  statistics  from  a 
review  of  2001  cases  of  cancer  of  the  stomach  over 
a ten-year  period  in  Nashville.  In  this  series  111 
cases,  or  55.5  per  cent,  were  explored  with  thirty- 
six  deaths,  or  32.4  per  cent  mortality.  To  further 
analyze  these  figures,  there  were  thirty-six  gastro- 
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enterostomies  with  twelve  deaths,  33.3  per  cent 
mortality.  Thirty-six  explorations  only  with  eleven 
deaths,  or  28.25  per  cent  mortality.  Gastrostomy 
and  enterostomy,  six  cases  with  three  deaths,  or 
fifty  per  cent  mortality.  Thirty-three  resections 
with  ten  deaths,  or  a mortality  of  30.3  per  cent. 

Since  these  cases  were  so  far  advanced  the  end 
results  were  poor.  In  a preliminary  report  of  the 
end  results  of  this  series  165  cases  have  been  fol- 
lowed. Of  this  number  160  were  dead,  leaving 
only  five  alive  at  the  present  time,  and  all  of  these 
were  resected. 

DR.  JOHN  B.  HASKINS  (Chattanooga)  : Mr. 
Chairman,  this  is  a very  live  subject,  and  it  oc- 
curred to  me  while  Dr.  Bryan  was  reading  his 
paper  that  if  the  Cancer  Commission  would  em- 
I phasize  in  our  lay  journals  more  the  chronic  con- 
ditions leading  up  to  cancer  of  the  stomach  it 
would  be  a mighty  fine  thing,  and  it  would  help 
the  profession  to  get  the  cases  early. 

I have  had  about  ten  cases  and  the  best  result 
I had  was  a six-year  cure,  and  that  patient  came 
back  with  an  inoperable  carcinoma  of  the  rectum. 
The  rest  of  my  cases  died  much  earlier. 


I had  two  cases  last  fall.  One  of  them  was  ad- 
herent to  the  pancreas  and  I got  a pancreatic 
fistula,  and  there  isn’t  anything  worse  in  surgery 
than  when  you  get  into  the  pancreatic  secretion. 
The  other  case  lived  a month,  developed  pneumonia, 
and  died,  although  he  never  did  get  a complete 
healing  of  his  wound. 

It  is  a live  subject  and  Dr.  Bryan  should  be 
commended  for  bringing  it  before  us.  We  should 
use  all  the  legitimate  propaganda  we  can  to  get 
these  cases  early.  I think  through  our  lay  journals 
would  be  a mighty  good  way  to  get  behind  these 
things. 

DR.  W.  E.  BRYAN  (closing)  : Mr.  President, 
I want  to  thank  Dr.  Sanders,  Dr.  Rippy,  and  Dr. 
Haskins  for  the  interesting  things  they  have  told 
us  in  their  discussions. 

We  would  like  to  dispel  from  your  minds  any 
feeling  of  abandon  in  this  matter.  You  can  look 
back  over  your  lives  and  see  there  were  many  con- 
ditions in  which  we  were  inclined  to  feel  there  was 
nothing  particularly  we  could  do  about  them.  I 
believe  when  this  subject  is  brought  up  on  this 
floor  ten  years  from  now  the  story  will  be  an  en- 
tirely different  one. 
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WHILE  THYROID  surgery  is  still 
done  by  a comparatively  small  group 
of  surgeons,  this  group  is  steadily 
growing ; also  the  various  pathological 
states  of  this  none-too-well-understood 
gland  often  play  a part  in  every  doctor’s 
practice  to  such  an  extent  that  possibly  I 
may  be  pardoned  for  reading  this  paper 
before  your  society. 

In  certain  geographical  areas  where  en- 
largement of  the  thyroid  gland  occurs  more 
or  less  constantly  in  a relatively  high  per- 
centage of  the  population,  these  glandular 
enlargements  are  referred  to  as  endemic 
goiters.  The  cause  of  the  great  number  of 
goiters  of  this  nature  is  now  generally  ac- 
cepted as  being  due  to  an  iodine  deficiency. 
Many  other  probable  causes  have  been  sug- 
gested, varying  from  the  eating  of  cabbage 
to  climatic  conditions,  yet  practically  all 
authors  agree  that  iodine  want  is  the  pri- 
mary etiological  factor.  Just  what  causes 
some  individuals  living  in  these  areas,  and 
not  other  living  under  identical  circumstan- 
ces, to  show  this  type  of  goiter  is  not  so 
well  understood,  although  emotional  strain 
and  certain  physiological  processes  unques- 
tionably play  a part.  We  see  this  type  of 
goiter  in  all  walks  of  life,  and  at  all  ages, 
and  while  our  statistics  on  this  are  not  com- 
plete, it  occurs  to  us  that  more  cases  are  ob- 
served in  people  whose  living  conditions  are 
slightly  below  the  average.  This  may  be 
explained,  of  course,  by  their  rather  simple, 
limited  diet,  consisting  chiefly  of  food  raised 
in  the  immediate  locality,  or  another  ex- 
planation might  be  offered — that  the  slightly 
underprivileged  groups  of  individuals  are 
greatly  in  the  majority.  Whole  families  of 
mountain  dwellers  have  been  observed  to 
have  goiters.  It  is  not  infrequent  to  see  a 
rather  prominent  thyroid  at  birth.  There  is 
a noted  prevalence  in  women.  Dr.  Crile  of- 
fers an  explanation  for  this  in  that  “the 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Jackson,  April  11,  12,  13,  1939. 


biological  demand  is  greater  on  the  thyroid 
of  the  female.”  This  no  doubt  is  true. 

Endemic  goiter  is  said  to  be  a preventable 
disease.  This  is  probably  true  only  to  a 
degree.  The  systematic  administration  of 
iodine  in  goitrous  districts  has  been  repeat- 
edly shown  to  decrease  the  instance  of  goi- 
ter, yet  in  spite  of  this  knowledge  endemic 
goiter  continues  to  flourish  in  many  states 
in  our  Union.  To  our  knowledge  no  organ- 
ized effort  along  these  lines  has  been  put 
into  effect  in  East  Tennessee.  We  have 
conducted  some  experiments  on  school  chil- 
dren in  the  primary  grades  with  gratifying 
results  following  the  administration  of 
small  doses  of  iodine  in  the  form  of  a choc- 
olate-coated tablet  containing  sodium  iodide. 
The  use  of  iodized  salt,  which  is  on  the 
market,  has  failed  to  show  any  appreciable 
influence.  Recently  Dr.  George  Curtis  of 
Columbus,  Ohio,  has  advocated  feeding 
dairy  herds  food  rich  in  iodine,  and  potas- 
sium iodide,  and  in  this  way  bringing  about 
an  increased  iodine  content  in  the  milk. 
This  seems  to  have  far-reaching  possibil- 
ities and  deserves  a trial  in  our  own  state. 
Surely  if  this  type  of  goiter  is  due  largely 
to  iodine  deficiency  alone,  then  a more  con- 
certed effort  should  be  made  by  the  state 
and  federal  health  authorities  so  that  the 
succeeding  generations  should  be  spared 
this  malady. 

Prophylaxis  and  hope  for  improvement 
from  medicine  ends  with  maturity.  I mean 
by  this  that  the  vast  majority  of  endemic 
goiters  fail  to  make  a satisfactory  response 
to  any  type  of  therapy  other  than  surgical 
after  maturity ; of  course  there  are  spo- 
radic cases  that  may  show  more  or  less  com- 
plete involution,  temporarily  at  least,  fol- 
lowing many  varied  and  peculiar  methods 
of  therapy,  but  these  are  more  than  offset 
by  the  harm  done  to  quiescent  goiters  by 
the  too  frequent  use  of  iodine  in  adults. 
Occasionally  an  endemic  goiter,  free  from 
nodules,  may  spontaneously,  for  no  appar- 
ent reason,  undergo  almost  a complete  in- 
volution. No  small  number  of  thyrocar- 
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diacs  give  a history  of  having  had  their 
goiters  cured  many  years  previously  by  the 
use  of  iodine  in  one  form  or  another.  Most 
of  our  imminent  authorities  on  the  care  of 
the  thyroid  agree  that  the  adult  thyroid 
is  a surgical  problem.  Unquestionably  the 
therapeutic  value  of  iodine  in  the  treatment 
! of  adult  goiters  is  not  any  too  well  under- 
stood either  by  the  laity  or  those  of  the 
profession  not  especially  interested  in  thy- 
roids. Our  series  of  thyroid  cases  over  a 
period  of  fifteen  years,  while  not  so  large 
in  number  as  those  listed  in  the  larger  clin- 
ics, have  afforded  us  sufficient  material  for 
interesting  study.  In  arriving  at  our  deduc- 
tions we  have  tried  to  correlate  our  own 
experience  with  the  opinions  of  others.  We 
admit  that  thyroid  disease  can  and  often 
does  occur  concomitant  with  other  systemic 
: conditions  entirely  independent  of  the  goi- 
ter, which  are  not  materially  influenced  by 
the  treatment  of  the  thyroid;  that  is,  all 
pathological  states  of  the  body  cannot  rea- 
sonably be  expected  to  be  helped  by  treat- 
ment directed  to  this  one  gland.  We  rec- 
ognize this  and  frankly  advise  the  patient 
accordingly. 

The  most  desperate  cases  coming  under 
our  observation  have  not  been  the  classical 
smooth  diffuse  goiters  with  their  dramatic 
start  and  fulminating  course,  but,  on  the 
contrary,  the  insidious  toxic  case  in  the 
older  individual,  whose  precarious  state 
has  come  on  so  gradually  that  the  condition 
I which  causes  him  to  seek  relief  is  very 
often  attributed  to  almost  everything  other 
’ than  the  swelling  in  his  neck  which  has 
been  there  twenty  or  thirty  years.  Yes,  he 
has  been  aware  that  he  had  a goiter,  but 
he  has  also  been  told,  often  after  a none- 
too-careful  examination,  that  it  was  not 
bothering  him  and  to  leave  it  alone.  Some 
have  even  had  a basal  metabolism  test  made 
which  showed  no  alarming  increase,  so  they 
are  quite  sure  that  their  racing  heart,  with 
its  frequent  irregularity,  their  loss  of 
| weight,  and  the  unbearable  nervousness,  is 
not  the  result  of  that  lump  in  their  neck. 
Maybe  the  thyroid  is  not  the  activating 
cause  of  their  hyperthyroid  state  after  all, 
but  without  that  lump  in  their  neck  they 
would  not  be  in  their  present  undesirable 


state,  and  about  the  only  way  any  perma- 
nent improvement  can  be  hoped  for  is  by 
its  partial  extirpation,  or,  I will  say,  the 
form  of  treatment  best  suited  to  relieve  this 
unhappy  condition  is  the  surgical  removal 
of  the  greater  part,  if  not  all,  of  their  thy- 
roid gland.  Frequently  the  preparation  for 
surgical  treatment  of  this  type  of  case  is 
tedious  and  difficult.  At  least,  their  re- 
sponse to  preoperative  treatment  is  less 
marked  than  it  is  in  the  diffuse  toxic  type 
of  hyperthyroidism.  Here  we  have  to  deal 
with  an  individual  whose  age  alone  is 
against  him.  Often  there  is  a decompen- 
sated heart,  which  is  restored  with  great 
difficulty,  if  at  all.  The  nervous,  vascular, 
and  urinary  systems  often  present  appre- 
ciable derangement.  The  surgical  mortality 
rate  of  these  individuals  is  higher  and  oc- 
casionally it  is  impossible  by  any  form  of 
treatment  to  restore  these  patients  to  a safe 
level  at  which  they  may  be  operated  upon. 
In  a few  instances  where  prolonged  rest 
and  appropriate  measures  have  failed  to 
make  these  individuals  safe  for  operation 
we  have  resorted  to  X-ray  therapy  as  a sec- 
ond choice. 

Most  endemic  goiters  are  called  simple 
goiters,  especially  up  to  the  third  or  fourth 
decade,  and  this  is  just  what  they  are  not, 
even  though  to  all  outward  appearances 
they  are  smooth  and  apparently  filled  with 
colloid  and  lack  evidence  of  hyperplasia, 
or  even  nodulations,  yet  how  few  of  these 
which  are  carefully  followed  remain  so. 
Because  they  do  not  cause  an  increase  in 
the  basal  metabolic  rate,  and  the  accom- 
panying symptoms  of  hyperthyroidism,  they 
are  passed  up  lightly  as  simple  or  colloid 
goiters.  And  later,  when  nodules  make 
their  appearance  or  become  easily  observed 
in  various  parts  of  the  gland,  accompanied 
by  cystic  degenerative  changes  and  massive 
enlargement,  not  always  growing  outward, 
but  occasionally  growing  downward,  they 
are  referred  to  as  nodular  nontoxic  goiters, 
and  again  passed  up  lightly.  The  basal 
metabolic  rate  is  still  not  high,  occasionally 
may  be  below  normal,  and  based  on  this 
criterion  alone  the  goiters  are  still  consid- 
ered harmless.  Then,  for  reasons  unknown, 
in  a high  percentage  of  these  glands  certain 
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areas  begin  to  show  an  increase  in  cellular 
activity,  and  simultaneously  in  other  areas 
degenerative  changes  occur,  hemorrhagic 
and  otherwise,  and  the  simple  lump  in  the 
neck  which  has  been  there  for  twenty  or 
more  years,  labeled  a simple  endemic  goiter 
and  not  to  be  bothered,  becomes  a menace, 
often,  as  I have  said  before,  in  a very  in- 
sidious manner,  though  occasionally  the 
change  with  toxic  manifestations  may  be 
fairly  acute.  Once  this  has  occurred  the 
possibilities  are  great.  It  is  in  this  type 
of  goiter  that,  in  addition  to  the  injury  to 
the  nervous  system,  the  greatest  damage 
is  done  to  the  cardiovascular  system.  I 
shall  not,  however,  attempt  at  this  time  to 
enter  into  a discussion  of  the  possibility 
of  dilferent  types  of  hyperthyroidism,  but 
the  point  which  I would  like  to  make  is  that 
a goiter,  which  in  the  second  and  third 
decade  of  life  is  apparently  harmless,  is  in 
reality  fraught  with  such  potentialities  that 
it  deserves  a more  comprehensive  name 
than  simply  goiter.  Pretoxic,  it  seems  to 
me,  would  be  a fairer  term  for  all  non- 
toxic goiters,  granted  even  that  a large 
number  never  become  toxic,  if  toxicity  is 
measured  alone  on  the  basis  of  a basal  me- 
tabolism test. 

There  seems  to  be  some  difference  of 
opinion  as  to  when  an  endemic  goiter  may 
be  classified  as  toxic.  Formerly  it  was  held 
that  cellular  hyperplasia  had  to  be  present, 
and  failing  to  find  this  the  pathologists 
were  prone  to  report  the  gland  as  nontoxic. 
However,  of  late  the  degenerative  changes 
in  the  gland,  as  well  as  the  changes  in  the 
colloid  staining  qualities,  are  considered  as 
definite  pathological  evidence  of  toxicity. 
The  latter  changes  are  probably  responsible 
for  the  so-called  thyrocardiac.  Clinical 
diagnosis  and  pathological  reports  are  fre- 
quently contradictory.  The  basal  metabo- 
lism test  and  the  estimation  of  the  blood 
cholesterol  cannot  be  accepted  as  the  last 
word.  We  believe  a carefully  taken  history 
and  physical  examination  in  these  thyroid 
conditions,  just  as  in  other  pathological  con- 
ditions of  the  body,  are  our  best  means  of 
arriving  at  a correct  interpretation,  always 
taking  the  laboratory  tests  into  considera- 
tion, but  not  being  governed  by  them. 


Despite  the  immense  volume  of  literature 
on  hyperthyroidism,  most  of  us  are  still 
far  from  perfection  in  our  diagnosis  of 
these  cases.  Many  of  our  mistakes  are  due 
simply  to  carelessness  and  hurry;  others  to 
what  might  be  called  a lack  of  thyroid  con- 
sciousness, and  still  other  errors  can  be 
attributed  to  lack  of  information  or  to  con- 
fusion in  the  picture  presented.  Unlike 
most  other  diseases,  hyperthyroidism  does 
not  cause  local  symptoms,  or  at  least  what- 
ever local  symptoms  it  does  produce  are  ob- 
scure and  frequently  overlooked  and  do  not 
constitute  an  important  part  in  the  picture 
of  hyperthyroidism  A duodenal  ulcer,  for 
instance,  calls  immediate  attention  to  itself 
or  to  the  upper  part  of  the  digestive  system. 
Infections  and  tumors  of  the  brain  give  im- 
mediate evidence  and  symptoms  which  call 
our  attention  to  the  cranium.  Likewise, 
appendicitis  and  gall  bladder  disease  pre- 
sent a localized  picture  concerned  with  a 
particular  area  of  the  abdomen.  It  is  not 
so  with  hyperthyroidism,  for  the  enlarge- 
ment of  the  gland  may  not,  and  frequently 
does  not,  attract  the  attention  of  the  host; 
moreover  the  enlargement  of  the  gland 
frequently  makes  no  discernible  difference 
in  the  conformity  of  the  neck,  and  there  is 
no  pain  or  soreness.  To  make  further  pit- 
falls  in  the  diagnosis  the  disease  of  hyper- 
thyroidism chiefly  affects  the  autonomic  ner- 
vous system,  and  many  of  its  symptoms  are 
manifestations  of  an  overstimulated  ner- 
vous system. 

There  are,  however,  other  disorders 
which  manifest  themselves  by  similar 
symptoms,  and  which  in  their  symptomatol- 
ogy bear  more  than  casual  resemblance  to 
hyperthyroidism.  Hyperthyroidism  is  fre- 
quently confused  with  one  class  of  nervous 
disorder,  namely,  psychoneurosis  based  on 
fear,  and  while  there  is  a distinct  difference 
between  the  two  clinical  pictures,  still  this 
confusion  is  most  common.  It  is  just  as 
bad  to  blame  psychoneurosis  on  a small  and 
innocent  thyroid  as  it  is  to  treat  a full  blown 
and  obvious  case  of  hyperthyroidism  as  a 
psychoneurotic.  The  only  remedy  for  such 
mistakes  is  a clear  understanding  of  hyper- 
thyroidism and  a clear  conception  of  the 
psychoneurosis,  plus  a willingness  to  take 
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a careful  history  and  make  a thorough  clin- 
ical study.  When  this  is  done  the  difference 
between  the  two  conditions  becomes  clearer 
and  mistakes  are  less  likely  to  occur. 

The  emotionally  unstable  person,  the 
hypersensitive  individual  who  shows  part 
of  the  symptoms  of  hyperthyroidism,  plus 
an  enlargement  of  the  thyroid,  no  doubt 
taxes  our  resources  most.  However,  a care- 
ful analysis  is  made  of  these  cases,  noting 
especially  that  marked  heat  intolerance  and 
marked  tolerance  for  cold  are  usually  pres- 
ent in  the  hyperthyroid  or  toxic  goiter,  and 
are  seldom  noted  in  the  psychoneurotic. 
Pressure  symptoms  are  more  often  observed 
in  the  psychoneurotic  than  in  the  toxic  goi- 
ter. Hoarseness  is  rarely  encountered  in 
nonmalignant  goiters,  and  when  noted  ma- 
lignancy should  be  thought  of.  It  has  been 
observed  in  most  of  the  surgical  clinics  in 
America  that  approximately  four  per  cent 
of  these  endemic  goiters  become  malignant, 
a fact  that  must  not  be  dealt  with  lightly. 

While  the  normal  thyroid  adds  to  the 
beauty  and  curvature  of  the  neck,  there  is 
nothing  that  detracts  more  from  its  beauty 
than  an  unusually  large  goiter.  Frequently 
it  does  not  hurt  the  patient,  but  mars  the 
symmetry  of  the  neck. 

It  is  our  opinion  that  all  adult  goiters 
are  surgical  problems,  and  we  agree  with 
Dr  Means,  who  says,  “patients  with  large 
goiters  should  always  be  told  that  it  is  at 
least  possible  to  be  rid  of  them  at  the  hands 
of  a good  surgeon  with  very  little  risk.” 
Most  of  the  adults  we  see  with  large  goiters 
have  advanced  beyond  a colloid  state,  and 
careful  examination  reveals  definite  nodules, 
adenomatous  or  cystic.  Frequently  the  basal 
metabolic  rate  increase  is  not  in  proportion 
to  the  cardiovascular  changes  observed. 
The  blood  cholesterol  estimations  have  not 
materially  helped  us. 

In  conclusion,  it  is  our  belief  that  the 
benefits  derived  from  prophylaxis  end  with 
maturity,  and  that  a goiter  which  persists 
into  the  third  decade  of  life  should  be  dealt 
with  surgically,  and  that  adenomas  of  the 
thyroid  should  be  looked  upon  as  neoplasms 
as  elsewhere  in  the  body.  Patients  that 
have  no  demonstrable  evidence  of  toxicity 
or  cardiovascular  disease  should  at  least  be 


acquainted  with  the  potentialities  and  be 
cautioned  that  their  glands  may  not  always 
remain  harmless,  and  they  should  be  fur- 
ther admonished  not  to  resort  to  the  pro- 
miscuous taking  of  iodine.  It  is  our  opinion 
that  Lugol’s  solution  is  a very  valuable 
adjunct  to  the  surgeon  and  should  be  left 
to  him,  and  should  not  be  administered  as  a 
cure-all,  thus  depriving  the  surgeon  of  its 
value.  We  wish  to  emphasize  that  the  psy- 
choneurotic and  the  neurosthenic  respond 
no  better  to  surgery  of  the  thyroid  than 
they  do  to  surgery  in  any  other  part  of  the 
body.  We  feel  that  all  goiters  in  the  adult 
are  potentially  dangerous,  and  that  the  pa- 
tients would  be  better  off  without  them. 
Especially  is  this  true  with  nodular  goiters. 
The  least  that  we  can  advise  them  is  to  have 
semiannual  examinations.  While  the  re- 
moval of  the  thyroid  gland  is  somewhat 
technically  difficult,  we  have  as  yet  had  no 
fatalities.  We  have  had  a few  unilateral 
cord  injuries  which  caused  our  patients 
very  little  inconvenience.  There  have  been 
no  cases  of  myxedema  in  our  series.  The 
percentage  of  recurrence  has  not  been  high. 

While  diffuse  toxic  goiters  are  usually 
promptly  referred  for  surgical  treatment, 
we  are  convinced  that  endemic  goiters  are 
too  frequently  treated  medically. 

DISCUSSION 

DR.  J.  A.  REYNOLDS  (Chattanooga)  : The  sub- 
ject of  goiter  as  given  by  Dr.  Gibson’s  paper  covers 
such  a big  field  that  one  cannot  discuss  all  of  the 
points  in  it.  I want  to  take  up  just  a few. 

The  important  thing  that  makes  goiter  difficult 
to  comprehend  is  that  the  literature  is  so  volum- 
inous and  the  classifications  are  so  varied  that 
simplicity  is  overlooked.  The  Committee  on  Clas- 
sification for  the  American  Study  of  Goiter  has 
given  four  types.  They  are:  (1)  nontoxic  diffuse 
goiter;  (2)  toxic  diffuse  goiter;  (3)  nontoxic  nodu- 
lar goiter;  and  (4)  toxic  nodular  goiter.  Those 
four  types  cover  the  field  of  goiter.  However, 
there  will  be  a few  subheads.  Plummer  gives  nine : 
(1)  diffuse  colloid  goiter;  (2)  adenomatous  goiter 
with  hyperthyroidism;  (3)  adenomatous  goiter 
without  hyperthyroidism;  (4)  exophthalmic  goiter; 
(5)  malignant  disease  of  the  thyroid;  (6)  thy- 
roiditis; (7)  myxedema  in  the  adult;  (8)  childhood 
myxedema;  and  (9)  cretinism. 

Dr.  Gibson’s  paper  has  to  do  with  nontoxic  dif- 
fuse goiter  as  given  by  the  Committee  on  Classi- 
fication for  the  American  Study  of  Goiter,  or,  in 
Plummer’s  classification,  diffuse  colloid  goiter. 
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Endemic  goiter  is  limited  to  each  of  those  divisions ; 
hyperthyroidism  is  something  that  is  added  to  the 
diffuse  colloid  goiter  or  the  nontoxic  diffuse  colloid 
goiter. 

Goiter  is  a particular  specialty  in  itself  and  it 
takes  a lot  of  experience  in  order  to  classify  it. 
Goiter  will  have  a definite  change  of  symptoms, 
particularly  hyperthyroidism.  Of  course,  individ- 
uals will  vary  a little  bit,  but  in  the  groups  each 
individual  will  be  pretty  much  the  same.  It  has 
been  said  that  goiter  is  due  to  deficiency  of  iodine, 
but  the  etiology  of  goiter  is  not  exactly  sure.  There 
seem  to  be  other  things  that  cause  goiter  and  that 
the  deficiency  of  iodine  is  only  one  of  them. 

The  United  States  Geological  Survey,  in  studying 
the  waters  in  the  various  goiter  belts,  has  found 
that  there  is  an  excess  of  calcium  along  with,  in 
some  places,  a deficiency  of  iodine;  in  other  belts 
an  increase  of  iodine.  Dr.  J.  E.  Klein,  in  Chicago, 
has  done  a considerable  amount  of  experimental 
work  with  calcium,  the  feeding  or  the  injection  of 
iodine  along  with  very  strict  diets,  no  calcium  or 
no  iodine,  or  else  a combination  of  these  two.  He 
feels  very  strongly  that  calcium  has  a great  lot 
to  do  with  hyperthyroidism  and  with  endemic  goiter. 

In  the  dairy  districts  over  the  world,  such  as  in 
Holland,  which  is  a coastal  area,  the  water  has  a 
high  calcium  content.  There  is  also  a high  iodine 
content,  and  there  one  finds  colloid  goiter.  In  the 
mountainous  regions  one  finds  a low  iodine,  a high 
calcium,  and  hypoplastic  goiter.  The  various  lit- 
tle changes  that  occur  in  these  people  with  the 
vegetative  nervous  system,  whether  or  not  it  is 
stimulated  or  to  the  certain  amount  it  may  be 
stimulated,  makes  possible  the  various  classifica- 
tions of  goiter,  whether  it  is  nodular,  whether  it  is 
nodular  with  a little  bit  of  hyperthyroidism,  and 
so  forth.  Hyperthyroidism  is  a surgical  problem. 
Endemic  goiter  is  chiefly  a medical  problem. 

In  the  colloid  goiter  that  he  speaks  of  in  endemic 
goiter,  there  is  the  place  to  give  iodine  in  children, 
but  there  has  to  be  a dividing  line.  Around 
twenty-five  years  is  the  place  to  stop,  because  other- 
wise one  gets  into  the  realm  of  hyperthyroidism 
due  to  calcium  or  iodine  deficiencies  or  increases. 
With  any  goiter  that  is  nodular  and  the  patient 
is  around  twenty-five  years  old,  that  patient  should 
be  advised  to  have  it  removed  because  of  the  pos- 
sibility of  malignancy.  One  cannot  tell  clinically 


when  a thyroid  is  malignant.  If  one  waits  for  the 
clinical  signs  and  symptoms  of  malignancy,  he 
has  lost  the  best  chance  for  his  patient’s  recovery 
by  operation. 

DR.  L.  S.  SANDERS  (Memphis) : I want  to  dis- 
cuss one  phase  of  the  goiter  problem  as  related 
to  the  early  diffuse  enlargement  of  the  thyroid 
gland.  Clinical  experience  has  shown  that  nodular 
goiter  of  adult  life  is  the  result  of  a previously 
diseased  gland  in  early  life. 

Untreated  diffuse  may  disappear  after  a few 
years,  but  usually  after  ten  to  twenty  years  one 
or  more  nodules  form  in  the  gland,  and  the  result 
is  the  nodular  goiter.  A large  percentage  of  these 
nodular  goiters  become  toxic.  The  toxemia  is 
gradual  in  its  manifestation  and  may  be  so  in- 
sidious that  the  heart  becomes  damaged  before  the 
true  nature  of  the  disease  is  discovered.  The 
symptoms  of  a nodular  goiter  are  increased  systolic 
blood  pressure  with  a normal  or  low  diastolic  pres- 
sure, shortness  of  breath,  loss  of  weight,  and  nerv- 
ousness. One  must  be  careful  to  distinguish  be- 
tween the  condition  of  toxic  nodular  goiter  and 
a benign  hypertension. 

We  have  seen  a great  many  of  these  patients 
who  in  early  life  had  an  enlarged  thyroid,  and  who 
at,  or  near,  the  sixth  decade  of  life  developed  a 
hypertension  and  a failing  heart.  Examination  of 
such  patients  revealed  a nodule  in  the  thyroid  gland 
and  definite  evidence  of  a toxic  goiter.  Last  week 
I saw  a lady  seventy  years  of  age  who  had  been 
treated  for  hypertension  for  twelve  years  and  a 
failing  heart  for  three  years.  She  was  in  the  last 
stage  of  cardiac  degeneration.  Her  blood  pressure 
was  210/60  and  she  had  a nodular  goiter.  The 
goiter  had  not  been  recognized  as  the  cause  of  her 
hypertension  and  myocardial  insufficiency. 

I want  to  call  your  attention  to  the  frequency 
of  hypertension  occurring  as  the  result  of  nodular 
goiter,  and  to  stress  the  necessity  for  recognition 
of  the  thyroid  toxic  state  before  the  heart  be- 
comes permanently  damaged.  If  the  toxic  goiter 
is  removed  early  the  heart  will  be  protected  and 
many  elderly  people  will  be  saved  a cardiac  death. 

Finally,  if  endemic  goiter  is  discovered  early  and 
treated  by  iodine  or  thyroid  extract,  disease  in  the 
form  of  nodular  goiter  later  in  life  may  often  be 
prevented. 
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Did  Someone  Fall  Down  on  the  Job? 

Typhus  fever  is  occurring  in  several 
Southern  states  with  sufficient  frequency  to 
create  very  definite  concern.  It  calls  for 
action  and,  in  our  opinion,  calls  for  some  in- 
quiry as  to  how  it  has  happened. 

The  following  figures  supplied  from  reli- 
able sources  give  some  idea  of  the  increas- 
ing frequency  of  the  disease  in  the  last  four 
years.  In  Tennessee  there  were: 


0 cases  in 1934 

8 cases  in 1935 

6 cases  in 1936 

21  cases  in 1937 

24  cases  in 1938 


For  1939  the  figures  for  the  state,  as  a 
whole,  are  not  available,  but  the  city  of 
Nashville  alone  has  had  forty-four  cases  to 
October  31. 

The  State  of  Alabama  had : 


72  cases  in 1929 

67  cases  in 1930 

80  cases  in 1931 

238  cases  in 1932 


823  cases  in 1933 

287  cases  in 1934 

294  cases  in 1935 

369  cases  in 1936 

478  cases  in 1937 

342  cases  in 1938 

The  State  of  Georgia  had : 

414  cases  in 1934 

485  cases  in 1935 

814  cases  in 1936 

1,012  cases  in 1937 

908  cases  in 1938 


A much  smaller  number  of  cases  of  the 
disease  occurred  in  Florida,  Louisiana,  Mis- 
sissippi, North  Carolina,  and  South  Caro- 
lina. In  all  of  these  states  there  was  a 
marked  increase  in  the  number  of  cases  in 
the  years  since  1935  as  compared  with  the 
years  prior  to  1935.  Figures  for  this  group 
up  to  date  are  not  available. 

It  suffices  to  say  that  there  has  been  a 
marked  increase  in  the  incidence  of  this  pre- 
ventable disease  since  1935. 

In  Nashville,  a majority  of  the  cases  have 
occurred  in  and  adjacent  to  mills  which 
handle  corn.  It  is  further  brought  out  that 
corn  has  been  imported  from  Argentina  and 
shipped  to  these  mills  in  the  last  few  years. 

It  is  common  knowledge  that  rats  are 
prone  to  accompany  these  shipments  of 
grain.  If  they  happen  to  be  infected  rats, 
they,  of  course,  spread  the  disease  in  the 
rat  population  and  the  fleas  in  turn  spread 
the  disease  to  humans. 

It  is  worth  while  to  set  up  another  group 
of  facts.  Many  years  ago  the  United  States 
Public  Health  Service  was  created  and 
charged  with  the  duty  of  protecting  the  peo- 
ple of  this  country  against  such  an  inva- 
sion. One  of  the  functions  of  this  depart- 
ment is  to  make  inspections  and  to  enforce 
measures  calculated  to  protect  this  country 
against  the  emigration  of  disease.  This  de- 
partment of  the  federal  government  has 
given  to  this  country  many  years  of  distin- 
guished service.  Up  to  a few  years  ago 
the  policies  of  the  department  were  directed 
solely  toward  the  accomplishment  of  the 
purposes  for  which  it  was  created.  Rarely, 
if  ever,  did  one  hear  of  a member  of  this 
service  engaged  in  any  activity  not  directly 
related  to  the  performance  of  the  functions 
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for  which  the  department  was  created.  The 
personnel  of  the  department  enjoyed  the 
esteem,  confidence  and  respect  of  the  med- 
ical profession  of  this  country.  In  recent 
years  it  appears  that  a radical  change  of 
policy  has  come  about.  It  was  foreseen  and 
predicted. 

In  1936,  a Mr.  James  Rorty,  in  an  arti- 
cle which  appeared  in  the  Forum  and  Cen- 
tury Magazine,  said,  among  other  things, 
the  following:  “Today,  with  Thomas  Par- 
ran,  Jr.,  as  surgeon  general  and  Josephine 
Roche  as  the  Treasury  Department’s  secre- 
tary for  health,  we  may  confidently  expect 
continued  pressure  both  from  within  and 
without  the  government  toward  the  reor- 
ganization of  the  health  services.” 

In  this  article  the  author  was  not  speak- 
ing of  preventive  services  alone.  He  had 
reference  to  the  reorganization  of  services 
pertaining  to  medical  care. 

Miss  Josephine  Roche  made  an  address 
before  the  American  Public  Health  Asso- 
ciation, New  York  City,  on  October  5,  1937, 
on  the  subject  of  “Medical  Care  as  a Public 
Health  Function.”  In  that  address  she  said, 
among  other  things : “With  the  traditional 
task  of  public  health  far  from  completed, 
with  so  much  yet  to  be  done  throughout  the 
country  in  ‘leveling  up’  those  preventive 
services  long  accepted  as  a definition  of 
public  health  functions,  it  is  quite  under- 
standable that  the  first  reaction  of  public 
health  workers  to  a function  directly  con- 
cerned with  individual  care  should  be  one 
of  hesitancy.  ‘Better  do  our  familiar  and 
long-accepted  task  well  and  not  get  into 
new  controversial  fields’  is  the  way  I have 
heard  this  first  reaction  expressed. 

“Rarely,  however,  have  I heard  this  posi- 
tion maintained  after  a full  and  open- 
minded  examination  of  today’s  facts  and 
conditions  which  clearly  and  overwhelming- 
ly reveal  that  medical  care  as  a public  health 
function  is  not  so  much  a new  function 
which  public  health  must  take  on  as  an  ex- 
tension of  the  function  and  services  which 
public  health  leaders  and  workers  have  long 
claimed  as  their  own  and  given  their  lives 
to  advancing.” 

When  this  address  was  delivered  Miss 
Roche  was  Third  Assistant  of  the  Treasury 


with  power  over  the  United  States  Public 
Health  Service. 

These  statements,  together  with  subse- 
quent developments,  with  which  we  are  all 
familiar,  seem  to  indicate  that  Mr.  Rorety 
knew  what  he  was  talking  about  when  he 
predicted  a change  in  the  policies  of  the 
United  States  Public  Health  Service. 

Certainly  a large  amount  of  the  time  and 
energy  of  several  persons  connected  with 
the  United  States  Public  Health  Service 
have  been  devoted  to  work  which  has  no 
direct  bearing  whatever  upon  the  preven- 
tion of  disease. 

In  the  face  of  all  these  facts  this  ques- 
tion naturally  arises:  Did  a radical  change 
in  the  policies  of  the  United  States  Public 
Health  Service  have  any  bearing  upon  the 
increasing  incidence  of  typhus  fever? 

Certainly,  typhus  fever  is  preventable. 
The  prevention  of  disease  is  a public  health 
function.  The  prevention  of  this  disease 
requires  the  use  of  executive  force. 

Individual  citizens  cannot  protect  them- 
selves against  such  an  invasion,  neither  can 
individual  doctors.  This  is  the  reason  for 
the  creation  of  public  health  authorities  en- 
dowed with  the  powers  necessary  to  accom- 
plish this  public  protection. 

From  the  statistical  evidence  available, 
the  infection  has  become  widely  dissemi- 
nated. The  eradication  of  the  disease  under 
these  conditions  will  entail  heavy  costs. 

We  wonder  if  the  public  welfare  would 
not  have  been  better  served  if  the  United 
States  Public  Health  Service  had  kept  to 
its  “traditional  task”?  If  all  the  energies 
used  to  bring  about  radical  change  in  med- 
ical practice  had  been  used  in  the  direction 
of  controlling  the  importation  and  spread 
of  disease,  the  public,  in  our  opinion,  would 
have  been  better  served. 


The  Southern  Medical  Association 
The  following  communication  is  ad- 
dressed to  the  medical  profession  of  Ten- 
nessee by  Dr.  W.  L.  Williamson,  Memphis, 
General  Chairman  of  the  Committee  on 
Arrangements : 

“Each  member  of  the  State  Society  has 
received  a preliminary  program  of  the 
thirty-third  annual  meeting  of  the  Southern 
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Medical  Association.  Meeting  dates : Tues- 
day, Wednesday,  Thursday,  and  Friday,  No- 
vember 21-24,  1939,  Memphis,  Tennessee. 

“Please  look  carefully  through  this  pro- 
gram and  I am  sure  you  will  decide  a visit 
with  us  will  be  well  worth  your  time. 

“As  a Memphian,  I am  very  much  inter- 
ested in  the  success  of  the  Memphis  Day 
Program,  which  is  Tuesday,  November  21. 
This  program  will  be  given  by  good  men 
j who  have  devoted  considerable  time  and 
thought  to  the  preparation  of  their  sub- 
| jects. 

“The  Public  General  Session,  Tuesday 
night  at  the  Municipal  Auditorium,  will 
have  a large  attendance.  I am  sure  the 
presentations  of  these  excellent  speakers 
will  prove  most  interesting  and  instructive. 

“A  feature  note  will  be  the  special  pro- 
gram honoring  Dr.  E.  C.  Ellett  of  Memphis 
on  Wednesday,  November  22. 

“We  are  expecting  a record-breaking  at- 
tendance at  this  meeting.  For  the  past  two 
months,  it  has  been  difficult  for  our  Hotel 
Committee  to  take  care  of  all  the  requests 
for  reservations.  Daily  we  are  finding  good 
j accommodations  for  still  more.  We  are  go- 
ing to  comfortably  provide  for  every  doctor 
who  will  give  us  advance  notice  of  the  time 
of  his  arrival.  The  earlier  you  communi- 
cate with  us,  the  better  accommodations  we 
can  give  you. 

“The  Alumni  Reunions  and  a number  of 
special  parties  have  already  been  arranged. 
You  will  see  many  of  your  old  friends. 

“As  General  Chairman  of  Arrangements, 
I am  especially  anxious  for  a large  attend- 
ance from  the  members  of  our  State  Asso- 
ciation. Personally,  I will  be  delighted  to 
see  you  and  do  all  I can  to  make  your  visit 
profitable  and  pleasant. 

“W.  L.  Williamson,  M.D., 
“Chah'man  of  Arrangements  ” 


In  Memory  of  Dr.  William  P.  Moore 
We  wish  to  record  on  the  editorial  page 
of  the  Journal  the  story  of  an  unusual 
incident. 

The  people  in  and  around  Portland,  Ten- 
nessee, erected  a monument  to  the  memory 
of  their  family  doctor  who  served  them  for 
fifty  years. 


Though  he  has  been  dead  since  1932,  his 
memory  still  lives  and  the  affection  and  es- 
teem in  which  he  was  held  is  attested  to  by 
the  numerous  small  contributions  from  the 
people  which  made  up  the  sum  necessary 
for  the  erection  of  the  memorial. 

The  memorial  was  unveiled  on  Sunday, 
October  29,  with  appropriate  ceremonies. 

Dr.  W.  D.  Haggard  of  Nashville  delivered 
the  dedicatory  address. 

In  these  days  when  rapid  change  is  taking 
place  it  seems  that  some  of  the  finest  qual- 
ities in  our  civilization  may  be  lost.  It  is 
stimulating  to  know  that  they  are  not  en- 
tirely gone.  Human  gratitude  and  human 
affection  still  live,  and  in  this  instance  it 
was  gratitude  to  and  affection  for  a family 
doctor  who  served  long  and  well. 

In  his  dedicatory  address  Dr.  Haggard 
spoke,  in  part,  as  follows: 

“My  Friends:  It  is  a privilege  to.  speak 
of  Dr.  William  P.  Moore  on  the  presenta- 
tion of  a monument  by  his  friends  and 
neighbors  to  honor  his  life  and  works.  Here 
in  this  sainted  place  where  he  has  reposed 
for  seven  years,  he  lies.  There  are  many 
here  whom  finally  his  skill  could  not  reach 
and  yet  these  same  people  were  rescued 
over  and  over  again  by  his  blessed  admin- 
istrations. 

“To  consecrate  this  beautiful  monument, 
erected  by  his  survivors,  is  an  honor  to 
which  no  one  would  be  insensible.  It  bears 
the  simple  words — WILLIAM  P.  MOORE, 
1857-1932.  Yet  upon  the  hearts  of  many 
of  you  and  these  friends  who  lie  so  quietly 
there,  has  been  inscribed  words  of  living 
affection. 

“This  large  gathering  attests  to.  the  fealty 
and  love  which  you  bear  for  this  godlike 
man  who  lived  and  ministered  among  you. 
When  many  of  you  came  into  this  vale  of 
tears  there  sat  Dr.  Moore  and  again  when 
the  end  came  he  was  by  your  side  baffled, 
but  loyal  to  the  end. 

“To  think  of  a life  of  service  in  one  com- 
munity for  a half  century  is  a challenge  to 
those  to  come.  The  many  calls  for  succor 
in  the  nights  of  darkness  and  storm.  Tell 
me  of  the  pestilence  that  he  has  not  braved 
in  his  errands  of  mercy — he  who  was  the 
servant  of  servants  in  the  cause  of  human- 
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ity.  His  footprints  could  have  been  found 
in  the  path  to  every  haunt  of  sickness  and 
suffering.  It  was  a labor  of  love,  a superb 
endeavor  to  combat  disease  and  rout  it  from 
its  citadel.  Tell  me  of  his  intrepidity  in 
meeting  alone  and  unaided  the  desperate 
conditions  and  with  what  rare  resourceful- 
ness he  rose  to  great  responsibilities.  I can 
tell  you  of  his  skill  and  steadfastness  in  the 
management  of  accident  and  disease,  in  the 
perils  of  childbirth,  and  the  mastery  of  con- 
ditions that  only  a doctor  could  conquer. 
Kipling  said  his  calling  exacts  the  utmost  a 
man  could  give,  full  knowledge  and  a stead- 
fast hand,  exquisite  judgment,  and  skill  of 
the  highest  to  be  put  forth  not  at  any  self- 
chosen  moment,  but  daily,  and  at  the  need 
of  others.  At  times  there  is  only  the  op- 
portunity for  the  doctor  to  put  forth  the 
precious  effort  to  guild  the  gloom  of  afflic- 
tion’s couch  with  the  silver  lining  of  hope. 
Dr.  Moore  has  been  eyes  to  the  blind,  feet 
to  the  maimed.  He  has  caused  the  widow’s 
heart  to  sing  for  joy  and  has  gained  the 
blessings  of  him  who  was  ready  to  perish. 

“He  lived  in  a glorious  era  of  medicine. 
He  witnessed  the  discovery  of  all  the  dis- 
eases of  germ  origin.  He  saw  the  wiping 
out  of  the  great  pestilences.  He  saw  life 
prolonged  to  the  average  age  of  fifty-nine. 
He  has  seen  yellow  fever,  cholera,  typhoid, 
diphtheria,  tuberculosis,  and  many  other 
infectious  diseases  almost  wiped  off  the 
map.  He  must  have  had  nearly  a half  hun- 
dred typhoids  in  one  year.  It  has  declined 
eighty-seven  and  one-half  per  cent.  The 
reduction  from  death  from  one  to  four  years 
has  been  reduced  from  159  per  100,000  to 
seventy-four  per  100,000.  He  has  seen  the 
death  rate  in  children  from  one  to  four  from 
all  causes  cut  in  two.  All  of  this  he  has 
helped  with  and  made  life  and  its  joys, 
health  and  its  jewels  take  the  place  of  mere 
figures.  He  has  given  the  hopeless  mother 
back  her  precious  babe  and  the  pale,  wan 
mother  to  the  outstretched  arms  of  her  lov- 
ing husband. 

“You,  here  assembled,  have  had  your  lives 
touched  and  quickened  to  higher  faith  and 
loftier  good  works  by  your  sainted  friend 
and  benefactor,  William  P.  Moore.” 


On  another  page  of  this  issue  of  the  Jour- 
nal will  be  found  an  address  by  Dr.  Max- 
well E.  Lapham,  New  Orleans,  on  the  sub- 
ject of  “Postgraduate  Medical  Education.” 
This  address  was  delivered  to  the  grad- 
uating class  of  the  University  of  Tennessee 
this  year. 

It  has  attracted  considerable  comment 
and  is  reproduced  here  because  it  is  a worth- 
while contribution  on  the  subject  treated. 


DEATHS 


Dr.  J.  W.  Greer 

Dr.  J.  W.  Greer,  Franklin ; Memphis  Hos- 
pital Medical  College,  Memphis,  1899;  aged 
sixty-nine ; died  October  16. 


Dr.  E.  L.  Ellis 

Dr.  E.  L.  Ellis,  Maryville;  University  of 
Tennessee,  College  of  Medicine,  Memphis, 
1903;  aged  sixty-three;  died  October  22. 


RESOLUTIONS 


Dr.  Robert  Logan  Jones 

After  an  illness  of  a few  months  Dr.  Rob- 
ert Logan  Jones  died  in  Nashville  on  Sep- 
tember 15,  1939. 

Dr.  Jones  achieved  numerous  honors  in 
his  chosen  profession.  He  held  the  post  of 
bacteriologist  for  the  city  of  Nashville  for 
many  years.  In  this  capacity  he  served  ear- 
nestly, faithfully,  and  with  rare  distinction. 
For  a number  of  years  he  served  as  patholo- 
gist to  the  Nashville  General  Hospital  and 
to  the  Protestant  Hospital.  To  each  of 
these  institutions  he  rendered  a signal  serv- 
ice, which  was  a boon  to  those  to  whom  he 
ministered. 

He  was  past  president  of  the  Nashville 
Academy  of  Medicine  and  Davidson  County 
Medical  Society.  He  was  eminently  worthy 
of  this  tribute  accorded  him  by  the  members 
of  his  profession. 

His  patriotism  was  attested  during  the 
World  War  when  he  served  overseas  as  a 
major  in  the  medical  corps.  At  the  time  of 
his  death  he  held  the  rank  of  lieutenant 
colonel  in  the  medical  reserve  corps. 
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Dr.  Jones  exemplified  to  the  highest  de- 
gree those  qualities  which  characterize  a 
true  Southern  gentleman.  He  was  modest 
and  unpretentious,  possessed  of  a keen  sense 
of  humor,  given  to  quaint  and  piquant  ex- 
pressions, simple,  and  temperate  in  all 
things.  He  was  a loving  and  devoted  hus- 
band, a good  father,  and  a loyal  friend. 

His  gentle,  kindly  soul  reminds: 

“ Tis  the  human  touch  in  this  world  that 
counts, 

The  touch  of  your  hand  and  mine, 
Which  means  far  more  to  the  fainting 
heart 

Than  shelter  and  bread  and  wine. 

“For  shelter  is  gone  when  the  night  is  o’er, 
And  bread  lasts  only  a day, 

But  the  touch  of  the  hand,  and  the  sound 
of  the  voice 

Sings  on  in  the  soul  always.” 

We,  his  medical  confreres,  extend  to  his 
family  a sympathy  born  of  our  common  love. 

W.  H.  Witt,  M.D. 

Chas.  C.  Trabue,  M.D. 

H.  M.  Tigert,  M.D. 

D.  W.  Smith,  M.D. 
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Dr.  H.  H.  Shoulders 
Tennessee  State  Medical  Association 
Nashville,  Tennessee 
Dear  Doctor  Shoulders : 

I have  been  asked  to  write  you  a letter 
to  express  to  you  the  appreciation  of  the 
Washington  County  Medical  Society  for  the 
most  excellent  course  in  pediatrics  given 
here  by  Dr.  Willis  H.  Thompson,  instructor 
for  the  Committee  on  Postgraduate  Instruc- 
tion in  Pediatrics. 

There  were  seventeen  doctors  enrolled 
and  all  of  them  were  very  high  in  their 
praise  of  this  work. 

Cordially  yours, 

(Signed)  Walter  D.  Hankins,  M.D., 
Secretary,  Washington  County  Medical 
Society. 


Change  of  Address 

Dr.  John  M.  Saunders,  Nashville,  to  the 
Children’s  Bureau,  United  States  Depart- 
ment of  Labor,  Washington,  D.  C. 

Dr.  Thos.  Wells,  Memphis,  to  Hutchinson, 
Kansas. 

Dr.  John  C.  McKissick,  Paris,  to  Fort 
Barrancas,  Pensacola,  Florida. 

Dr.  J.  R.  Wilson,  Bolivar,  to  Pace-Cham- 
bers Clinic,  Seminole,  Oklahoma. 

Dr.  W.  C.  Winton,  San  Francisco,  Cali- 
fornia, to  48  East  First  Street,  Tucson,  Ari- 
zona. 

Dr.  H.  C.  Miles,  Western  State  Hospital, 
Bolivar,  to  Kingston,  Tennessee. 

Dr.  L.  S.  Love,  Central  State  Hospital, 
Nashville,  to  Silver  Point,  Tennessee. 


North  Carolina  is  to  publish  an  official 
journal  of  its  own.  Dr.  Wingate  M.  John- 
son, Winston-Salem,  is  to  be  the  editor,  and 
Dr.  T.  W.  M.  Long  of  Roanoke  Rapids  will 
be  the  secretary  and  business  manager. 
Congratulations  and  best  wishes  for  suc- 
cess ! 


WOMAN'S  AUXILIARY 


President- Mrs.  Matt  Murfree 

Murfreesboro 

President-elect Mrs.  W.  T.  Braun 

Memphis 

Press  and  Publicity Mrs.  R.  Z.  Linney 

Madison 

Davidson  County 

The  Woman’s  Auxiliary  to  the  Nashville 
Academy  of  Medicine  and  Davidson  County 
Medical  Society  met  Friday  for  luncheon 
at  the  home  of  Mrs.  Andrew  Hollabaugh, 
Jr.,  on  Walnut  Drive.  A feature  of  the 
meeting  was  a talk  on  the  Community  Chest 
given  by  James  G.  Stahlman,  general  chair- 
man of  the  Chest  Drive.  The  program  was 
under  the  direction  of  Public  Relations 
Committee  and  the  chairman,  Mrs.  Theo- 
dore Morford,  introduced  the  speaker.  In 
the  absence  of  the  president,  Mrs.  Joseph 
Travenick,  Jr.,  Mrs:  T.  G.  Pollard  presided 
over  the  business  session.  Mrs.  Cleo  Miller 
presented  the  program  for  the  year  which 
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was  adopted  and  a donation  voted  the  Com- 
munity Chest.  Mrs.  B.  F.  Byrd  distributed 
yearbooks. 

Guests  of  the  auxiliary  were:  Mrs.  A.  N. 
Hollabaugh,  Mrs.  S.  S.  Crockett,  Mrs.  W. 
F.  Tanksley.  Assisting  Mrs.  Hollabaugh, 
the  hostess,  were : Mrs.  Fowler  Hollabaugh, 
Mrs.  J.  Sumpter  Anderson,  Mrs.  Roger  Bur- 
rus,  Mrs.  Theodore  Davis,  Mrs.  Paul  Purks, 
Mrs.  R.  Z.  Linney,  Mrs.  D.  J.  Johns,  Mrs. 
Travis  Martin,  Mrs.  J.  H.  Kirtley,  Mrs. 
Rogers  Herbert,  and  Mrs.  Elkin  Rippy. 


Shelby  County 

On  Thursday,  October  12,  Mrs.  Walter 
A.  Ruch,  president,  entertained  the  board 
and  committee  chairmen  of  the  Woman’s 
Auxiliary  and  Shelby  County  Medical  So- 
ciety with  luncheon  in  her  home,  1492  Vance 
Avenue.  Following  luncheon  a board  meet- 
ing followed  and  plans  for  the  year’s  work 
were  discussed. 

Mrs.  Willis  C.  Campbell,  chairman  of 
entertainment  of  the  Ladies’  Committee  of 
the  Southern  Medical  Association,  presented 
a brief  outline  of  the  activities  arranged  for 
the  visiting  women  during  the  Southern 
meeting  in  Memphis  in  November. 

A luncheon  was  planned  by  the  Auxiliary 
for  the  guests. 

The  regular  meeting  of  the  Woman’s  Aux- 
iliary and  Shelby  County  Medical  Society 
was  held  Wednesday  morning,  October  18, 
at  10:30  o’clock  in  the  University  Center. 

Mrs.  Walter  A.  Ruch,  president,  presided. 
Dr.  Willis  C.  Campbell  of  Memphis  was 
guest  of  honor  and  speaker.  Following  the 
meeting  Mrs.  Willis  C.  Campbell,  assisted 
by  Mrs.  T.  P.  Nash,  were  hostesses  for 
luncheon.  Fall  colors  prevailed  in  the 
rooms  where  luncheon  was  served. 


Carter  County 

Plans  have  been  made  for  the  Auxiliary 
members  to  write  a history  of  the  medical 
profession  in  Carter  County.  Various  as- 
signments have  been  made  and  the  work  is 
under  way. 


Rutherford  County 

Rutherford  County  Medical  Auxiliary 
choose  new  officers. 

Resignation  of  Mrs.  H.  H.  Hudson  as 
president  and  Mrs.  R.  C.  Van  Hook  as  sec- 
retary of  the  Woman’s  Auxiliary  of  Stone’s 
River  Academy  of  Medicine  and  appoint- 
ment of  a committee  to.  select  their  suc- 
cessors constituted  the  principal  motives 
discussed  at  a meeting  of  the  organization 
Friday,  October  21. 

Mrs.  J.  B.  Black  was  hostess,  the  meet- 
ing being  held  at  her  home  on  East  Lytle. 
Nominating  Committee  appointed  was  Mrs. 
Matt  Murfree,  Mrs.  Val  Sanford,  and  Mrs. 
Annie  Youree. 

The  Auxiliary  voted  to  give  two  dollars 
to  the  Council  of  Social  Agencies.  A new 
member,  Mrs.  J.  H.  Gilley,  was  welcomed 
in  the  Auxiliary. 

The  Auxiliary  presented  Mrs.  Hudson 
with  a gift  to  mark  her  departure  Novem- 
ber 1 for  Dyersburg,  Tennessee,  to  make 
her  home. 

It  was  announced  the  next  meeting  will 
be  held  at  Rutherford  Hospital,  with  Mrs. 
John  Cason  and  Mrs.  W.  T.  Robinson  as 
hostesses. 

Lincoln  County 

The  Lincoln  County  Medical  Auxiliary 
resumed  its  regular  meetings  after  a rest 
during  the  summer  months.  We  were  happy 
to  meet  with  Miss  Ellen  Graham  of  Boon- 
ville,  daughter  of  a much-loved  doctor,  now 
deceased.  The  new  president,  Mrs.  Robert 
McCown,  presided,  and  the  program  for  the 
year’s  work  was  read. 

Miss  Graham  delighted  us  by  the  reading 
of  a paper  by  her  father,  “The  Life  and 
Work  of  a Country  Doctor,”  which  appeared 
in  The  Journal  of  the  Tennessee  State 
Medical  Association.  Mrs.  Mattie  Miller, 
formerly  Miss  Mattie  Graham,  of  Man- 
chester was  present. 

The  next  meeting  will  be  with  Mrs.  Jop- 
lin in  Petersburg. 


Knox  County 

The  regular  October  meeting  was  held  at 
the  home  of  Mrs.  J.  R.  Hamilton.  The  guest 
speaker  was  Dr.  Robert  Leach,  president  of 
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the  Knox  County  Medical  Society.  Lunch- 
eon was  served. 

The  November  meeting  was  held  with 
Mrs.  H.  Dewey  Peters.  Mrs.  Woods  Beck- 
man was  guest  speaker  for  the  day.  Lunch- 
eon chairmen  for  the  day  were  Mrs.  R.  B. 
Wood,  Mrs.  Oliver  Hill,  Sr.,  and  officers  of 
the  Auxiliary. 

A Red  Cross  sewing  unit  of  Auxiliary 
members  has  been  formed  under  direction 
of  Mrs.  H.  L.  Carroll.  Ladies  of  the  Aux- 
iliary will  sew  and  knit  on  the  second  Mon- 
day each  month  at  Red  Cross  headquarters. 


MEDICAL  SOCIETIES 


Davidson  County: 

Papers  scheduled  to  be  read  are  as  fol- 
lows : 

November  21  — “Hysterectomy  Opera- 
tions,” by  Dr.  John  C.  Burch. 

November  28  — “Correctable  Conditions 
Occasionally  Labeled  Idiopathic  Epilepsy,” 
by  Dr.  T.  F.  Frist. 

December  5 — “Surgery  of  the  Thyroid 
Gland,”  by  Dr.  Barney  Brooks. 

December  12 — “Treatment  of  the  Rup- 
tured Appendix,”  by  Dr.  W.  A.  Bryan. 

December  19 — “Obstetrical  Difficulties,” 
by  Dr.  L.  J.  Caldwell. 


Dyer , Lake,  and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  Counties 
Medical  Society  met  November  1 in  regular 
monthly  session. 

“Mastoid  Disease,”  by  Dr.  Frank  D.  Linn, 
Memphis. 

“Administration  of  Fluids,”  by  Dr.  Clyde 
V.  Croswell,  Memphis. 

“Peptic  Ulcer:  Diagnosis  and  Manage- 
ment,” by  Dr.  R.  L.  Sanders,  Memphis. 

(Signed)  C.  L.  Denton,  Secretary. 


Hamilton  County: 

Papers  read  before  the  Hamilton  County 
Medical  Society  are  as  follows: 

October  19 — “Obscure  Fever,”  by  Dr.  F. 

E.  Marsh. 

“Malignant  Lesions  of  the  Skin,”  by  Dr. 

F.  B.  Bogart. 


October  26 — Chattanooga  Clinical  Con- 
gress. 

November  2 — “Intracapsular  Cataract 
Operation:  Demonstration,  Motion  Picture, 
Cases,”  by  Dr.  Stewart  Lawwill. 

November  9 — “Fracture  of  the  Hip:  Four 
Years’  Experience  with  Internal  Fixation — 
Nailing,”  by  Dr.  Robert  C.  Robertson. 

On  November  16  Dr.  W.  D.  L.  Record 
will  read  a paper  on  “Surgery  of  the  Thy- 
roid Gland — Report  of  Cases  Since  1929.” 

Papers  scheduled  to  be  read  November 
23  are  “Ten-Year  Study  of  Local  Maternity 
Mortality,”  by  Dr.  Edward  F.  Buchner,  Jr., 
and  “Chronic  Urethritis,  Nonpurulent,  in 
Women,”  by  Dr.  G.  M.  Roberts. 


Hardin,  Lawrence,  Lewis,  Perry,  and 

Wayne  Counties: 

The  Five-County  Medical  Society  met  in 
Waynesboro  on  October  31.  The  following 
papers  were  read: 

“The  Menopause,”  by  Dr.  Dexter  L. 
Woods,  Waynesboro. 

“Some  Considerations  of  the  Prostate,” 
by  Dr.  Charles  S.  Paddock,  Memphis. 

“Diagnosis  and  Treatment  of  Common 
Diseases  of  the  Rectum,”  by  Dr.  J.  E.  Wat- 
son, Memphis. 

The  next  meeting  will  be  held  in  Savan- 
nah on  November  27,  at  which  time  officers 
for  the  coming  year  will  be  elected.  This 
will  be  the  last  meeting  for  the  year  1939. 


Knox  County: 

October  17 — “Infectious  Mononucleosis,” 
by  Dr.  R.  B.  Wood.  Discussed  by  Drs.  Long 
and  Thomas. 

October  24 — “Intervertebral  Disc  Pathol- 
ogy,” by  Dr.  Leon  J.  Willien.  Drs.  Bag- 
well  and  Penn  led  the  discussion. 

October  31 — “The  Diagnosis  of  Obscure 
Fevers  in  Children,”  by  Dr.  Jack  Chesney. 
Drs.  Eblen  and  Oliver  W.  Hill,  Jr.,  led  the 
discussion. 

November  7 — “Total  vs.  Subtotal  Hyster- 
ectomy in  Benign  Conditions  of  the  Uterus,” 
by  Dr.  J.  C.  Morris.  Discussed  by  Drs.  E. 

G.  Wood  and  Kyle  Copenhaver. 
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Loudon  County: 

The  Loudon  County  Medical  Society  met 
October  31  at  the  new  county  hospital. 
Plans  were  discussed  for  the  procedure  of 
the  hospital. 

The  meeting  was  attended  by  all  mem- 
bers. 


Robertson  County: 

The  Robertson  County  Medical  Society 
met  October  24. 

Dr.  W.  S.  Rude,  Ridgetop,  read  a paper 
on  “Cancer  of  the  Lung.” 

The  following  physicians  were  present: 
Drs.  J.  E.  Wilkison,  W.  S.  Rude,  W.  W. 
Winters,  J.  S.  Freeman,  R.  L.  Mathews,  W. 
P.  Stone,  W.  W.  Porter,  B.  B.  Sory,  W.  L. 
Gossett,  C.  M.  Banks,  J.  S.  Hawkins,  and 
W.  F.  Fyke. 


Sullivan- Johnson  Counties: 

The  Sullivan- Johnson  Counties  Medical 
Societies  met  on  November  1. 

Dr.  W.  H.  Sebrell,  surgeon  of  the  United 
States  Public  Health  Service,  Washington, 
D.  C.,  spoke  on  the  topic,  “Nutritional  De- 
ficiency Diseases,”  and  gave  a very  complete 
resume  of  the  situation  regarding  pellagra. 

There  were  forty-three  physicians  and 
seven  nurses  present. 


OTHER  MEDICAL  SOCIETIES 


Program  of  the  Middle  Tennessee  Med- 
ical Society,  Springfield,  Thursday, 
November  16,  1939 
Thursday  Morning 

1.  “Some  Interesting  Observations  on  the 
Transmission  of  Infantile  Paralysis,”  by 
Dr.  R.  C.  Kash,  Lebanon.  To  discuss:  Dr. 
J.  S.  Hawkins,  Springfield;  Dr.  John  Lee, 
Nashville. 

2.  “The  Care  of  the  Newborn,”  by  Dr. 
Frazier  Binns,  Nashville.  To  discuss:  Dr. 
J.  R.  Gott,  Murfreesboro;  Dr.  Joe  Stray- 
horn,  Nashville. 

3.  “Experiences  with  the  Use  of  Sul- 
fanilamide in  the  Treatment  of  Undulant 
Fever,”  by  Dr.  Albert  Weinstein,  Nashville. 


To  discuss:  Dr.  C.  D.  Giles,  Gallatin;  Dr. 
0.  N.  Bryan,  Nashville. 

4.  “The  Troublesome  Prostate  in  Old 
Men,”  by  Dr.  J.  C.  Pennington,  Nashville. 
To  discuss : Dr.  Bryce  Runyon,  Clarksville ; 
Dr.  Horace  Gayden,  Nashville. 

Thursday  Afternoon 

5.  Presidential  address  by  Dr.  Matt  Mur- 
free,  Murfreesboro. 

6.  “Pelvic  Endometriosis,”  by  Dr.  R.  B. 
Gaston,  Lebanon.  To  discuss:  Dr.  T.  R. 
Ray,  Shelbyville;  Dr.  W.  C.  Dixon,  Nash- 
ville. 

7.  “Typhus  Fever,”  by  Dr.  J.  P.  Keller, 
Nashville.  To  discuss:  Dr.  J.  T.  Stockard, 
Lawrenceburg ; Dr.  Tom  Frist,  Nashville. 

8.  “The  Factors  of  Safety  in  Thyroid 
Surgery,”  by  Dr.  N.  S.  Shofner,  Nashville. 
To  discuss : Dr.  George  Williamson,  Colum- 
bia; Dr.  James  Gardner,  Nashville. 

9.  “Office  Obstetrics,”  by  Dr.  S.  Ogle 
Jones,  Old  Hickory.  To  discuss:  Dr.  W.  A. 
Howard,  Cookeville;  Dr.  W.  B.  Anderson, 
Nashville. 


Abstracts  of  Papers  Presented  at  Van- 
derbilt Medical  Society,  October 
6,  1939 

1.  Case  Report:  “Amebiasis  of  Abdom- 
inal Wall  Following  Drainage  of  Ab- 
scess of  Liver,”  by  Dr.  Thomas  E. 
Wyatt. 

This  thirty-four-year-old  white  male  six 
months  before  admission  began  to  have  bor- 
ing cramping  pain  in  the  epigastrium.  Four 
months  before  admission  this  pain  became 
constant  and  a short  time  later  he  noticed 
a mass  which  presented  itself  just  beneath 
the  manubrium.  This  mass  steadily  in- 
creased in  size  until  six  weeks  before  ad- 
mission when  it  was  incised  and  drained  by 
his  physician.  Only  heavy  pink  fluid  was 
obtained.  Three  weeks  after  incision  and 
drainage,  the  abdominal  wall  began  to  be- 
come necrotic.  This  involved  skin,  sub- 
cutaneous tissue,  and  fascia  from  the  costal 
margin  to  the  pubis.  There  was  a zone  of 
skin  around  this  huge  ulcer  which  was  gan- 
grenous. On  examination  he  was  also  found 
to  have  a deep  sinus  to  the  left  of  the  manu- 
brium, into  which  a finger  could  be  inserted 
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its  entire  length.  Foul  pus  and  bile  exuded 
from  this.  Motile  entameba  histolytica 
were  found  from  the  pus  exuding  from  the 
sinus  and  also  under  the  margins  of  the 
skin  and  subcutaneous  tissue.  Extensive 
debridement  was  done  and  patient  given 
several  courses  of  emetin  intramuscularly. 
The  denuded  area  granulated  after  being 
irrigated  with  Dakin’s  solution.  The  entire 
abdomen  was  grafted  and  he  is  making  a 
satisfactory  recovery.  This  represents  a 
case  of  infection  of  the  anterior  abdominal 
wall  with  entameba  histolytica  following 
drainage  of  a liver  abscess. 

This  case  was  discussed  by  Drs.  Henry 
E.  Meleney  and  Barney  Brooks. 

2.  “Certain  Complications  of  Thyrotoxi- 
cosis,” by  Dr.  Hugh  J.  Morgan. 

Examples  of  thyrotoxic  osteoporosis  and 
thyrotoxic  myopathy,  which  had  been  col- 
lected from  the  Vanderbilt  University  Hos- 
pital material,  were  presented.  The  patho- 
genesis of  thyrotoxicosis  and  these  two 
manifestations  of  the  thyrotoxic  state  were 
discussed.  The  clinical  features  of  the  con- 
ditions as  exemplified  by  typical  case  his- 
tories were  presented. 

This  paper  was  discussed  by  Drs.  Barney 
Brooks,  Morton  F.  Mason,  Edna  Tompkins, 
Walter  E.  Garrey,  and  Eugene  M.  Regen. 

3.  “Motor  Seizures  Accompanying  Small 
Cerebellar  Lesions  in  Cats,”  by  Dr. 
Sam  L.  Clark. 

Following  the  demonstration  that  elec- 
trical stimulation  through  implanted  elec- 
trodes in  the  unanaesthetized  cat  produced 
a new  type  of  fit,  it  was  observed  that  a 
needle  punch  to  the  cerebellum  in  the  un- 
anaesthetized cat  was  followed  by  seizure 
identical  with  these.  In  addition  the  ap- 
pearance of  a small  infection  beneath  im- 
planted electrodes  in  several  cats  resulted 
in  spontaneous  cerebellar  attacks.  These 
attacks  are  characterized  by  slow  move- 
ments of  the  head,  body,  limbs,  and  tail  of 
the  animal,  resulting  in  a series  of  stat- 
uesque postures,  the  whole  attack  lasting 
five  to  fifteen  minutes. 

This  paper  was  discussed  by  Dr.  Cobb 
Pilcher. 


Program  for  the  Sixth  Conference  of 

Southern  Pathologists  to  be  Held 
in  Memphis,  Tennessee,  Novem- 
ber 20,  1939 
10:00  A.M. 

Assemble  in  the  ballroom,  University 
Center. 

Welcome  by  Dr.  T.  P.  Nash,  Jr.,  dean, 
University  of  Tennessee,  School  of  Biolog- 
ical Sciences,  Memphis. 

1.  “The  Aspiration  Biopsy,”  by  Dr.  W.  R. 
Mathews,  pathologist,  Shreveport  Charity 
Hospital,  Shreveport,  Louisiana. 

2.  “The  Teaching  of  Pathology  and  Bac- 
teriology as  One  Subject  Matter,”  by  Dr. 
Charles  W.  Duval,  professor  of  pathology 
and  bacteriology,  Tulane  University  of  Lou- 
isiana, School  of  Medicine,  New  Orleans, 
Louisiana. 

1:00  P.M. 

Luncheon  in  the  dining  room,  John  Gas- 
ton Hospital. 

Address  by  Dr.  O.  W.  Hyman,  dean  of 
administration,  University  of  Tennessee, 
Memphis. 

3:00  P.M. 

3.  “The  Present-Day  Status  of  Clinical 
Pathology  and  Problems  of  the  Clinical 
Pathologist,”  by  Dr.  Oscar  B.  Hunter,  pa- 
thologist, Washington,  D.  C. 

4.  “Some  Unusual  Infections  of  the  In- 
testine and  Problems  That  They  Present,” 
by  Dr.  Ernest  W.  Goodpasture,  professor 
of  pathology,  Vanderbilt  University,  School 
of  Medicine,  Nashville,  Tennessee. 

5.  Business  meeting. 

7:00  P.M. 

Dinner  (informal)  at  Dr.  Harry  C. 
Schmeisser’s  home,  Mahar  Manor,  Walnut 
Grove  Road. 


The  officers  of  the  Southeastern  Branch 
of  the  American  Urological  Association  an- 
nounce that  the  next  annual  meeting  of  the 
society  will  be  held  at  the  Buena  Vista  Hotel 
in  Biloxi,  Mississippi,  December  8 and  9. 

The  society  takes  this  opportunity  to  ex- 
tend to  the  physicians  of  the  Southeast  an 
invitation  to  attend  this  meeting.  It  is  the 
intent  and  purpose  of  the  society  that  its 
programs  shall  not  only  serve  its  members, 
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but  that  it  shall  also  be  offered  as  a form 
of  postgraduate  course  open  to  all  members 
of  the  profession  in  good  standing. 


Attention,  Members  of  the  Medical 
Association  of  Tennessee 

All  members  of  the  association  are  cor- 
dially invited  to  attend  the  annual  meeting 
of  the  Radiological  Society  of  North  Amer- 
ica which  will  be  held  in  Atlanta,  Georgia, 
December  11-15,  1939.  This  annual  meet- 
ing is  coming  to  Atlanta  for  the  first  time 
and  represents  in  its  membership  the  lead- 
ing radiologists  of  the  United  States  and 
Canada.  The  program  is  unusually  broad 
and  instructive,  being  divided  into  three 
parts : 

1.  What  is  known  as  the  “Refresher 
Course”  which  consists  of  courses  on  vari- 
ous subjects  given  by  the  leading  men  in 
this  particular  branch.  This  refresher  se- 
ries begins  Sunday  afternoon,  December 
11,  for  three  hours,  Sunday  night  for  two 
hours,  and  meets  daily  from  8:00  to  10:00 
A.M.  Several  of  the  courses,  particularly 
those  subjects  of  wider  scope,  such  as  “Ra- 
diology of  the  Gastrointestinal  Tract”  and 
“Radiology  of  the  Chest,”  are  so  arranged 
that  related  subjects  will  follow  consecu- 
tively, making  it  possible  to  enroll  in  a se- 
quential series.  Basic  presentations  of  “Ra- 
diation Therapy”  will  also  be  offered  in 
series  so  that  those  with  special  interests 
may  find  “Refresher  Courses”  extending 
over  the  entire  period  of  the  series.  The 
course  on  “Physics  of  Radiation”  will  be 
presented  three  hours  on  Sunday  afternoon 
and  two  hours  each  morning  of  the  meeting, 
and  will  follow  the  syllabus  of  lectures  on 
the  “Physical  Basis  of  Radiation  Therapy,” 
by  Edith  H.  Quimby. 

2.  The  morning  session  of  this  assembly 
is  a mixed  meeting  on  topics  of  “Radiol- 
ogy,” including  roentgenology  and  radium. 

3.  The  afternoon  meeting  is  divided  into 
two  parts:  (1)  Diagnostic  Roentgenology; 
(2)  Therapeutic  Roentgenology  and  Radium 
Therapy. 

There  is  no  expense  to  the  association 
for  registration  or  to  attend  either  the  re- 


fresher series  of  courses  or  the  symposium. 
Membership  in  the  “Refresher  Courses”  is 
limited  first  to  the  members  of  the  Radio- 
logical Society.  After  that  any  physicians 
applying  are  listed  in  the  order  of  applica- 
tion. Anyone  desiring  to  attend  this  meet- 
ing should  obtain  the  October  issue  of  the 
Radiological  Journal  and  study  the  program 
for  whatever  “Refresher  Course”  he  should 
desire  to  take. 

Besides  the  scientific  program,  both  the 
commercial  and  scientific  exhibits  will  be 
well  worth  attention  of  anyone  interested  in 
radiology.  The  Georgia  Radiological  So- 
ciety is  interested  in  having  as  large  at- 
tendance as  possible  and  we  know  that 
anyone  interested  in  radiology  will  be  well 
repaid  for  attending  this  convention. 

James  J.  Clark,  M.D.,  President, 

Georgia  Radiological  Society. 
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American  Academy  of  Pediatrics,  Cincinnati, 
November  16-18.  Dr.  Clifford  G.  Grulee,  636 
Church  Street,  Evanston,  Illinois,  secretary. 

American  Board  of  Ophthalmology.  Applica- 
tions before  1940.  Dr.  John  Green,  6830  Waterman 
Avenue,  St.  Louis,  Missouri. 

American  Medical  Association,  New  York,  June 
10-14,  1940.  Dr.  Olin  West,  535  North  Deai'born 
Street,  Chicago,  Illinois,  secretary. 

American  Society  of  Tropical  Medicine,  Memphis, 
Tennessee,  November  21-24.  Dr.  E.  Harold  Hin- 
man,  Wilson  Dam,  Alabama,  secretary. 

Midsouth  Postgraduate  Medical  Assembly,  Mem- 
phis, February  13-16,  1940.  Dr.  A.  F.  Cooper, 
Goodwyn  Institute  Building,  Memphis,  secretary. 

Middle  Tennessee  Medical  Association,  Spring- 
field,  November  16.  Dr.  Fowler  Hollabaugh,  sec- 
retary. 

Radiological  Society  of  North  America,  Atlanta, 
December  10-15.  James  J.  Clark,  M.D.,  vice-presi- 
dent, 478  Peachtree  Street,  Atlanta,  Georgia. 

Southern  Medical  Association,  Memphis,  Novem- 
ber 21-24.  Mr.  C.  P.  Loranz,  Empire  Building, 
Birmingham,  Alabama,  secretary. 

Southeastern  Branch  of  the  American  Urological 
Association,  Buena  Vista  Hotel,  Biloxi,  Missis- 
sippi, December  8 and  9,  1939.  Dr.  Louis  M.  Orr, 
secretary. 
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Southern  Surgical  Association,  Augusta,  Geor- 
gia, December  5-7,  1939.  Dr.  E.  Alton  Ochsner, 
1430  Tulane  Avenue,  New  Orleans,  Louisiana,  sec- 
retary. 

Tennessee  State  Medical  Association,  Chatta- 
nooga, April  9-11,  1940.  Dr.  H.  H.  Shoulders,  508 
Doctors  Building,  Nashville,  secretary. 

West  Tennessee  Medical  and  Surgical  Associa- 
tion, Jackson,  May,  1940.  Dr.  George  R.  McSwain, 
Paris,  secretary. 

Examinations 

American  Board  of  Obstetrics  and  Gynecology, 
January  6,  1940.  Dr.  Paul  Titus,  1015  Highland 
Building,  Pittsburgh,  Pennsylvania,  secretary. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Anesthetic  Accidents  on  the  Operating  Table.  James  J. 

Yancik.  Current  Researches  in  Anesthesia  and  Anal- 
gesia, May-June,  1939. 

Details  are  given  of  seven  major  catastrophes 
on  the  operating  table  resulting  in  five  deaths  and 
one  subsequently.  One  death  was  due  to  a poor 
surgical  risk,  one  due  to  poor  choice  of  preliminary 
narcosis  in  a poor  surgical  risk.  One  nonfatal 
catastrophe  was  due  to  a poor  choice  of  the  anes- 
thetic in  view  of  the  type  of  surgical  injury.  One 
was  due  to  the  surgical  condition  and  procedure 
itself  and  three  were  due  to  the  anesthetic  in  reac- 
tion to  the  patient. 

The  first  case  had  cyclopropane,  the  second  and 
third  ethylene,  and  the  fourth  case  had  cessation 
of  respiration  following  the  administration  of 
evipal  with  recovery  after  two  hours  of  artificial 
respiration  and  oxygen. 

The  fifth  case  having  received  preoperative  ad- 
ministration of  nembutal,  morphine  and  scopolamin 
followed  by  spinal  anesthesia  collapsed  on  the  table 
and  was  revived,  but  died  thirty-six  hours  later 
from  edema  of  the  lungs  without  ever  having  re- 
covered consciousness 

The  sixth  case  who  had  ethlyne  oxygen  pre- 
ceded by  morphine  and  scopolamin  for  a thyroid- 
ectomy died  without  developing  cyanosis.  The  sev- 
enth case  was  a child  fourteen  months  old  with 
pericarditis  with  effusion.  Under  chloroform  an- 
esthesia a little  fluid  was  withdrawn  and  death 
suddenly  ensued. 

The  author  presents  some  statistics  concerning 
the  relative  danger  of  various  anesthetics.  Ninety- 
nine  ether  fatalities  out  of  51,447  cases,  thirty-three 


nitrous  oxide  out  of  18,161,  forty-eight  spinal  out 
of  8,159,  twenty  local  out  of  18,659,  eleven  avertin 
out  of  2,287,  and  none  for  ethlyne  out  of  1,229, 
and  six  from  cyclopropane  out  of  1,206  cases. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Pruritus  Ani  et  Vulvae.  Howard  Hailey,  M.D.,  Asso- 
ciate Clinical  Professor  of  Dermatology,  and  Hugh 
Hailey,  M.D.,  Assistant  in  Dermatology,  Atlanta, 
Georgia. 

The  author’s  review  of  the  literature  reveals  a 
number  of  classifications  of  etiologic  factors  and 
a wide  divergence  of  opinions  as  to  prognosis,  treat- 
ment, and  end  results.  Roentgen  ray  treatment 
was  unjustly  condemned  in  several  articles  by 
physicians  probably  not  familiar  with  its  applica- 
tion. 

From  their  observations  they  concluded  that  the 
vast  majority  of  cases  of  essential,  idiopathic  or 
true  pruritus  of  the  anus  and  vulva  are  due  to 
eczema.  They  list  the  causes  as  both  indirect 
and  direct.  The  indirect  they  believe  to  be  due  to 
the  patient’s  heredity  of  hypersensitiveness  as 
eczema,  asthma,  hay  fever,  and  migraine.  They 
propose  the  direct  causes  as  (1)  chemicals  (drugs, 
dyes),  (2)  clothing  (wool,  synthetic  fabrics,  rub- 
ber), (3)  hemorrhoids,  (4)  diet,  (5)  heat,  perspira- 
tion, and  friction,  and  (6)  atmospheric  conditions. 

They  further  believe  that  commonly  enumerated 
pathological  anal  and  rectal  conditions,  other  than 
hemorrhoids,  are  not  responsible  for  attacks  of 
pruritus  of  the  anus  and  that  it  cannot  be  perma- 
nently cured  by  operation. 

They  observed  105  patients  with  pruritus  ani 
et  vulvae  and  in  the  series  eighty  per  cent  showed 
eczema  of  other  parts  of  the  body.  Sixty  per  cent 
of  their  cases  gave  histories  of  hypersensitiveness 
in  one  or  more  immediate  blood  relations. 

They  are  of  the  opinion  that  hemorrhoids  do  not 
cause  eczema  of  the  anus  except  in  persons  who 
have  inherited  a predisposition  to  hypersensitive- 
ness, also  that  pelvic  and  anorectal  disease  has  not 
been  proved  to  cause  pruritus  ani  et  vulvae.  They 
further  concluded  that  eczema  of  the  vulva  and 
anus  has  the  same  prognosis  as  eczema  elsewhere 
and  the  roentgen  ray  treatment  offers  the  most 
benefit  to  the  patients. 

In  their  series  of  105  patients  treated  by  roent- 
gen rays,  good  results,  which  were  called  clinical 
cures,  lasting  from  variable  periods  of  months  to 
years,  were  obtained  in  approximately  eighty  per 
cent.  There  was  improvement  in  fifteen  per  cent 
and  unsatisfactory  in  five  per  cent. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 
Medical  Arts  Building,  Knoxville 


Circulatory  Effects  of  Intravenous  Injection  of  Fifty  Per 

Cent  Dextrose  and  Sucrose  Solutions  in  Patients  with 

Heart  Disease.  Laurence  B.  Ellis,  M.D.,  and  James 

M.  Faulkner,  M.D.,  Boston,  Massachusetts.  The 

American  Heart  Journal,  May,  1939. 

The  cardiovascular  effects  resulting  from  the  in- 
travenous injection  of  100  cubic  centimeters  of  a 
fifty  per  cent  solution  of  dextrose  or  sucrose  were 
studied  in  five  control  subjects  and  thirty-one  pa- 
tients with  heart  disease  who  had  varying  degrees 
of  cardiac  failure. 

Slight  or  no  changes  in  the  arterial  blood  pres- 
sure and  heart  rate  occurred. 

The  venous  pressure  tended  to  increase  moderate- 
ly during  the  injection,  but  began  to  return  toward 
normal  immediately  on  its  completion.  The  increase 
ranged  from  five-tenths  to  seven  centimeters  of 
water,  with  an  average  of  2.6  centimeters  for  those 
who  received  dextrose  and  3.5  for  those  who  re- 
ceived sucrose. 

The  plasma  volume  increased  from  three  to  sev- 
enteen per  cent  (average  thirteen  per  cent)  within 
a minute  of  the  completion  of  the  injection.  The 
rise  persisted  a varying  period  of  time,  but  usually 
by  thirty  minutes  the  plasma  volume  had  begun  to 
fall  again  and  in  most  cases  had  reached  or  fallen 
below  the  control  level  within  an  hour. 

No  difference  in  the  response  was  noted  which 
could  be  correlated  with  the  presence  or  absence 
of  heart  disease,  or  the  etiology,  degree,  or  type 
of  heart  failure. 

The  responses  obtained  with  dextrose  and  with 
sucrose  were  similar. 

The  clinical  implications  of  this  study,  regard- 
ing the  efficacy  of  dextrose  and  sucrose  in  increas- 
ing blood  volume,  and  particularly  as  relating  to 
the  strain  thrown  on  the  circulation  by  such  in- 
jections, especially  in  patients  with  heart  disease, 
are  discussed. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gaydbn,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Toxemia  Mortality  in  the  Southern  States  (a  Critical 
Study  of  577  Maternal  Deaths  in  North  Carolina). 
W.  Z.  Bradford.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  38,  p.  574,  1939. 

The  percentage  of  maternal  deaths  in  the  South 
from  the  toxemias  of  late  pregnancy  is  strikingly 
high  when  compared  to  other  sections  of  the  United 
States,  and  presents  a peculiar  sectional  problem 
worthy  of  consideration.  The  high  maternal  mor- 
tality rate  in  the  southern  states  from  the  toxemias 
of  late  pregnancy  is  possibly  abetted  by  the  hot, 


wet  climate  characteristic  of  this  section  of  the 
United  States.  A detailed  study  of  515  maternal 
deaths  from  late  pregnancy  toxemia  occurring  in 
North  Carolina  during  the  years  1932  through  1936 
reveals  other  and  more  important  contributing- 
factors  than  those  of  climate.  First  among  these 
is  neglect.  Only  twelve  patients  received  adequate 
prenatal  care  and  competent  medical  supervision. 
Two  hundred  fifty-two  were  seen  for  the  first  time 
by  a physician  late  in  their  pregnancy  either  in 
convulsions  or  with  advanced  toxemia.  Seventy 
received  their  first  medical  attention  when  in  labor 
and  seventy-three  saw  a physician  for  the  first 
time  after  delivery.  In  108  cases  there  was  pre- 
natal care  of  an  inadequate  or  faulty  type.  This 
study  confirms  the  fact  as  repeatedly  stated  by 
Stander,  Acosta-Sisson,  and  others  that  the  toxic 
multipara  with  a history  of  toxemia  in  a previous 
pregnancy  is  a grave  risk.  Approximately  forty- 
five  per  cent  of  the  multiparas  in  this  study  gave  a 
definite  history  of  toxemia  in  a previous  pregnancy, 
a figure  that  is  too  low  because  of  the  fact  that 
incomplete  obstetric  histories  were  obtained  on 
many  of  the  515  fatalities.  This  study  also  sub- 
stantiates the  additional  likelihood  of  late  preg- 
nancy toxemia  in  the  presence  of  multiple  preg- 
nancy and  the  increased  danger  in  acute  upper 
respiratory  or  pulmonary  infections.  It  calls  at- 
tention to  the  additional  risk  of  premature  separa- 
tion of  the  placenta  and  post-partum  hemorrhage 
in  the  toxemias  of  late  pregnancy  because  of  their 
increased  incidence  as  complications  of  the  disease. 
The  loss  of  infant  life  needs  no  further  comment 
except  to  repeat  that  the  approximate  yield  of 
living  viable  infants  from  the  515  maternal  fatal- 
ities was  less  than  forty  per  cent.  The  increasing- 
trend  toward  hospitalization  of  obstetric  cases  in 
North  Carolina  in  the  past  decade  (from  five  per 
cent  of  all  births  in  1926  to  twenty  per  cent  in 
1937)  has  been  accompanied  by  a reduction  of  the 
maternal  mortality  from  eclampsia,  which  has 
fallen  from  twenty-three  per  cent  in  1926  to  twelve 
per  cent  in  1937 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Severe  Corneal  Ulcer  with  Sulfanilamide. 
J.  H.  Bailey  and  E.  Saskin.  American  Journal  of 
Ophthalmology,  October,  1939- 
In  nine  cases  of  severe  involvement  of  the  eye, 
sulfanilamide  was  administered  with  strikingly  fa- 
vorable results.  Six  of  these  cases  were  of  severe 
corneal  ulcer,  the  ulcer  in  most  instances  being  due 
to  chemical  burns  and  trauma.  The  subjective  im- 
provement was  rapid  and  spectacular,  and  the  final 
visual  acuity  extremely  good.  While  the  lesions 
healed  slowly,  progress  was  more  satisfactory  than 
with  the  usual  measures  employed  for  these  condi- 
tions. Medication  was  exclusively  by  mouth.  All 
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of  the  patients  exhibited  side  effects  which,  however, 
did  not  interfere  appreciably  with  the  pursuit  of 
the  treatment. 


Gonorrheal  Ophthalmia  Cured  After  One  Week’s  Treat- 
ment with  Sulfanilamide.  S.  H.  McKee.  American 
Journal  of  Ophthalmology,  October,  1939. 


in  all  posttraumatic  cases.  Tetanus  antitoxin 
should,  of  course,  be  used. 

Streptococcus  cellulitis  cases  respond  more  read- 
ily and  remain  inactive  with  greater  certainty  than 
do  staphylococcus  infections.  The  earlier  X-rays 
are  used  in  either  group  of  infections  the  more 
effective  they  will  be. 


A man  aged  twenty-three  years  presented  the 
typical  appearance  of  severe  gonorrheal  ophthal- 
mia. In  addition  to  the  usual  local  treatment,  fif- 
teen grains  of  sulfanilamide  with  five  grains  of 
sodium  bicarbonate  every  six  hours  were  adminis- 
tered internally.  By  the  third  day  the  discharge 
was  noticeably  less,  on  the  fifth  day  it  had  almost 
disappeared,  and  prolonged  search  for  gonococci 
in  an  epithelial  cell  smear  gave  negative  results. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


The  Roentgen  Treatment  of  Acute  Peritonitis  and  Other 
Infections  with  Mobile  X-ray  Apparatus.  J.  F.  Kelly 
and  D.  A.  Dowell.  Radiology,  Vol.  32,  No.  6,  p.  675, 
June,  1939. 

The  early  experiences  of  the  authors  in  treating 
inflammatory  lesions  of  the  peritoneum  and  gas 
bacillus  infections  related.  No  claims  made  as  re- 
gards the  value  of  X-ray  in  the  treatment  of  peri- 
tonitis. The  present  report  is  on  twenty-four  cases 
of  peritonitis  treated  at  the  bedside  and  various 
other  inflammatory  lesions  of  the  types  of  cases 
treated  and  results  obtained  follow: 


Cases 


Diagnosis  Treated  Living 

Peritonitis  24  17 

Streptococcic  cellulitis 20  20 

Surgical  mumps 14  13 

Furunculosis  3 3 

Erysipelas  2 2 

Mastoiditis  3 3 

Ludwig’s  angina 4 4 

Gas  gangrene 12  11 

Phlebitis  1 1 

Prophylaxis  9 9 

Pneumonia  (lobar)  7 7 

Bacteremia 1 0 


Dead  Mortality 

7 29 

0 0 

1 7.1 

0 0 

0 0 

0 0 

0 0 

1 8.33 

0 0 

0 0 

0 0 

1 100 


100  90  10  10% 


All  types  of  cases  were  included  and  subsequent 
findings  would  indicate  that  X-ray  could  not  have 
been  expected  to  add  very  much  to  the  results. 
For  example,  one  of  the  cases  of  peritonitis  that  died 
had  a complete  obstruction  as  revealed  by  autopsy. 
Another  case  in  this  group  who  died  had  a large 
amount  of  free  pus  in  the  peritoneal  cavity  with 
inadequate  drainage. 

The  authors  recommend  the  use  of  seventy-five  r 
daily  for  the  prevention  of  gas  bacillus  infections 


Indications  for  X-ray  Treatment 

1.  In  local  infections  which  (a)  are  likely  to 
spread  to  adjacent  tissues;  (b)  may  develop  com- 
plications in  some  distant  organs;  (c)  are  likely 
to  destroy  large  areas  of  tissue;  (d)  are  associated 
with  severe  toxemia;  (e)  have  apparently  become 
stationary  with  no  evidence  of  repair. 

2.  As  a prophylactic  measure  in  contaminated 
wounds  to  prevent  infection  from  becoming  estab- 
lished (compound  fractures). 

3.  In  bacteremia  there  is  no  contraindication  to 
the  treatment  of  a local  area  of  infection  from 
which  a bacteremia  had  its  beginning,  but  in  our 
experience  we  have  not  been  able  to  determine 
whether  or  not  any  good  has  been  accomplished  by 
such  treatment. 

4.  In  general,  in  cases  in  which  infection  is  pres- 
ent, X-ray  therapy  is  indicated,  preoperatively  and 
postoperatively. 

5.  Finally,  do  not  depend  upon  X-ray  therapy  to 
prevent  tetanus;  use  antitoxin. 

Dangers 

Wherever  the  X-ray  is  used  some  danger  is  pres- 
ent. This  has  been  recognized  for  a great  many 
years.  X-ray  treatments  should  be  prescribed  only 
by  a radiologist.  Dangers  are  acute  radiation  ef- 
fects, chronic  or  slow  radiation  effects,  and  elec- 
trical shock.  X-ray  treatments  should  be  given 
only  by  a radiologist  or  a trained  technician  under 
the  direct  supervision  of  a radiologist;  others  may 
have  trouble. 

Contraindications 

If  the  treatments  are  given  under  direction  of 
an  experienced  radiologist,  there  are  no  absolute 
contraindications.  Repeated  small  doses  of  from 
fifty  to  seventy  r morning,  and  of  from  fifty  to  sev- 
enty r evening,  for  from  three  to  five  days  during 
the  height  of  the  infection,  are  recommended.  The 
correct  technical  factors  must  be  prescribed  by  the 
radiologist  so  that  the  total  dosage  given  is  under 
the  minimum  which  might  damage  the  skin.  This 
is  a clinical  problem  and  the  radiologist  is  respon- 
sible. Not  every  patient  treated  with  X-ray  therapy 
will  get  well. 

X-ray  Technic  • 

(a)  Kilovoltage:  Sufficient  to  thoroughly  pene- 
trate the  involved  areas;  varies  from  ninety  to  135 
kilovolts. 

(b)  Time  and  milliamperage : From  sixty  to  100 
r units  each  treatment  through  each  port;  dosage 
should  vary  depending  on  size  of  the  port.  A 
smaller  dose  may  be  used  on  the  third  or  fourth  day 
of  the  disease;  fifty  r units  are  probably  sufficient 
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for  late  treatments.  Subacute  cases  must  be  treated 
an  indefinite  time  so  smaller  doses  are  advised. 

(c)  Ports:  Sufficient  to  cover  all  involved  tissues 
and  adjacent  suspected  area. 

(d)  Distance:  Fifteen  inches  (forty  centime- 
ters) . 

(e)  Filter:  No  harm  has  come  from  unfiltered 
therapy,  but  we  believe  it  to  be  dangerous,  and  it 
is  not  recommended,  as  recoveries  have  occurred 
with  rather  heavy  (five-tenths  millimeter  copper) 
filtration.  It  is  recommended  that  some  filter  be 
used;  the  absence  of  filtration  may  be  a legitimate 
criticism  of  this  procedure  and  we  are  opposed  to 
its  omission. 

(f)  Space  factor:  The  reason  for  treating  twice 
each  day,  which  we  insist  upon,  is  based  upon  the 
observation  that  the  results  in  the  treatment  of 
infections  were  better  when  the  space  factor  or 
time  between  treatments  approximately  coincided 
with  the  rate  of  growth  (on  culture  media  or  by 
clinical  estimation)  of  the  etiologic  organism. 

Conclusions 

This  material  is  merely  presented  to  make  avail- 
able to  others  who  are  interested  some  clinical  facts 
which  we  have  observed  while  treating  patients 
with  a bedside  therapy  X-ray  apparatus.  Prac- 
tically all  of  these  lesions,  with  the  exception  of  gas 
gangrene,  may  or  may  not  recover  when  very  little 
is  done  for  them  so  nothing  can  be  proven  by  any 
series  of  statistics;  cases  observed  clinically  are 
convincing.  As  data  accumulate  relative  to  the 
use  of  the  mobile  X-ray  therapy  apparatus,  un- 
doubtedly much  improvement  in  technical  proce- 
dures will  result.  At  the  present  time  we  have 
outlined  in  a general  way  the  technic  we  have  used 
in  treating  numerous  infections  in  patients  whom 
we  thought  it  advisable  to  treat  without  moving  to 
the  X-ray  department.  This  is  done  in  the  interest 
of  the  patient  who  is  too  sick  to  be  moved,  or  is 
held  fast  in  a room  by  the  oxygen  tent,  the  Wan- 
gensteen apparatus  or  intravenous  apparatus,  all 
of  which  are  commonly  used  essentials  in  treating 
the  seriously  sick.  We  believe  that  the  X-ray  is 
an  additional  aid  in  treating  some  of  these  patients 
and  that  it  can  be  brought  to  the  patient  in  the 
form  of  a mobile  unit,  having  greater  kilovoltage 
than  the  piesent-day  diagnostic  (ninety  kilovolts) 
mobile  unit. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  Battle  Malone,  II,  M.D. 

1400  Monroe  Avenue,  Memphis 


Acute  Cholecystitis.  Frank  Glenn,  M.D.  Surgery, 
Gynecology,  and  Obstetrics,  69:  431,  October,  1939. 
In  the  past  twenty  years  an  increasing  number 
of  surgeons  have  advocated  early  or  immediate 
operation  for  acute  cholecystitis,  but  there  is  still 
a great  difference  of  opinion.  An  analysis  of  219 
cases  of  acute  cholecystitis  is  made  which  were 


subjected  to  operation  in  the  early  stages  of  the 
disease.  The  diagnosis  is  based  on  both  clinical 
and  pathological  findings.  The  usual  history  and 
physical  findings  of  an  acute  inflammatory  lesion 
in  the  gall  bladder  are  outlined  and  it  was  found 
in  this  series  of  cases  that  often  typical  signs  were 
absent. 

The  pathology  found  at  operation  usually  con- 
sists of  a reddened  distended  gall  bladder  with  thick 
edematous  walls.  Within  the  organ  are  usually 
found  stones  and  colorless  bile  or  pus.  Areas  of 
necrosis  and  gangrene  in  the  wall  may  be  noted 
and  in  some  perforation  with  adhesions  to  sur- 
rounding structures. 

In  a statistical  study  it  was  found  that  the  mor- 
tality was  not  unduly  high  unless  perforation  had 
taken  place.  Other  factors  influencing  the  mortality 
are  the  age  of  the  patient  and  the  duration  of 
symptoms  referable  to  the  gall  bladder  before  the 
onset  of  the  acute  attack.  The  outlook  is  much 
graver  when  the  symptoms  have  persisted  for  more 
than  one  year  prior  to  the  acute  attack,  and  there 
is  a still  greater  mortality  when  the  patient  is  over 
fifty  years  of  age,  particularly  where  there  is  per- 
foration. Further  study  of  this  series  showed  that 
perforation  occurred  in  7.7  per  cent  of  all  cases 
and  accounted  for  twenty-seven  per  cent  of  the  total 
deaths. 

The  operation  of  choice  is  cholecystectomy,  but  is 
contraindicated  (1)  in  the  presence  of  peritonitis 
following  perforations;  (2)  when  anatomical  rela- 
tions are  obscured  so  that  removal  of  the  gall  blad- 
der might  injure  the  hepatic  vessels  or  common 
duct;  (3)  in  the  presence  of  severe  jaundice;  (4) 
and  when  the  general  condition  is  too  grave  to 
justify  it.  In  the  latter  cases  some  procedure  is 
carried  out  that  will  tide  the  patient  over  the  im- 
mediate crisis.  Exploration  of  the  common  duct  is 
rarely  necessary  and  should  not  be  done  unless 
definitely  indicated. 

The  author’s  opinion  from  this  study  is  that  the 
mortality  from  acute  cholecystitis  can  be  lowered 
only  by  an  early  surgical  attack.  The  postopera- 
tive course  in  cases  under  fifty  years  of  age  oper- 
ated before  gangrene  or  perforation  has  taken 
place  is  almost  invariably  uneventful.  Dehydra- 
tion, cardiac  decompensation,  etc.,  should  be  coun- 
teracted before  operation.  The  mortality  rate  in 
the  219  cases  was  3.19  per  cent  irrespective  of 
pathology  age  or  other  factors. 


UROLOGY 

By  Tom  It.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  ,1r.,  M.l). 
Medical  Building,  Knoxville 


Factors  in  Recurrence  of  Renal  Calculi.  Chas.  C.  Hig- 
gins. Journal  of  American  Medical  Association,  Oc- 
tober 14,  1939. 

The  recurrence  of  renal  calculi  may  be  true  re- 
currence or  false  recurrence  (the  persistence  of 
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fragments  of  stones  overlooked  at  the  time  of 
operation) . 

According  to  reports  of  various  authors  a pro- 
gressive decrease  in  the  incidence  of  recurrence  is 
taking  place.  At  the  Cleveland  clinic  prior  to  1933, 
recurrence  of  stones  occurred  in  16.4  per  cent;  from 
1933  to  1939  only  4.9  per  cent. 

No  one  etiologic  agent  is  entirely  responsible  for 
the  formation  of  all  kidney  stones.  The  causative 
factors  should  be  sought  for  and  eliminated  in  each 
individual  case. 

Of  200  cases  of  recurrent  calculi  studied,  renal 
infection  was  present  in  81.5  per  cent.  Infections 
caused  by  urea  splitting  organism  are  more  prone 
to  have  stones  than  are  infections  caused  by  acid- 
forming organism.  Distant  foci  of  infection  may 
be  a factor  in  some  cases. 

Urinary  stasis  was  present  in  seventy-two  per 


cent  of  the  200  cases,  while  vitamin  A deficiency 
was  present  in  thirty-four  per  cent. 

Sixty  per  cent  of  hyperparathyroid  cases  are 
stone  formers.  This  condition  is  the  cause  of  re- 
currence in  some  patients.  Cystinuria,  gout,  oxalu- 
ria,  xanthine,  and  phosphaturia  are  the  principal 
metabolic  factors  involved  in  recurrence  of  calculi. 

Operative  renal  injuries  may  be  responsible  for 
recurrence.  Stones  are  more  frequent  after  ne- 
phrolithotomy than  after  pelviolithotomy.  The  sur- 
gical procedure  which  is  accompanied  by  a mini- 
mum degree  of  renal  trauma  is  preferable. 

It  is  apparent  that  many  factors  are  involved  in 
the  formation  of  recurrent  renal  calculi.  An  in- 
tensive investigation  should  be  made  of  each  indi- 
vidual case  for  the  cause  or  causes  and  treatment 
instigated  for  their  correction. 
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VITAMIN  D MILK  IN  SUMMERTIME 
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O.  A.  Kirk  (Perry),  Linden 

F.  H.  Norman  (Wayne),  Waynesboro 

Haywood T.  C.  Chapman,  Brownsville James  E.  Hayes,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry A.  F.  Paschall,  Puryear Elroy  Scruggs,  Paris R.  Graham  Fish,  Paris 

Hickman C.  V.  Stephenson,  Centerville J.  S.  Beasley,  Centerville W.  K.  Edwards,  Centerville 

Humphreys > H.  C.  Capps,  Waverly 

Jackson J.  D.  Quarles,  Whitleyville C.  E.  Reeves,  Gainesboro E.  W.  Draper,  Gainesboro 

Knox Robert  S.  Leach,  Knoxville R.  G.  Waterhouse,  Knoxville Jesse  C.  Hill,  Knoxville 

Lauderdale Jas.  L.  Dunavant,  Ripley 

Lincoln W.  S.  Joplin,  Petersburg J.  V.  McRady,  Fayetteville R.  E.  McCown,  Fayetteville 

Loudon J.  A.  Leeper,  Lenoir  City S.  G.  Saunders,  Loudon J.  R.  Watkins,  Loudon 

Macon D.  D.  Houser,  Lafayette J.  Y.  Freeman,  Lafayette 

Madison G.  H.  Berryhill,  Jackson Henry  H.  Herron,  Bemis S.  M.  Herron,  Jackson 

Maury H.  O.  Anderson,  Williamsport B.  H.  Woodard,  Spring  Hill D.  B.  Andrews,  Columbia 

McMinn C.  0.  Foree,  Athens W.  F.  Seay,  Englewood __J.  H.  Lillard,  Benton 

McNairy T.  N.  Humphrey,  Selmer 

Monroe R.  C.  Kimbrough,  Madisonville H.  C.  Shearer,  Madisonville W.  G.  McEvitt,  Madisonville 

Montgomery V.  H.  Griffin,  Clarksville Phillip  L.  Lyle,  Clarksville R.  M.  Workman  Clarksville 

Obion D.  S.  Latimer,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Polk Thos.  J.  Hicks,  Copperhill W.  Y.  Gilliam,  Copperhill F.  O.  Geisler,  Isabella 

Putnam T.  M.  Crain,  Monterey J.  Fred  Terry,  Cookeville Thurman  Shipley,  Cookeville 

Roane T.  L.  Bowman,  Harriman W.  W.  Hill,  Harriman J.  C.  Fly,  Kingston 


B.  Sory,  Cedar  Hill W.  F.  Fyke,  Springfield 


Scott D.  T.  Chambers,  Norma T.  L.  Phillips,  Oneida Milford  Thompson,  Oneida 

Sevier R.  F.  Thomas,  Sevierville R.  J.  Ingle,  Sevierville L.  A.  Byers,  Sevierville 

Shelby J.  H.  Francis,  Memphis,  President W.  D.  Stinson,  Memphis A.  F.  Cooper,  Memphis,  Secretary 

W.  C.  Chaney,  Memphis,  President-elect  E.  G.  Kelly,  Memphis,  Treasurer 

Smith E.  D.  Gross,  Carthage L.  D.  Sloan,  Carthage Thayer  S.  Wilson,  Gordonsville 

Sullivan,  Johnson T.  R.  Bowers,  Bristol F.  L.  Alloway  (Sullivan),  Kingsport C.  F.  N.  Schram,  Kingsport 

Robert  O.  Glenn  (Johnson),  Mountain  City 

Sumner Homer  Reese,  Gallatin R.  L.  Johnson,  Portland A.  L.  Ball,  Gallatin 

Tipton Waldo  McLister,  Brighton J.  C.  Turley,  Covington H.  C.  Currie,  Covington 

Unicoi Robert  H.  Harvey,  Erwin R.  E.  Stack,  Erwin Walter  C.  Humbert,  Erwin 

Washington T.  P.  McKee,  Johnson  City G.  E.  Campbell,  Johnson  City Walter  Hankins,  Johnsonn  City 

Weakley J.  A.  Moore,  Sharon M.  D.  Ingram,  Dresden T.  B.  Wingo,  Martin 

White H.  A.  Morgan,  Sparta ..E.  C.  Mason,  Quebeck. A.  F.  Richards,  Sparta 

Williamson R.  S.  Gass,  Franklin.. Walter  Pyle,  Franklin K.  S.  Howlett,  Franklin 

Wilson Robert  N.  Buchanan,  Lebanon O.  Reed  Hill,  Lebanon R.  B.  Gaston,  Lebanon 
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STANDING  COMMITTEES 


COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  A.  H.  Lancaster,  Knoxville  (1942) 

Dr.  A.  F.  Cooper,  Memphis  (1941) 

Dr.  A.  M.  Patterson,  Chattanooga  (1940) 

STATE  TUBERCULOSIS  COMMISSION 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1941) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1942) 

Dr.  J.  L.  Hamilton,  Chattanooga  (1941) 

Dr.  0.  N.  Bryan,  Nashville  (1940) 

HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1941) 

Dr.  E.  H.  Baird,  Dyersburg  (1942) 

Dr.  L.  E.  Coolidge,  Greeneville  (1942) 

Dr.  R.  R.  Brown,  Nashville  (1941) 

Dr.  J.  H.  Francis,  Memphis  (1940) 

Dr.  S.  J.  Sullivan,  Cleveland  (1940) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1941) 
Dr.  M.  S.  Roberts,  Knoxville  (1942) 

Dr.  H.  B.  Everett,  Memphis  (1941) 

Dr.  Frank  Harris,  Chattanooga  (1940) 

Dr.  T.  R.  Ray,  Shelbyville  (1940) 

Dr.  W.  O.  Baird,  ex-officio,  Henderson 
Dr.  H.  H.  Shoulders,  ex-officio,  Nashville 

LIAISON  COMMITTEE 
Dr.  W.  C.  Dixon,  Chairman,  Nashville  (1941) 

Dr.  J.  O.  Manier,  Nashville  (1943) 

Dr.  J.  B.  Stanford,  Memphis  (1942) 

Dr.  H.  A.  Laws,  Chattanooga  (1942) 

Dr.  W.  P.  Wood,  Knoxville  (1940) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1941) 

Dr.  C.  M.  Hamilton,  Nashville  (1942) 

Dr.  S.  R.  Miller,  Knoxville  (1940) 

COMMITTEE  ON  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1940) 
Dr.  J.  M.  Lee,  Nashville  (1942) 

Dr.  W.  C.  Chaney,  Memphis  (1942) 

Dr.  R.  B.  Wood,  Knoxville  (1941) 

Dr.  H.  B.  Gotten,  Memphis  (1941) 

Dr.  D.  W.  Smith,  Nashville  (1940) 

COMMITTEE  ON  MEMOIRS 
Dr.  H.  M.  Tigert,  Chairman,  Nashville  (1941) 

Dr.  B.  T.  Nolen,  Franklin  (1942) 

Dr.  J.  C.  Brooks,  Chattanooga  (1941) 

Dr.  E.  L.  Ellis,  Maryville  (1940) 

Dr.  L.  J.  Lindsey,  Covington  (1940) 


COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  J.  R.  Reinberger,  Chairman,  Memphis  (1941) 
Dr.  D.  T.  Holland,  Newbern  (1942) 

Dr.  J.  E.  Powers,  Jackson  (1942) 

Dr.  M.  S.  Lewis,  Nashville  (1941) 

Dr.  H.  P.  Hewitt,  Chattanooga  (1941) 

Dr.  Andrew  Smith,  Knoxville  (1940) 

Dr.  C.  W.  Friberg,  Johnson  City  (1940) 

Dr.  L.  C.  Harris,  Lawrenceburg  (1940) 

COMMITTEE  ON  CHILD  WELFARE 
Dr.  Frazier  Binns,  Chairman,  Nashville  (1941) 

Dr.  H.  J.  Starr,  Chattanooga  (1942) 

Dr.  W.  D.  Mims,  Memphis  (1942) 

Dr.  Oliver  Hill,  Knoxville  (1940)* 

CANCER  COMMITTEE 
Dr.  Ralph  Monger,  Chairman,  Knoxville  (1940) 

Dr.  H.  S.  Shoulders,  Nashville  (1942) 

Dr.  J.  W.  McClaran,  Jackson  (1942) 

Dr.  W.  J.  Sheridan,  Chattanooga  (1941) 

Dr.  C.  H.  Heacock,  Memphis  (1941) 

Dr.  Howard  King,  Nashville  (1940) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  F.  Hamilton,  Chairman,  Memphis  (1942) 
Dr.  R.  C.  Robertson,  Chattanooga  (1941) 

Dr.  J.  J.  Ashby,  Nashville  (1941) 

Dr.  A.  H.  Meyer,  Memphis  (1940) 

Dr.  Robert  Patterson,  Knoxville  (1940) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga 
(1941) 

Dr.  C.  F.  N.  Schram,  Kingsport  (1942) 

Dr.  A.  R.  McMahan,  Memphis  (1942) 

Dr.  E.  L.  Rippy,  Nashville  (1940) 

COMMITTEE  ON  FRACTURES 
Dr.  Duncan  Eve,  Chairman,  Nashville  (1941) 

Dr.  J.  Paul  Johnson,  Chattanooga  (1942) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1942) 

Dr.  Jarrell  Penn,  Knoxville  (1940) 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  James  C.  Overall,  Nashville 
Vice-President — Dr.  F.  Tom  Mitchell,  Memphis 
Secretary — Dr.  Kinsey  M.  Buck,  Memphis 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President — Dr.  Robert  S.  Leach,  Knoxville 
Vice-President — Dr.  S.  H.  Long,  Chattanooga 
Secretary — Dr.  William  D.  Stinson,  Memphis 

ADVISORY  COMMITTEE  TO  THE  WOMAN'S 
AUXILIARY 

Dr.  W.  B.  Anderson,  Chairman,  Nashville 
Dr.  Jesse  C.  Hill,  Knoxville 
Dr.  Jere  L.  Crook,  Jackson 


*Deceased. 
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SPECIAL  ATTENTION 

— given  to  the  selection  and  fitting  for  your  patients  of  Orthopedic  Appliances. 

Our  long  experience  in  the  manufacture  of  braces  enables  us  to  help  you  solve  your 
problems  in  working  out  mechanical  aid  for  your  patients. 

We  appreciate  your  cooperation,  and  know  you  will  like  our  service. 


153  FOURTH  AVENUE.  NORTH 
NASHVILLE,  TENN. 


THEO.  TAFEL  CO. 


UNIVIS  BIFOCALS 


S+yle'D 


Style'B" 


. . . made 


with  extreme  precision 
and  strictly  protected 


Style'  R' 


These  fine  lenses,  advanced  in  design,  and 
manufactured  with  extraordinary  exactness 
in  detail,  give  the  wearers  the  superior  service 
that  means  so  much  to  them.  Exempted  from 
unfair  competitive  tactics  by  the  Univis  pol* 
icy  that  restricts  distribution  to  selected  eth- 
ical licensees,  with  minimum  prices  established 
by  contract. 

We  carry  complete  stock  of  blanks  and  are 
prepared  to  give  prompt,  accurate  service  on 
Univis  prescriptions. 

( Univis  lenses  can  be  supplied  only  to  licensees .) 


JOHN  S.  MILAM  OPTICAL  COMPANY 
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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  ONE  HUNDRED 
SIXTH  ANNUAL  SESSION,  TENNESSEE  STATE  MEDICAL 
ASSOCIATION,  NEW  SOUTHERN  HOTEL, 

JACKSON,  TENNESSEE 


APRIL  11,  12,  13,  1939 


TUESDAY  AFTERNOON  MEETING 

The  opening  meeting  of  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association,  held  in 
connection  with  the  One  Hundred  Sixth  Annual 
Session  of  the  Association,  at  the  New  Southern 
Hotel,  Jackson,  Tennessee,  convened  at  two  fifteen 
o’clock,  Dr.  E.  R.  Zemp,  Knoxville,  Speaker  of  the 
House  of  Delegates,  presiding. 

THE  SPEAKER:  The  first  order  of  business  is 
the  roll  call. 

Secretary  Shoulders  called  the  roll  of  elected 
certified  delegates. 


DELEGATES  TO  TENNESSEE  STATE  MEDICAL 
ASSOCIATION  FOR  1939 

Delegate  Alternate 

Anderson 

O.  E.  Ballou,  Clinton Horton  G.  DuBard,  Norris 

Bedford 

Alfred  Farrar,  Shelby ville S.  S.  Moody,  Shelbyville 

Blount 

J.  E.  Carson,  Maryville G.  D.  LeQuire,  Maryville 

Brad'ey 

Campbell 

Carroii 

R.  A.  Douglass,  Huntingdon A T.  Hicks,  Camden 

Carter 

H.  B.  Damron,  Elizabethton R.  A.  Range,  Elizabethton 

Cocke 

Cumberland 

V.  O.  Buttram,  Crossville W.  S.  Dooley,  Crossville 

Davidson 

O.  N.  Bryan,  Nashville C.  S.  McMurray 

J.  P.  Gilbert,  Nashville Theo  Morford 

N.  S.  Shofner,  Nashville W.  O.  Tirrell 

D.  W.  Hailey,  Nashville ___ W.  W.  Hubbard 

J.  J.  Ashby,  Nashville S.  J.  Fentress,  Goodlettsville 

D.  W.  Smith,  Nashville E.  M.  Regen 

Dickson 

R.  B.  Beasley,  Dickson W.  A.  Bell,  Vanleer 

Dyer,  Lake,  Crockett 

J.  D.  Brewer  (Dyer),  Dyersburg J.  P.  Baird.  Dyersburg 

W.  L.  Summers  (Lake),  Ridgely W.  S.  Alexander,  Ridgely 

W.  H.  Stallings  (Crockett),  Friendship 

H J • O.  McKinney,  Friendship 

Fayette-Hardeman 

Wiley  D.  Lewis,  Bolivar H.  L.  Armstrong,  Somerville 

F entress 

J.  Perry  Sloan,  Jamestown Claude  Bertram,  Little  Crab 

Franklin 

H.  T.  Kirby-Smith,  Winchester 

Gibson 

J.  J.  Jackson,  Dyer J.  O.  Barker,  Trenton 

Giles 

J.  B.  Wright,  Lynnville T.  F.  Booth,  Pulaski 


Greene 

M.  A.  Blanton,  Mosheim L.  E.  Dyer,  Greeneville 

Grundy 

U.  B.  Bowden,  Pelham T.  F.  Taylor,  Monteagle 

Hamblen 

W.  E.  Howell,  Morristown F.  F.  Painter,  Morristown 

Hamilton 

J.  D.  L.  McPheeters,  Chattanooga J M.  Frcre,  Chattanooga 

J.  B.  Swafford.  Chattanooga S.  H.  Long,  Chattanooga 

F.  F.  Harris,  Chattanooga W.  E.  Bryan,  Chattanooga 

Hard-n  Lawrence,  Lewis,  Perry,  Wayne 

J.  T.  Keeton,  Clifton J.  V.  Hughes,  Savannah 

Haywood 

Roy  M.  Lanier,  Brownsville John  Chambers,  Brownsville 

Henry 

R.  Graham  Fish,  Paris Geo.  Boone,  Paris 

Hickman 

L.  F.  Pritchard,  Only J.  W.  Frost,  Centerville 

Jackson 

R.  C.  Gaw,  Gainesboro 

Knox 

M.  S.  Roberts,  Knoxville E.  A.  Guynes,  Knoxville 

Kyle  Copenhaver,  Knoxville O.  S.  Hauk,  Knoxville 

A.  H.  Lancaster,  Knoxville J.  L.  Raulston,  Knoxville 

Ralph  Monger,  Knoxville R.  B.  Wood,  Knoxville 

Lauderdale 

Lincoln 

W.  S.  Joplin,  Petersburg W.  F.  Cannon,  Fayetteville 

Loudon 

Samuel  G.  Saunders,  Loudon J.  A.  Leeper,  Lenoir  City 

Macon 

Madison 

Henry  H.  Herron,  Bemis G.  W.  Brasher,  Jackson 

Oscar  Baird,  Henderson H.  T.  Pitts,  Henderson 

Maury 

D.  B.  Andrews,  Columbia Leon  Ward,  Mt.  Pleasant 

McMinn 

McNairy 

E.  M.  Smith,  Selmer J.  R.  Smith,  Selmer 

Monroe 

Montgomery 

Ooion 

M.  A.  Blanton,  Union  City J.  D.  Carlton,  Union  City 

Overton 

Polk 

F.  O.  Geisler,  Isabella Thos.  J.  Hicks,  Copperhill 

Putnam 

Thurman  Shipley,  Cookeville W.  A.  Howard,  Cookeville 

Roane 

T.  H.  Phillips,  Rockwood 

Robertson 

Rutherford 

V.  S.  Campbell,  Murfreesboro J.  R.  Gott,  Murfreesboro 

Scott 

Sevier 

Shelby 

E.  G.  Kelly,  Memphis J.  P.  Carter,  Memphis 

J.  B.  Stanford,  Memphis J.  J.  Hobson,  Memphis 

W.  C.  Chaney,  Memphis C.  D.  Allen,  Memphis 

W.  D.  Mims,  Memphis M.  W.  Searight,  Memphis 

Webb  Key,  Memphis B.  F.  Ha.  din,  Memphis 

H.  W.  Qualls,  Memphis C.  H.  Sanford,  Memphis 

J.  H.  Francis,  Memphis E.  G.  Andrews,  Memphis 
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Smith 

L.  D.  Sloan,  Carthage W.  B.  Dalton , Gordonsville 

Sullivan- J ohnson 

C.  F.  N.  Schram,  Kingsport T.  B.  Yancy,  Kingsport 

Sumner 

Tipton 

A.  J.  Roby,  Covington L.  J.  Lindsay,  Covington 

Unicoi 

R.  H.  Harvey,  Erwin H.  L.  Monroe,  Erwin 

Washington 

G.  J.  Budd,  Johnson  City Lee  K.  Gibson,  Johnson  City 

Weakley 

White 

E.  C.  Mason,  Quebeck H.  A.  Morgan,  Sparta 

Williamson 

B.  T.  Nolen,  Franklin R.  S.  Gass,  Franklin 

Wilson 

Robert  N.  Buchanan,  Jr.,  Lebanon O.  Reed  Hill,  Lebanon 


OFFICERS  FOR  THE  YEAR  1938-1939 

President 

Dr.  Tom  R.  Barry Knoxville 

Vice-President,  West  Tennessee 

Dr.  John  Jackson Dyer 

Vice-President,  East  Tennessee 

Dr.  W.  A.  Garrott Cleveland 

Vice-President,  Middle  Tennessee 

Dr.  W.  S.  Rude Ridgetop 

Treasurer 

Dr.  C.  M.  Hamilton Nashville 

Trustees 

Dr.  A.  F.  Cooper Memphis 

Dr.  E.  R.  Zemp Knoxville 

Dr.  Franklin  B.  Bog-art Chattanooga 

Dr.  Geo.  C.  Williamson Columbia 

Councilor,  First  District 

Dr.  L.  E.  Dyer Greeneville 

Councilor,  Second  District 

Dr.  S.  R.  Miller Knoxville 

Councilor,  Third  District 

Dr.  Hiram  A.  Laws,  Jr Chattanooga 

Councilor,  Fourth  District 

Dr.  J.  T.  Moore Algood 

Councilor,  Fifth  District 

Dr.  John  W.  Sutton Petersburg- 

Councilor,  Sixth  District 

Dr.  H.  S.  Shoulders Nashville 

Councilor , Seventh  District 

Dr.  C.  D.  Walton Mt.  Pleasant 

Councilor,  Eighth  District 

DR.  J.  R.  Thompson,  Jr Jackson 

Councilor,  Ninth  District 

Dr.  E.  H.  Baird Dyersburg- 

Councilor , Tenth  District 

Dr.  W.  B.  Burns Memphis 

Secretan'y 

Dr.  H.  H.  Shoulders Nashville 

Ex-Presidents 


Dr.  S.  R.  Miller Knoxville 

Dr.  Jere  L.  Crook Jackson 

Dr.  W.  D.  Haggard Nashville 

Dr.  E.  C.  Ellett Memphis 

Dr.  Edward  T.  Newell Chattanooga 

Dr.  Richmond  McKinney Memphis 

Dr.  A.  F.  Richards Sparta 

Dr.  W.  B.  Burns Memphis 

Dr.  H.  M.  Tigert Nashville 

Dr.  W.  C.  Dixon Nashville 

Dr.  E.  R.  Zemp Knoxville 

Dr.  Battle  Malone Memphis 


Dr.  K.  S.  Howlett 

Dr.  L.  T.  Stem 

Dr.  J.  B.  McElroy 

Dr.  T.  R.  Ray 

Dr.  W.  P.  Woods 

Dr.  H.  B.  Everett 

Dr.  J.  O.  Manier 

Dr.  John  Steele 

Dr.  W.  L.  Williamson 

Dr.  Geo.  Williamson 


Franklin 

Sarasota,  Florida 

Memphis 

Shelbyville 

Knoxville 

Memphis 

Nashville 

Chattanooga 

Memphis 

Columbia 


THE  SPEAKER:  I rule  that  the  roll  call  as 
heard,  and  the  ex-presidents  and  the  officers,  con- 
stitute a quorum  present.  I will  appoint  the  com- 
mittees now. 

REFERENCE  COMMITTEE  APPOINTED 

Credentials  Committee — Dr.  Ralph  Monger,  Knox- 
ville, Chairman;  Dr.  J.  P.  Gilbert,  Nashville;  Dr. 
W.  B.  Burns,  Memphis. 

Committee  on  Reports  of  Officers — Dr.  0.  N. 
Bryan,  Nashville,  Chairman;  Dr.  J.  B.  Stanford, 
Memphis;  Dr.  Kyle  Copenhaver,  Knoxville. 

Committee  on  Reports  of  Committees — Dr.  J.  0. 
Manier,  Nashville,  Chairman;  Dr.  Franklin  B. 
Bogart,  Chattanooga;  Dr.  E.  H.  Baird,  Dyersburg. 

Committee  on  Resolutions — Dr.  Jack  Thompson, 
Jackson,  Chairman;  Dr.  Hiram  A.  Laws,  Chatta- 
nooga; Dr.  D.  W.  Smith,  Nashville. 

NOMINATING  COMMITTEE 

A five-minute  recess  was  ordered  so  that  the 
delegates  from  the  East,  Middle,  and  West  grand 
divisions  might  name  the  nominating  committee. 
When  called  to  order  after  the  recess,  Dr.  E.  T. 
Newell  reported  for  East  Tennessee;  Dr.  S.  J. 
Fentress  for  Middle  Tennessee;  and  Dr.  W.  B. 
Burns  for  West  Tennessee. 

The  Nominating-  Committee  so  reported  was  com- 
posed of : 

Dr.  K.  C.  Copenhavei-,  Knoxville;  Dr.  J.  B.  Swaf- 
ford, Chattanooga;  Dr.  J.  E.  Carson,  Maryville; 
Dr.  C.  M.  Hamilton,  Nashville;  Dr.  Thurman  Ship- 
ley,  Cookeville;  Dr.  R.  N.  Buchanan,  Lebanon; 
Dr.  Webb  Key,  Memphis;  Dr.  J.  D.  Brewer,  Dyers- 
burg-; Dr.  W.  0.  Baird,  Henderson. 

The  Committee  on  Credentials  had  not  met  and 
Speaker  Zemp  called  for  reports  of  officers. 

DR.  HAMILTON : Mr.  Speaker,  I would  like  to 
submit  an  audit  of  our  financial  account  for  my 
report  as  Treasurer. 

REPORT  OF  AUDIT  FOR  YEAR  ENDED 
DECEMBER  31,  1938 

To  the  Chairman  and  Board  of  Directors,  Tennes- 
see State  Medical  Association, 

Nashville,  Tennessee. 

Sirs: 

We  have  audited  the  cash  receipts  and  disburse- 
ment records  of  the  Tennessee  State  Medical  Asso- 
ciation for  the  year  ended  December  31,  1938. 
The  results  of  our  examination  are  presented  in 
the  comments  on  audit  and  on  the  exhibit  and 
schedules  designated  as  follows: 
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Exhibit  “A” — Statement  of  Receipts  and  Disburse- 
ments for  the  Year  Ended  December  31,  1938. 
Schedule  A-l — Cash  in  Banks  at  December  31, 
1938. 

Schedule  A-2 — Statement  of  Receipts  by  Months 
for  the  Year  Ended  December  31, 
1938. 

Schedule  A-3 — Statement  of  General  Funds  for  the 
Year  Ended  December  31,  1938. 
Schedule  A-4 — Investments  at  December  31,  1938. 

Comments  on  Audit 

Cash  in  banks,  $3,523.62,  was  verified  by  recon- 
ciliations of  the  statements  as  rendered  by  the 
banks  with  the  Association’s  records.  All  cash 
receipts  appearing  in  the  records  were  traced  into 
the  depositories.  Cancelled  checks  were  examined, 
signatures  and  endorsements  scrutinized,  and  the 
amounts  and  payees  thereon  were  compared  with 
the  cash  disbursement  record  for  a verification  of 
disbursements. 

Investments,  $12,56U.81,  and  Cash  Available  for 
Investment,  $639.70.  The  Association  has  invested 
funds  aggregating  $12,564.81.  This  is  represented 
by  $8,443.81  in  first  mortgage  real  estate  notes  at 
cost  and  $4,000.00  par  value  bonds  of  the  Home 
Owners  Loan  Corporation  at  cost  of  $4,121.00. 
These  securities  were  examined  by  our  representa- 
tive on  February  18,  1939.  On  Schedule  A-4  the 
items  comprising  the  invested  funds  are  detailed. 
For  the  purposes  of  record  the  bonds  are  carried 
at  cost.  We  were  informed  by  Mr.  W.  L.  Whitaker 
of  the  First  Mortgage  Company  that  the  Associa- 
tion has  with  that  Company  a cash  balance  of 
$639.70  representing  collections  of  principal  and 
interest. 

General 

Fire  insurance  on  office  furniture  and  fixtures  in 
the  amount  of  $500.00  and  a fidelity  bond  on  the 
Treasurer,  Dr.  Charles  M.  Hamilton,  were  in  effect 
at  December  31,  1938. 

As  the  records  are  maintained  on  a cash  receipt 
and  disbursement  basis,  we  have  not  attempted  to 
prepare  a schedule  of  assets  and  liabilities  at  De- 
cember 31,  1938.  However,  an  examination  of  un- 
paid invoices  revealed  only  minor  items  of  expense 
outstanding  at  December  31,  1938.  These  were 


liquidated  in  January,  1939.  During  the  year  1938 
twelve  issues  of  the  Medical  Journal  were  pub- 
lished and  paid  for;  also  the  expense  of  the  De- 
cember, 1937,  issue  was  liquidated  in  January, 
1938. 

Respectfully  submitted, 

OSBORN  & DUNCAN. 

By  Hilary  H.  Osborn. 
Certified  Public  Accountant. 

February  18,  1939. 


EXHIBIT  “A” 

Statement  of  Receipts  and  Disbursements  for  the 


Year  Ended  December  31,  1938 


Receipts 

Dues  $9,264.00 

Interest  on  Investments 523.51 

Payments  on  Principal  of  Investments  206.19 

Advertising 4,639.41 

Exhibit  Space  781.45 

Subscriptions  and  Extra  Copies  of 

Journal  19.88 

Cuts  27.50 

Medical  Defense 25.64 

Refunds  and  Miscellaneous 39.00 


Total  Receipts $ 15,526.58 

Disbursements — Schedule  A-3 

Medical  Journal $4,182.50 

Convention  Expense  900.77 

Salaries  5,736.00 

Board  of  Trustees 23.50 

Medical  Education  Committee 1,807.56 

Investments  450.00 

Returned  Checks  29.22 

General  Expense  and  Other  Disburse- 
ments   2,546.16 


Total  Disbursements $15,675.71 


Excess  of  Disbursements  over  Receipts  149.13 

Represented  by: 

General  Fund  Balance,  12-31-37 $3,672.75 

Less 

General  Fund  Balance,  12-31-38, 

Schedule  A-l 3,523.62 


Decrease  in  Bank  Balance,  Year 

Ended  December  31,  1938 $ 149.13 

SCHEDULE  A-l 

Cash  in  Banks  at  December  31,  1938 


American  National  Bank 

Balance  per  Statement,  December  31, 

1938  $3,131.93 

Less  Outstanding  Check,  No.  216, 

Allen’s  Letter  Service 3.00 


Balance  per  Books,  Dec.  31,  1938 $3,128.93 

Third  National  Bank 

Balance  per  Statement,  December  31, 

1938  $ 394.69 

No  Outstanding  Checks 


Balance  per  Books,  Dec.  31,  1938 $ 394.69 


Cash  Balance  in  Banks,  Dec.  31,  1938, 

Exhibit  “A”  $3,523.62 


SCHEDULE  A-2 

Statement  of  Receipts  by  Months  for  the  Year  Ended  December  31,  1938 

-a  « 


•IJ 

ftiSS 


January  $ 3,286.63  $2,910.00  $ $ $ 317.13  $ 40.00  $ 2.00  $17.50  $ $ 

February  2,756.63  2,334.00  380.43  40.00  1.20  1.00 

March  2,156.52  1,584.00  489.52  80.00  2.00  1.00 

April  1,693.66  816.00  290.02  560.00  .90  25.64  2.00 

May  1,130.37  450.00  245.70  365.32  61.45  7.00 

June  488.96  114.00  56.25  304.71  10.00  4.00 

July  556.60  42.00  514.60 

August  393.51  66.00  326.91  .60 

September  365.61  96.00  238.61  31.00 

October  821.30  60.00  165.31  206.19  389.80 

November  333.25  30.00  301.25  2.00 

December  1,543.54  762.00  56.25  721.11  4.18 


Totals $15,526.58  $9,264.00  $523.51  $206.19  $4,639.41  $781.45  $19.88  $27.50  $25.64  $39.00 
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SCHEDULE  A-3 

Statement  of  General  Funds  for  the  Year  Ended 
December  31,  1938 

Balance,  January  1,  1938  $ 3,672.76 

Receipts 

Dues  $9,264.00 

Interest  on  Invested 

Funds  523.51 

Payments  on  Principal  of 

Investments  206.19 

Advertising  4,639.41 

Exhibit  Space 781.45 

Subscriptions  and  Extra 

Copies  of  Journal 19.88 

Costs  27.50 

Medical  Defense 25.64 

Refunds  and  Miscellaneous  39.00 


Total — Exhibit  “A”  $15,526.58 


Balance  $19,199.33 

Disbursements 

Medical  Journal: 

Printing  $3,344.00 

Inserts  7.60 

Extra  Copies  330.25 

Indices 68.00 

Roster  70.00 

Copyright  26.00 

Mailing  310.75 

Tabular  Matter  26.00 


Convention  Expense: 

Signs  $ 19.90 

Badges 45.00 

Hotel  77.30 

Reporting  Service 502.59 

Programs,  etc 191.98 

Miscellaneous  64.00 


Total  Exhibit  “A”  $ 900.77 

Salaries : 

Dr.  H.  H.  Shoulders__$l, 500.00 
Dr.  William  M.  Hardy_  1,800.00 

Miss  Willard  Batey 1,500.00 

Mrs.  Ethel  Harrison 936.00 


Total  Exhibit  “A”  $ 5,736.00 

Board  of  Trustees: 

Miscellaneous  Travel — 

Exhibit  “A” $ 23.50 

Medical  Education  Committee: 

Postgraduate  Instruc- 
tion   $1,543.76 

Travel  263.80 


Total  Exhibit  “A”  $ 1,807.56 

Investment: 

Additional  Funds  placed 
First  Mortgage  Com- 
pany— Exhibit  “A”_  $ 450.00 

Returned  Checks — Exhibit 

“A”  29.22 


General  Expense  and  Other  Disbursements : 


Postage  $ 200.00 

Office  Expense  and 

Supplies 419.31 

Rent  513.60 

Lights  20.32 

Telephone  and  Telegraph  204.52 

Letter  Service 29.25 

Social  Security  Taxes 

(Net)  37.76 

Towel  Service 12.00 

Charts,  etc 10.00 

Bond  on  Treasurer 25.00 

Rent  on  Safety  Deposit 

Box  3.00 

Travel  611.55 

Audit  65.00 

Cuts  and  Reprints 361.85 

Refunds  and  Miscel- 
laneous   33.00 


Total  Exhibit  “A”  $ 2,546.16 


Total  Disburse- 
ments Exhibit  “A”  $15,675.71 


Balance  in  General  Fund 
December  31,  1938, 

Schedule  A-l 3,523.62 


SCHEDULE  A-4 
Investments  December  31,  1938 

First  Mortgage  Real  Estate  Notes: 

Maker  Dated  Due  Amount 

J.  H.  Horn 6-1-32  6-1-40  $ 1.893.81 

General  Securities  Company 4-1-36  5-1-41  1,400,00 


Anna  Mary  Bransford 7-2-37  10-1-47  2,550.00 

A.  D.  Talley 7-1-36  4-1-41  1,300.00 

Louise  Shields  9-1-36  10-1-46  1,300.00 

Total  $ 8,443.81 

Bonds : 

$3,000.00  Par.  H.O.L.C.  2%’s,  Aug.  1,  1949  /39_  — $3,090.00 
1,000.00  Par  H.O.L.C.  3’s,  May  1,  1952/44 1,031.00 

Total  $4,121.00 

Total  Investments --$12,564.81 

Cash,  Available  for  Investment  on  Deposit  with 

the  First  Mortgage  Company . _$  639.70 


This  report  was  referred  to  the  Committee  on 
Reports  of  Officers. 

Dr.  C.  M.  Hamilton  then  read  his  report  as 
Chairman  of  the  Board  of  Trustees. 

REPORT  OF  THE  CHAIRMAN  OF  BOARD  OF 
TRUSTEES 

There  was  only  one  official  meeting  of  the  Board 
of  Trustees  in  1938.  The  post-convention  assembly 
was  held  in  Noel  Hotel,  April  14,  1938. 

The  following  members  were  in  attendance:  C. 
M.  Hamilton,  Chairman;  A.  F.  Cooper,  Franklin  B. 
Bogart,  E.  R.  Zemp,  George  C.  Williamson,  H.  H. 
Shoulders. 

The  House  of  Delegates  had  taken  action  author- 
izing the  Secretary,  Assistant  Secretary,  and  the 
Board  of  Trustees  to  revise  the  constitution  and 
by-laws  of  the  State  Association  and  to  file  appli- 
cation for  a charter.  The  Board  of  Trustees  in- 
structed the  Secretary  to  have  copies  of  a skeleton 
revision  of  the  constitution  and  by-laws  drawn  up 
and  mailed  to  each  member  of  the  Board  for  con- 
sideration and  adoption  at  a subsequent  meeting. 
It  was  also  decided  that  the  appointment  of  com- 
mittee members  should  be  postponed  to  a future 
date.  However,  the  appointment  of  the  Committee 
on  Postgraduate  Instructions  in  Pediatrics  was  con- 
sidered urgent  in  order  that  plans  might  be  formu- 
lated as  early  as  possible.  Drs.  James  R.  Reinber- 
ger,  Franklin  B.  Bogart,  J.  O.  Manier,  and  W.  L. 
Williamson  were  selected  for  this  important  com- 
mittee. 

The  subsequent  meeting  was  called  May  29,  1938, 
but  sufficient  members  for  a quorum  were  not  pres- 
ent and  an  informal  discussion  of  the  constitution 
and  by-laws  was  held  by  Secretary  Shoulders,  As- 
sistant Secretary  Hardy,  Drs.  Franklin  Bogart, 
and  C.  M.  Hamilton.  Dr.  A.  F.  Cooper  had  fur- 
nished a detailed  and  helpful  analysis  of  the  con- 
stitution and  by-laws  and  made  many  valuable 
suggestions  in  a communication  to  the  chairman. 
A tentative  draft  of  the  constitution  and  by-laws 
was  decided  upon  and  submitted  to  the  various 
members  of  the  Board  of  Trustees  by  mail  and  was 
ultimately  adopted.  Copies  have  appeared  in  a re- 
cent issue  of  the  Journal  and  reprints  are  avail- 
able to  the  membership. 

It  was  necessary  that  the  application  for  a char- 
ter be  accompanied  with  a copy  of  the  constitution 
and  by-laws  and  consequently  this  procedure  was 
delayed  in  order  that  an  up-to-date  copy  could  be 
obtained.  The  application  at  the  present  time  is 
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being  passed  through  the  proper  channels  and  will 
doubtless  be  executed  shortly. 

The  appointment  of  the  standing  committees  was 
made  in  accordance  with  the  provisions  laid  down 
in  the  newly-adopted  by-laws  by  communication. 

A special  meeting  of  the  House  of  Delegates  was 
called  September  4,  1938,  and  action  was  taken  to 
authorize  the  Board  of  Trustees  to  nominate  three 
members  from  each  grand  division  of  the  state  to 
be  submitted  to  the  Governor  for  appointment  in 
vacancies  in  the  State  Board  of  Health.  Three 
vacancies  had  occurred  in  1938 — one  from  each 
grand  division.  One  was  the  result  of  the  resigna- 
tion of  Dr.  Ayers  and  the  other  two  were  due  to 
expiration  of  regular  terms.  Two  vacancies,  one 
in  Middle  Tennessee  and  one  in  East  Tennessee, 
were  to  be  filled  for  the  first  of  1939. 

The  following  nominations  were  made  by  com- 
munication : 

For  1938 — East  Tennessee,  Drs.  W.  K.  Vance, 
Frank  Harris,  and  Kyle  Copenhaver;  Middle  Ten- 
nessee, Drs.  John  M.  Lee,  J.  0.  Manier,  and  J.  P. 
Gilbert;  West  Tennessee,  Drs.  W.  B.  Key,  H.  B. 
Everett,  and  J.  G.  Blue.  Those  appointed  were: 
Drs.  W.  K.  Vance  from  East  Tennessee,  J.  M.  Lee 
from  Middle  Tennessee,  and  W.  B.  Key  from  West 
Tennessee. 

The  nominations  for  vacancies  in  1939  were — 
East  Tennessee,  Drs.  C.  P.  Fox,  Sr.,  deceased;  Tom 
Phillips,  and  R.  C.  Kimbrough;  Middle  Tennessee, 
Drs.  E.  M.  Fuqua,  J.  H.  Jones,  and  R.  B.  Gaston. 

The  regular  fall  semiannual  meeting  was  never 
called.  There  was  no  urgent  need  for  a meeting  at 
that  time,  since  most  of  the  important  transactions 
had  been  executed  by  mail  or  by  telephone. 

Respectfully  submitted, 

C.  M.  HAMILTON,  Chairman. 

This  report  was  referred  by  Speaker  Zemp  to 
the  Committee  on  Reports  of  Officers. 

The  report  of  the  Secretary-Editor  was  read  by 
Dr.  H.  H.  Shoulders. 

REPORT  OF  THE  SECRETARY-EDITOR  FOR 
THE  CALENDAR  YEAR  1938 

I have  the  honor  to  submit  herewith  a report  of 
the  activities  of  the  headquarters  office  for  the 
year  1938. 

Membership 

The  membership  of  the  Association  is  being  main- 
tained at  a fairly  constant  level — at  approximately 
1,650  from  year  to  year. 

You  will  recall  that  an  extended  report  was  made 
last  year  on  this  question  of  membership.  A sta- 
tistical report  of  the  ratio  between  members  and 
nonmembers  was  made;  also  a comparison  of  this 
statistical  report  with  other  states  was  made. 

It  will  be  remembered  that  the  number  of  mem- 
bers in  proportion  to  the  total  number  of  doctors 
in  the  state  was  very  favorable  as  compared  with 
the  same  figures  for  other  states. 

Local  Societies 

There  are  fifty-eight  (58)  local  societies  and 


there  are  sixty-nine  (69)  counties  organized  into 
these  societies. 

There  are  twenty-six  (26)  counties  not  organized. 

From  the  best  information  we  can  get  from  coun- 
cilors and  from  correspondence,  a majority  of  the 
doctors  who  are  eligible  for  membership  in  the 
State  Association,  and  who  practice  in  these  unor- 
ganized counties,  hold  membership  in  adjacent  or- 
ganized counties. 

There  are  twenty-three  (23)  counties  with  a 
membership  of  ten  or  below. 

While  it  is  true  that  the  number  of  members  in 
a local  society  is  not  the  only  factor  affecting  its 
usefulness  as  a society,  it  nevertheless  is  true  that 
when  counties  are  combined  to  create  a membership 
of  twenty-five  to  thirty,  the  attendance  and  interest 
are  greatly  improved. 

We  appreciate  very  fully  the  fact  that  this  is 
not  a matter  that  can  be  pressed  either  by  coun- 
cilors or  by  the  headquarters  office.  It  is  a matter 
to  be  encouraged  on  every  occasion  possible. 

I am  perfectly  convinced  that  most  every  doctor 
in  the  state  would  rather  drive  a distance  of  thirty 
or  forty  miles  on  a good  road  to  attend  a medical 
society  with  a good  scientific  program  than  to  walk 
across  the  street  to  attend  a medical  society  with 
a relatively  poor  scientific  program. 

Colored  Physicians 

I deem  it  appropriate  to  bring  to  your  attention 
a situation  not  touched  upon  in  previous  reports. 
It  relates  to  the  matter  of  colored  physicians  in 
the  state.  As  you  know,  we  have  several  hundred 
in  practice.  In  addition  to  this,  we  have  an  A grade 
medical  school  for  colored  students,  graduating  a 
class  each  year.  All  these  graduates,  of  course, 
do  not  locate  in  Tennessee,  but  the  number  of  col- 
ored physicians  is  increasing.  None  of  these  are 
eligible  to  membership  in  the  Tennessee  State  Med- 
ical Association.  This  situation,  of  course,  affects 
our  membership  adversely,  but  this  is  not  the  main 
point.  The  facts  are  that  these  physicians  cannot 
become  members  of  the  American  Medical  Associa- 
tion except  through  membership  in  the  State  Asso- 
ciation. 

In  several  states,  principally  in  the  North,  colored 
physicians  are  members  of  the  state  associations. 

Colored  physicians  are  organized  into  what  is 
known  as  the  National  Medical  Association. 

Last  year  political  influences,  with  headquarters 
in  Washington,  made  a strong  attempt  to  play  on 
the  prejudice  of  the  colored  physicians  and  secure 
their  support  of  the  National  Health  Program  as 
then  proposed.  These  colored  physicians  decided  to 
remain  loyal  to  the  principles  of  the  American  Med- 
ical Association. 

Three  members  of  the  National  Medical  Associa- 
tion addressed  the  extraordinary  session  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation last  September  on  this  very  question.  At 
the  same  time,  they  requested  consideration  of 
their  problems. 

I do  not  raise  this  question  for  the  purpose  of 
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making  recommendations  as  to  the  actions  which 
should  be  taken  now.  I raise  the  question  for  the 
purpose  of  introducing  you  to  the  fact  that  a prob- 
lem does  exist  which  deserves  very  careful  con- 
sideration on  the  part  of  this  House  of  Delegates. 

Journal 

Twelve  issues  of  the  Journal,  were  issued  and 
mailed  on  time.  These  twelve  issues  contained  a 
total  of  sixty  scientific  papers  on  a wide  variety 
of  subjects.  In  addition,  the  Journal  contained 
abstracts  on  a still  wider  variety  of  subjects;  news 
items  of  interest  to  our  readers;  editorials  on  topics 
of  current  interest,  etc. 

We  have  opportunity  to  compare  our  Journal 
with  the  journals  from  other  states  and  we  have 
the  feeling  that  it  is  the  best  state  publication 
there  is  with  the  exception  of  those  states  which 
have  a large  circulation. 

Finances  of  the  Association 

The  financial  condition  of  the  Association  is  por- 
trayed in  the  report  of  an  audit  submitted  by  the 
Treasurer.  Brief  reference  will  be  made  to  it. 

It  will  suffice  to  say  that  the  Association  is  living 
within  its  income,  notwithstanding  an  enormous 
increase  in  the  activities  of  the  Association. 

We  have  remained  in  a sound  financial  condition 
throughout  the  period  of  the  depression  and  the 
recession. 

No  one  who  is  unfamiliar  with  the  duties  of  the 
office  under  the  conditions  that  existed  ten  years 
ago  can  appreciate  the  enormous  increase  in  the 
work  of  the  office  at  the  present  time. 

Many  things  have  happened  to  keep  the  profes- 
sion in  a state  of  agitation.  Many  movements  of 
a threatening  character  have  been  inaugurated. 
These  have  made  it  necessary  for  us  to  keep  in- 
formed and  in  turn  to  endeavor  to  keep  the  mem- 
bership informed.  This  we  have  tried  to  do,  and 
we  believe  our  efforts  have  been  effective. 

We  wish  to  acknowledge  the  hearty  cooperation 
of  all  the  officers  of  the  Association  and  the  mem- 
bership. 

We  do  not  believe  there  was  ever  a time  when 
the  profession  was  more  alert  and  active  and  more 
united.  These  are  vital  necessities  if  we  are  to 
retain  the  status  of  a profession  and  hand  down  to 
those  who  will  come  after  us  the  traditions  of  a 
great  profession. 

Respectfully, 

H.  H.  SHOULDERS,  Secretary-Editor. 
April  11,  1939. 

This  report  was  referred  to  the  Committee  on 
Reports  of  Officers. 

COMMITTEE  ON  SCIENTIFIC  WORK 

Dr.  H.  H.  Shoulders,  as  Chairman  of  the  Com- 
mittee on  Scientific  Work,  submitted  a program  of 
this  session  as  evidence  of  the  Committee’s  activity. 

Upon  the  call  of  Speaker  Zemp,  Dr.  W.  S.  Rude 
submitted  the  report  of  the  State  Tuberculosis 
Commission. 


REPORT  OF  TUBERCULOSIS  COMMITTEE 

This  committee  has  been  active  during  the  year. 
During  the  latter  part  of  1938  this  committee  com- 
municated with  the  secretaries  of  all  of  the  county 
medical  societies,  requesting  that  1939  programs  of 
local  societies  be  arranged  so  that  during  the  year 
at  least  one  meeting  be  devoted  to  the  discussion  of 
tuberculosis.  Practically  every  county  society 
agreed  to  this  request  and  advised  this  committee 
that  programs  have  been  arranged  accordingly. 

This  committee,  in  cooperation  with  the  State 
Commissioner  of  Public  Health,  the  Tennessee  Pub- 
lic Health  Council,  and  the  State  Tuberculosis  As- 
sociation, was  active  in  drafting  and  securing  the 
passage  of  a legislative  bill  to  provide  state  aid  to 
the  counties  in  the  hospitalization  of  indigent  per- 
sons sick  with  tuberculosis.  This  bill  as  passed  by 
the  General  Assembly  appropriated  $100,000  to 
match  federal,  county,  and  other  funds  fifty-fifty 
for  the  maintenance  of  indigent  persons  sick  with 
tuberculosis  in  existing  hospitals.  The  small  but 
constant  yearly  decrease  in  our  death  rate  from 
tuberculosis  is  gratifying,  but  this  committee  feels 
that  further  substantial  reductions  can  be  made  by 
urging  that  certain  minimal  standards  be  adopted 
for  teaching  the  subject  of  tuberculosis  in  our  med- 
ical schools  and  by  the  public  being  awakened  to 
the  necessity  of  early  diagnosis. 

W.  S.  RUDE,  Chairman. 

This  report  was  referred  to  the  Committee  on 
Reports  of  Committees. 

Speaker  Zemp  then  called  for  the  report  of  the 
Hospital  Committee. 

DR.  E.  G.  WOOD:  Mr.  Speaker  and  Members  of 
the  House:  You  will  pardon  me  for  the  length  of 
this,  but  the  Hospital  Committee  has  been  rather 
active  since  the  special  session  last  September. 

This  is  the  report  of  the  Joint  Committee  on  Hos- 
pital Service  to  the  Tennessee  State  Medical  As- 
sociation and  the  Tennessee  Hospital  Association. 

Dr.  Wood  read  the  report. 

REPORT  OF  JOINT  COMMITTEE  ON 
HOSPITAL  SERVICE 

To  the  Tennessee  State  Medical  Association  and 
the  Tennessee  Hospital  Association 

At  its  special  session  in  Nashville  last  September 
the  Tennessee  State  Medical  Association  approved 
a proposal  submitted  by  Dr.  C.  F.  N.  Schram, 
delegate  from  Sullivan  County,  that  a committee 
be  appointed  to  cooperate  with  a like  committee 
representing  the  hospitals  of  the  state  in  investi- 
gating and  formulating  recommendations  in  respect 
to  group  hospitalization  plans,  and  President  Tom 
R.  Barry  subsequently  designated  the  Hospital 
Committee  to  act  in  behalf  of  the  Medical  Associa- 
tion. The  Council  on  Hospital  Service  previously 
appointed  by  President  V.  R.  Bottomley  was  author- 
ized by  him  to  represent  the  Tennessee  Hospital  As- 
sociation, an  authorization  later  officially  approved 
by  the  trustees  of  the  Association.  To  the  Hospital 
Committee  were  added  the  ex-officio  memberships  of 
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the  President  and  Executive  Secretary  of  the  Med- 
ical Association,  and  the  Hospital  Service  Council 
included  the  President  of  the  Hospital  Association, 
making  a group  of  twelve.  At  one  of  their  early 
meetings  the  group  was  organized  into  a Joint 
Committee  on  Hospital  Service,  and  a chairman 
and  secretary  were  elected.  The  purpose  of  the 
Joint  Committee,  as  stated  by  the  Chairman,  is  “the 
consideration  of  group  hospitalization  and  hospital 
service  plans  with  the  view  of  recommending  suit- 
able legislation  and  further  health  protection  for 
the  people  of  Tennessee/’ 

In  attempting  to  discharge  these  considerable  re- 
sponsibilities, the  Joint  Committee  agreed  upon  a 
program  of  consultation  and  work  which  has  ne- 
cessitated six  meetings  of  all  or  part  of  the  mem- 
bers held  in  Knoxville  on  October  12,  December  7 
and  11,  1938,  and  March  20,  1939,  and  in  Nashville 
on  November  13,  1938,  and  January  20,  1939.  These 
activities  were  supplemented  by  correspondence  and 
numerous  informal  conferences,  they  were  reviewed 
and  approved  by  the  trustees  of  the  Hospital  As- 
sociation in  January,  and  thereafter  they  were 
carried  over  into  the  larger  arena  of  political  action 
under  the  energetic  direction  of  Mr.  C.  P.  Connell 
of  Nashville. 

This  foray  into  politics  was  necessitated  by  the 
prompt  agreement  of  the  Joint  Committee  that  its 
most  immediate  task  lay  in  the  field  of  legislation. 
The  reasons  for  this  decision  are  similar  to  those 
which  have  impelled  hospitals  in  other  states  to 
seek  and  secure  the  protection  of  special  statutes 
favoring  their  service  associations:  First,  there  is 
inevitable  confusion  as  to  whether  the  laws  of  Ten- 
nessee refer  directly  to  contractual  relationships 
whereby  the  hospitals  may  offer  and  the  public  sub- 
scribe for  prepaid  hospital  services;  so  that,  unless 
a case  arises  for  court  interpretation,  service  plans 
are  subject  to  more  or  less  arbitrary  administrative 
rulings,  as  in  Virginia,  where,  under  a rather  far- 
fetched application  of  the  Securities  Law,  hospital 
service  contracts  are  declared  to  be  securities  and 
governed  by  the  law  designed  to  check  fraudulent 
sales  of  blue-sky  and  wildcat  stocks.  Second,  it 
is  generally  held  that,  since  they  are  based  upon 
insurance  principles  and  are  intended  to  reach  a 
fair  proportion  of  the  public  with  correspondingly 
heavy  obligations  in  the  trusteeship  of  funds  com- 
mitted to  their  keeping,  the  nonprofit  service  plans 
should  be  supervised  by  the  state  in  the  public  in- 
terest; but  a provision  of  the  Tennessee  laws,  said 
to  have  been  passed  at  the  instigation  of  the  burial 
societies,  apparently  exempts  them  from  such  su- 
pervision. Third,  in  the  absence  of  definite  assump- 
tion of  responsibility  by  the  state  for  this  super- 
vision, the  field  lies  open  for  exploitation  in  unsound 
schemes  of  uninformed,  irresponsible  or  get-rich- 
quick  promoters.  Fourth,  lack  of  definite  legal 
status  is  a primary  cause  of  the  low  estate  of  non- 
profit service  plans  in  Tennessee,  where  only  one 
plan,  and  that  one  quite  small  in  membership,  has 
been  approved  by  the  American  Hospital  Associa- 


tion. Fifth,  already  in  many  cities  of  Tennessee 
a program  which  elsewhere  throughout  the  nation 
is  looked  upon  as  a logical  and  desirable  projection 
and  extension  of  hospital  facilities  is  being  seized 
upon  by  commercial  casualty  companies,  some  of 
them  of  none  too  good  repute;  although  theirs  is 
the  motive  of  cashing  in  on  the  popularity  of  group 
hospitalization,  the  hospitals  intend  to  interpose  no 
barrier  to  their  operations,  but  they  do  need  the 
opportunity  of  favorable  legislation  to  develop  their 
own  program. 

The  Joint  Committee,  therefore,  addressed  itself 
to  the  task  of  reviewing  legislation  of  other  states 
governing  hospital  service  plans  organized  on  a 
nonprofit  basis  and  in  conformity  with  the  princi- 
ples approved  by  the  American  Medical  Association, 
the  American  College  of  Surgeons,  and  the  Ameri- 
can Hospital  Association.  The  laws  of  New  York 
and  Maryland  are  accepted  as  most  favorable  for 
the  development  of  the  nonprofit  plans,  and  these, 
with  the  special  enabling  act  suggested  by  the 
American  Hospital  Association,  were  used  as  mod- 
els of  three  additional  drafts  adapting  their  provi- 
sions to  Tennessee  conditions.  From  these  another 
draft  was  drawn  which  was  widely  distributed  in 
order  to  obtain  suggestions  from  every  interested 
source.  All  such  suggestions  were  used  in  another 
revision  of  the  bill,  which  was  then  approved  sep- 
arately by  the  Joint  Committee  and  the  trustees  of 
the  Hospital  Association  and  delivered  to  the  legis- 
lative committees  of  the  two  associations  for  sub- 
mission to  the  legislature. 

In  the  latter  part  of  February  the  bill  was  intro- 
duced in  the  legislature  as  House  Bill  No.  997  by 
Dr.  W.  H.  Stallings,  representative  from  Crockett 
County,  who  had  participated  in  the  Joint  Commit- 
tee meeting  when  the  bill  was  approved.  He  stood 
stanchly,  as  did  others,  in  support  of  the  bill  during 
the  rest  of  the  session,  but  it  was  never  called  up 
for  consideration  by  the  Committee  on  Insurance 
and  Banking.  This  failure  was  due  to  the  attitude 
of  officials  who  would  have  been  charged  with  the 
duty  of  regulating  the  service  plans.  In  their  con- 
ception a hospital  service  plan,  at  least  under  cer- 
tain conditions,  is  essentially  insurance,  and  to 
confer  upon  it  the  special  status  desired  by  the 
Joint  Committee  and  recognized  in  other  states  is 
not  compatible  with  their  idea  of  the  safeguards 
with  which  the  state  should  surround  every  insur- 
ance operation. 

The  Joint  Committee  stands  upon  the  position 
that  the  hospital  service  plans  are  fundamentally 
charitable  and  humanitarian  enterprises  for  the 
general  welfare.  While  their  actuarial  basis  is  the 
same  law  of  averages  underlying  all  forms  of  in- 
surance, the  plans  differ  in  purpose  and  in  organi- 
zation for  ordinary  insurance.  Four  differences  are 
readily  revealed:  first,  the  assumption  of  liability 
and  guarantee  of  service  by  the  hospitals  rather 
than  by  stockholders  or  policyholders  as  in  insur- 
ance companies ; second,  payment  of  benefits  in 
service  instead  of  cash  indemnities;  third,  the  need 
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and  inevitability  of  extension  of  nonprofit  hospital 
service  to  make  hospital  facilities  more  readily 
available  to  some  people  denied  access  by  the  bar- 
rier of  expense  and  enable  hospitals  to  collect  from 
patients  whom  they  carry  now  as  a risk  since  they 
render  them  service  without  pay;  and  fourth,  the 
discarding  of  red  tape  in  respect  to  enrollment 
examinations,  strict  inquiry  into  existing  disabili- 
ties, admission  of  patients,  and  disallowance  of 
benefits  after  medical  examination,  procedures 
which  have  been  established  in  the  realization  that 
the  strength  of  the  plans  rests  upon  public  good 
will  resulting  from  beneficial  operation  rather  than 
upon  accumulations  of  cash. 

The  Joint  Committee  holds  with  the  practically 
unanimous  opinion  of  representatives  of  the  ap- 
proved service  plans  that  any  acceptance  of  the 
attitude  and  terminology  of  insurance  operations  is 
not  only  harmful  to  the  plans,  but  contradictory 
in  that,  while  many  hospital  service  corporations 
are  regulated  by  insurance  departments,  the  regu- 
latory powers  were  conferred  in  most  states  by 
enabling  legislation  which  established  the  special 
status  of  the  plans  as  quite  different  from  insur- 
ance. Furthermore,  the  American  Hospital  Asso- 
ciation has  officially  reported  its  ruling  to  approve 
no  other  service  plan  organized  as  a mutual  in- 
surance company  in  addition  to  the  two  such  Cali- 
fornia companies  already  approved,  and  its  detec- 
tion of  a growing  tendency  among  the  states  to 
place  upon  welfare  rather  than  insurance  depart- 
ments the  responsibility  of  supervising  service 
plans. 

As  the  Joint  Committee  has  expended  its  efforts 
upon  the  temporarily  futile  effort  to  secure  the 
passage  of  legislation,  it  has  had  only  incidental 
opportunities  to  consider  its  second  objective  of 
recommending  methods  for  the  development  of  this 
form  of  health  protection  in  Tennessee.  It  is, 
therefore,  constrained  to  limit  its  present  proposals 
to  the  following  recommendations: 

1.  That  the  Joint  Committee  be  continued  as  the 
designated  agency  of  the  State  Medical  and  Hos- 
pital Associations  to  represent  them  in  attempting 
to  secure  suitable  legislation  as  well  as  the  under- 
standing and  acceptance  of  the  service  plan  move- 
ment which  must  precede  encouraging  progress  in 
Tennessee. 

2.  That  the  proposed  bill,  copies  of  which  are 
available  here  and  now  for  distribution  to  any  in- 
terested member  of  either  Association,  be  revised 
in  the  light  of  all  criticisms  and  comments  that 
can  be  obtained,  and  that  it  be  distributed  to  every 
local  medical  society  and  every  registered  hospital 
in  Tennessee  prior  to  the  next  annual  meetings  of 
the  Associations,  when  it  will  be  thoroughly  dis- 
cussed in  preparation  for  submitting  it  with  united 
backing  to  the  next  session  of  the  legislature. 

3.  That  the  Joint  Committee  be  assigned  the 
responsibility  of  helping  in  the  development  of 


emergent  plans,  in  cooperation  with  the  Committee 
on  Hospital  Service  of  the  American  Hospital  As- 
sociation and  in  conformity  with  its  “Standards" 
for  nonprofit  service  plans. 

4.  That  it  be  emphasized  to  interested  communi- 
ties, hospitals,  and  medical  societies  that  the  lack  of 
new  legislation  should  not  prevent  progressive  and 
effective  steps  toward  providing  the  public  with 
protection  against  the  unpredictable  and  burden- 
some expense  of  hospitalization.  Section  6421  of 
Article  IX,  Chapter  6 of  the  1938  Code  of  Ten- 
nessee reads:  “Nothing  contained  in  this  article 
shall  be  construed  to  affect  or  apply  to  . . . domestic 
lodges,  orders  or  associations  of  a purely  religious, 
charitable,  and  beneficiary  description,  which  do 
not  provide  for  . . . disability  benefits  of  more  than 
$150.00  to  any  one  person  in  any  one  year.”  Under 
this  exemption  service  plans  are  operating  and 
apparently  can  operate  indefinitely  in  Tennessee. 
In  every  case  of  a new  enterprise  the  question  of 
legal  status  should  be  ruled  upon  by  a competent 
attorney  who  is  prepared  to  defend  his  position 
in  the  courts. 

5.  That  every  effort  should  be  made  to  impress 
upon  the  hospitals  the  desirability  of  contracting 
to  render  the  service  which  they  alone  can  pro- 
vide with  no  organization  other  than  the  approved 
nonprofit  service  association  in  whose  organization 
they  participate  and  on  whose  governing  board  they 
are  adequately  represented.  It  is  obviously  il- 
logical that  the  nonprofit  service  of  hospitals, 
ninety-five  per  cent  of  whose  beds  throughout 
America  have  been  provided  by  the  public  through 
taxation  or  philanthropy,  should  be  disposed  of  for 
a third  party’s  profit. 

6.  That  the  Joint  Committee  be  instructed  to 
urge  united  action  on  the  part  of  physicians  and 
hospital  executives  in  establishing  the  nonprofit 
service  plan  as  an  inevitable  extension  of  the  hos- 
pitals’ usefulness,  a demonstrated  success  in  all 
its  business  relationships,  and  a benevolent  enter- 
prise worthy  of  the  support  of  the  whole  commu- 
nity because  of  the  benefits  it  confers  alike  upon 
the  people,  the  employer,  the  physician,  and  the 
hospital.  In  furtherance  of  this  aim  the  Joint 
Committee  is  instructed  to  bring  its  cause  to  the 
attention  of  interested  groups  whenever  possible, 
thus  carrying  forward  the  program  of  public  in- 
formation which  during  recent  months  has  gained 
for  nonprofit  service  plans  the  consideration  and 
expressed  approval  of  such  organizations  as  the 
Citizens’  Advisory  Committee  on  Public  Welfare, 
the  Tennessee  Industrial  Personnel  Conference,  and 
the  Tennessee  Conference  of  Social  Work. 

7.  That,  if  funds  are  available,  the  Joint  Com- 
mittee be  allowed  an  appropriation  of  $100  for 
the  next  year,  $50  from  each  Association,  to  meet 
some  of  its  necessary  expenses  of  stationery,  post- 
age, printing,  and  travel,  which  up  to  this  time  and 
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in  the  amount  of  a considerable  sum  have  been 
borne  by  members  personally. 

April  4,  1939. 

E.  G.  WOOD,  M.D.,  Chairman. 

GEORGE  W.  EUTSLER,  Secretary. 

E.  H.  BAIRD,  M.D. 

TOM  R.  BARRY,  M.D. 

V.  R.  BOTTOMLEY. 

R.  R.  BROWN,  M.D. 

C.  P.  CONNELL. 

J.  H.  FRANCIS,  M.D. 

LEE  K.  GIBSON,  M.D. 

H.  L.  MALONEY. 

H.  H.  SHOULDERS,  M.D. 

S.  J.  SULLIVAN,  M.D. 

Joint  Committee  on  Hospital  Service. 

Nonprofit  Hospital  Service  Plan  Act 

AN  ACT  to  authorize  and  regulate  Nonprofit  Hos- 
pital Service  Corporations  under  the  supervision 
of  the  Commissioner  of  Insurance  and  Banking. 
Section  1.  Purpose.  Be  it  enacted  by  the  Gen- 
eral Assembly  of  the  State  of  Tennessee,  That  it  is 
the  intent  and  purpose  of  this  Act  to  remove  hos- 
pital care  from  the  class  of  economic  hazards  and 
to  make  it  a purchasable  service  to  be  financed 
as  insurance  is  now  financed.  It  is  not  the  intent 
or  purpose  of  this  Act  in  any  way  to  interfere  with, 
or  regulate,  the  relationship  between  a physician 
or  surgeon  and  his  patient  or  to  interfere  with, 
or  regulate,  the  relationship  between  a physician 
or  surgeon  and  a hospital. 

Section  2.  Nonprofit  Hospital  Service  Plans. 
Be  it  further  enacted,  That  any  corporation  without 
capital  stock  heretofore  or  hereafter  organized 
under  the  provisions  of  Chapter  8,  Title  9,  Part  1, 
of  the  1932  Revised  Code  of  Tennessee,  may  estab- 
lish, maintain  and  operate  a Nonprofit  Hospital 
Service  Plan  whereby  hospital  service  may  be  pro- 
vided by  one  or  more  hospitals  of  accepted  stand- 
ards and  reputation  to  persons  who  become  sub- 
scribers to  such  plan  under  a contract  which  en- 
titles each  subscriber  to  certain  hospital  service, 
the  nature  of  which  shall  be  specifically  set  forth 
in  each  contract  offered  for  sale.  Such  corporations 
shall  be  governed  and  regulated  by  the  provisions 
of  this  Act,  and  by  no  other  law  relating  to  insur- 
ance unless  such  law  is  referred  to  herein.  Any 
nonprofit  organization  heretofore  chartered  in  the 
State  of  Tennessee  may  maintain  and  operate  in  its 
own  hospital  a Hospital  Service  Plan  conforming 
to  the  requirements  of  this  Act.  The  phrase  “hos- 
pital of  accepted  standards  and  reputation”  shall  be 
construed  to  mean:  (1)  those  appearing  in  the 
latest  published  list  of  hospitals  registered  by  the 
American  Medical  Association,  or  (2)  those  ap- 
proved by  the  American  College  of  Surgeons. 

Section  3.  License.  Be  it  further  enacted,  That 
no  corporation  subject  to  the  provisions  of  this  Act 
shall  issue  contracts  for  the  rendering  of  hospital 
service  to  subscribers  until  the  Commissioner  of 
Insurance  and  Banking  has,  by  formal  certificate 


or  license,  authorized  it  to  do  so.  Application  for 
such  certificate  of  authority  or  license  shall  be  made 
on  forms  to  be  supplied  by  the  Commissioner  of 
Insurance  and  Banking,  containing  the  following 
information,  duly  certified  to  by  the  president  and 
secretary  of  such  corporation: 

(a)  Certificate  of  Incorporation,  with  all  amend- 
ments thereto; 

(b)  By-laws,  with  all  amendments  thereto; 

(c)  A list  of  the  directors  of  the  corporation 
showing  the  name,  address,  and  length  of 
residence  of  each  director  in  the  community; 

(d)  A list  of  the  participating  hospitals  in  which 
the  subscribers  shall  be  entitled,  at  their 
election,  to  hospital  care; 

(e)  Each  form  of  contract  executed  or  proposed 
to  be  executed  by  and  between  the  corpora- 
tion and  any  hospital  qualified  as  herein- 
above stated,  embodying  the  terms  under 
which  hospital  service  is  to  be  furnished  to 
subscribers  to  the  plan; 

(f)  Each  form  of  contract  issued  or  proposed 
to  be  issued  to  subscribers  to  the  plan,  to- 
gether with  a table  of  the  rates  charged,  or 
proposed  to  be  charged,  to  subscribers  for 
each  form  of  such  contract; 

(g)  Financial  statement  of  the  corporation, 
which  shall  include  the  amounts  of  each  con- 
tribution, whether  gift,  loan,  or  service  agree- 
ment, paid  or  agreed  to  be  paid,  to  the  cor- 
poration for  working  capital,  the  name  or 
names  of  each  contributor  and  the  terms  of 
each  contribution,  a statement  of  expenses 
incurred  and  estimates  of  expenses  to  be  in- 
curred during  the  initial  period  of  organiza- 
tion until  subscribers’  contracts  first  become 
effective  and  for  six  months  after  subscribers’ 
contracts  first  become  effective. 

The  Commissioner  of  Insurance  and  Banking 
shall  issue  a certificate  of  authority,  or  license,  to 
each  applicant  upon  the  payment  of  a fee  of  ten 
dollars  ($10),  and  upon  satisfactory  evidence: 

(1)  That  the  applicant  has  been  organized  bona 
fide  for  the  purpose  of  establishing,  main- 
taining, and  operating  a Nonprofit  Hospital 
Service  Plan; 

(2)  That  opportunity  has  been  given  for  all 
hospitals  of  accepted  standards  and  reputa- 
tion to  become  participating  hospitals  in  the 
Hospital  Service  Plan,  and  that  subscribers 
shall  have  free  choice  of  any  participating 
hospital  at  the  time  of  sickness  or  injury; 

(3)  That  the  applicant  has  resources  of  working 
capital  in  sufficient  amount,  and  contracts 
with  a sufficient  number  of  participating 
hospitals,  to  assure  reasonable  expectation 
of  successful  operation; 

(4)  That  each  contract  executed,  or  proposed  to 
be  executed,  by  the  applicant  and  any  hos- 
pital for  the  furnishing  of  hospital  service 
to  the  subscribers  to  the  Hospital  Service 
Plan  obligates,  or  will,  when  executed,  ob- 
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ligate  each  hospital  party  thereto  to  render 
the  service  to  which  each  subscriber  may  be 
entitled  under  the  terms  and  conditions  of 
the  various  contracts  issued,  or  proposed  to 
be  issued,  by  the  applicant  to  subscribers  to 
the  plan; 

(5)  That  each  contract  executed,  or  proposed  to 
be  executed,  by  and  between  the  corporation 
and  any  hospital,  shall  provide  for  sufficient 
payments  to  reimburse  the  hospital  properly 
for  the  services  rendered  to  subscribers, 
these  payments  to  all  participating  hospitals 
to  be  made  at  uniform  rates; 

(6)  That  each  contract  issued,  or  proposed  to  be 
issued,  to  subscribers  to  the  plan  is  in  a 
form  approved  by  the  Commissioner  of  In- 
surance and  Banking  and  that  the  rates 
charged,  or  proposed  to  be  charged,  for  each 
form  of  such  contract  are  fair  and  reason- 
able; 

(7)  That  no  contributions  to  the  funds  of  the 
corporation  for  working  and  beginning  cap- 
ital are  repayable  by  the  corporation  except 
out  of  earned  premiums  over  and  above  op- 
erating expenses,  payments  to  participating 
hospitals  and  such  reserve  as  the  Commis- 
sioner of  Insurance  and  Banking  may  deem 
adequate;  no  further  payments  are  to  be 
made  by  the  corporation  out  of  earned  pre- 
miums and  reserves  after  said  advancements 
to  corporation  for  working  and  beginning 
capital  have  been  repaid  or  refunded,  the 
earnings  of  the  corporation  thereafter  to 
accumulate  and  increase  the  services  to  be 
rendered  to  those  holding  contracts  with  the 
corporation  for  hospital  service  under  the 
plan,  or  said  earnings  shall  be  used  to  extend 
time  of  payment  of  the  premiums  of  those 
having  contracts  with  the  corporation  for 
hospital  service  under  the  plan,  to  an  extent 
equal  to  the  surplus  less  a reserve  of  such 
amount  as  may  be  deemed  necessary  by  the 
Board  of  Directors,  subject  to  the  approval 
of  the  Commissioner  of  Insurance  and  Bank- 
ing, to  provide  for  contingent  expenses; 

(8)  That  the  amount  of  money  actually  received 
by  the  applicant  upon  the  terms  specified  in 
subsection  “(7)”  hereof,  for  working  and 
beginning  capital,  is  sufficient  to  carry  all 
acquisition  costs  and  operating  expenses  for 
a period  of  at  least  three  months  from  the 
date  of  the  issuance  of  the  certificate  of  au- 
thority or  license; 

(9)  That  the  treasurer  or  any  other  officers  or 
agents  of  the  corporation  handling  funds  of 
the  corporation  are  required  to  give  fidelity 
bonds  indemnifying  the  corporation  in  such 
sums  as  may  be  determined  by  the  Board  of 
Directors  of  the  corporation  and  approved  by 
the  Commissioner  of  Insurance  and  Banking. 

Such  certificate  of  authority  or  license  shall  be 
effective  until  revoked  by  the  Commissioner  of 


Insurance  and  Banking  as  hereinafter  provided, 
and  any  corporation  to  which  such  certificate  of 
authority  or  license  has  been  issued,  until  revoca- 
tion thereof,  shall  be  authorized  to  issue  contracts, 
in  the  form  or  forms  filed  with  the  Commissioner 
of  Insurance  and  Banking,  to  the  persons  who 
may  become  subscribers  to  such  plan. 

Section  4.  Approval  by  Commissioner.  Be  it 
further  enacted,  That  no  corporation  subject  to  the 
provisions  of  this  Act  shall  amend  its  Certificate 
of  Incorporation,  its  by-laws,  the  terms  and  pro- 
visions of  contracts  executed  or  to  be  executed  with 
hospitals  and  the  terms  and  provisions  of  contracts 
issued,  or  proposed  to  be  issued,  to  subscribers  to 
the  plan  until  such  proposed  amendments  have  been 
first  submitted  to,  and  approved  by,  the  Commis- 
sioner of  Insurance  and  Banking;  nor  shall  any 
change  be  made  in  the  table  of  rates  charged,  or 
proposed  to  be  charged,  to  subscribers  for  any 
form  of  contract  issued  or  to  be  issued  for  hospital 
care  until  such  proposed  change  has  been  submitted 
to,  and  approved  by,  the  Commissioner  of  Insurance 
and  Banking.  Upon  the  adoption  of  any  such 
amendment  or  change,  following  its  approval  by  the 
Commissioner  of  Insurance  and  Banking,  such  cor- 
poration shall  file  a copy  thereof  with  the  Com- 
missioner of  Insurance  and  Banking,  duly  certified 
to  by  the  president  and  secretary  of  such  corpora- 
tion. 

Section  5.  Finance  Procedure.  Be  it  further  en- 
acted. That  no  corporation  subject  to  the  provi- 
sions of  this  Act  shall  make  any  payment  to  a 
hospital  for  the  care  of  a subscriber  until  after 
said  hospital  has  rendered  such  care. 

Section  6.  Annual  Statement.  Be  it  further  en- 
acted, That  every  corporation  subject  to  the  pro- 
visions of  this  Act  shall  keep  complete  books  and 
records,  showing  all  funds  collected  and  disbursed, 
and  shall  annually,  on  or  before  the  first  day  of 
May,  file  in  the  office  of  the  Commissioner  of  In- 
surance and  Banking  a statement  certified  to  by 
an  independent  certified  public  accountant,  show- 
ing its  condition  on  the  thirty-first  day  of  December 
then  next  preceding,  which  shall  be  in  such  form 
and  shall  contain  such  matters  as  the  Commissioner 
of  Insurance  and  Banking  shall  prescribe,  including 
a list  of  salaries  and  other  compensation  paid  to 
employees ; the  amounts  of  total  income  and  of 
earned  income  received  from  subscribers  and  ap- 
portioned to  special  accounts  for  payments  to  hos- 
pitals, for  acquisition  costs,  for  general  administra- 
tion, and  for  reserves;  a report  of  hospital  experi- 
ence including  number  of  subscribers,  number  of 
hospital  admissions,  and  number  of  patient  days 
of  care;  and  a list  of  participating  hospitals. 

Section  7.  Examination.  Be  it  further  enacted, 
That  the  Commissioner  of  Insurance  and  Banking, 
or  any  examiner  or  examiners  of  the  Division  of 
Insurance,  shall  have  the  power  of  visitation  and 
examination  into  the  affairs  of  any  such  corporation 
and  free  access  to  all  of  the  books,  papers,  and 
documents  relating  to  the  business  of  the  corpora- 
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tion,  and  may  summon  and  examine  under  oath  its 
officers,  agents,  or  employees,  or  other  persons,  in 
relation  to  the  affairs,  transactions,  and  conditions 
of  the  corporation. 

Section  8.  Investments.  Be  it  further  enacted, 
That  every  corporation  subject  to  the  provisions 
of  this  Act  may  invest  its  funds  only  in  securities 
permitted  by  the  laws  of  this  state  for  the  invest- 
ment of  the  assets  of  life  insurance  companies. 

Section  9.  Revocation  of  License.  Be  it  further 
enacted,  That  whenever  the  Commissioner  of  In- 
surance and  Banking  shall  have  reason  to  believe 
that  any  corporation  subject  to  the  provisions  of 
this  Act  is  being  operated  for  profit  or  fraudulently 
conducted,  or  is  not  complying  with  the  provisions 
of  this  Act,  he  shall  be  authorized  to  serve  notice 
upon  the  corporation  by  mailing  to  it  at  its  last 
known  address  at  least  five  days  before  the  time 
set  for  trial  a copy  of  the  charges  preferred 
against  it,  together  with  a notice  of  the  time  and 
place  at  which  the  Commissioner  will  consider  such 
charges.  The  corporation  shall  have  power  to  at- 
tend in  person  or  by  counsel  and  to  introduce  such 
testimony  as  it  may  desire  in  connection  with  such 
charges.  All  testimony  introduced  at  such  hearing 
shall  be  reduced  to  writing  at  the  time.  After  full 
and  complete  hearing,  the  Commissioner  of  Insur- 
ance and  Banking  may  revoke  said  license  or  may 
dismiss  the  charges  as  in  his  opinion  the  justice 
of  the  situation  requires.  The  decision  of  the  Com- 
missioner of  Insurance  and  Banking  shall  be  sub- 
ject to  review  upon  its  merits  by  certiorari  as  pro- 
vided in  Section  9008,  et  seq.  of  the  Code  of  1932. 

Section  10.  Penalties.  Be  it  further  enacted, 
That  any  person  or  corporation  engaging  in  the 
business  of  operating  Nonprofit  Hospital  Service 
Plans  without  first  having  procured  a license  from 
the  Commissioner  of  Insurance  and  Banking,  as 
required  by  this  Act,  and  any  person  or  corpora- 
tion violating  any  provisions  of  any  section  of  this 
Act,  shall  be  deemed  guilty  of  a misdemeanor  and 
shall  be  subject  to  a fine  of  not  less  than  One  Hun- 
dred Dollars  ($100)  or  more  than  One  Thousand 
Dollars  ($1,000)  for  each  and  every  offense;  pro- 
vided, however,  that  all  hospitals  or  corporations 
now  operating  a Nonprofit  Hospital  Service  Plan 
within  the  purview  of  this  Act  shall  not  be  subject 
to  penalties  until  a reasonable  period  of  not  more 
than  twelve  months  has  elapsed  in  which  they 
may  adjust  their  affairs  and  comply  with  the  re- 
quirements and  provisions  of  this  Act.  Any  person 
making  any  willfully  false  statement  in  any  written 
document  required  by  any  section  of  this  Act  to  be 
filed  with  the  Commissioner  of  Insurance  and  Bank- 
ing, or  while  under  oath  administered  by  the  Com- 
missioner or  any  examiner  at  any  investigation  or 
hearing  conducted  by  said  Commissioner  of  Insur- 
ance and  Banking  or  examiner,  shall  be  deemed  to 
be  guilty  of  perjury  and  shall  be  proceeded  against 
and  punished  as  provided  by  the  statutes  of  this 
state  in  relation  to  the  crime  or  perjury. 


Section  11.  Exempt  from  Taxation.  Be  it  fur- 
ther enacted,  That  every  corporation  licensed  under 
the  provisions  of  this  Act  is  hereby  declared  to  be 
a charitable  and  benevolent  institution,  and  its 
funds  and  property  shall  be  exempt  from  all  and 
every  state,  county,  district,  and  municipal  tax. 

Section  12.  Separability  Clause.  Be  it  further 
enacted,  That  if  any  section  of  this  Act,  or  any 
part  thereof,  be  decided  by  the  courts  to  be  uncon- 
stitutional or  invalid,  the  same  shall  not  affect  the 
Act  as  a whole,  nor  any  part  thereof,  other  than 
the  part  so  decided  to  be  unconstitutional  or  in- 
valid. 

Section  13.  And  be  it  further  enacted,  That  this 
Act  take  effect  from  and  after  its  passage,  the 
public  welfare  requiring  it. 

This  bill  was  prepared  by  the  Joint  Committee 
on  Hospital  Service  representing  the  Tennessee 
State  Medical  Association  and  the  Tennessee  Hos- 
pital Association.  In  separate  meetings  at  Nash- 
ville, it  was  approved  by  the  trustees  of  the  Ten- 
nessee Hospital  Association  on  January  19  and  by 
the  Joint  Committee  on  January  20.  As  House  Bill 
No.  997  it  was  introduced  in  the  legislature  by  Dr. 
W.  H.  Stallings,  representative  from  Crockett 
County,  but  it  was  not  called  up  for  consideration 
by  a committee  or  for  vote  by  the  House. 

DR.  E.  H.  BAIRD,  Dyersburg. 

DR.  TOM  R.  BARRY,  Knoxville. 

V.  R.  BOTTOMLEY,  Greeneville. 

DR.  R.  R.  BROWN,  Nashville. 

C.  P.  CONNELL,  Nashville. 

DR.  J.  H.  FRANCIS,  Memphis. 

DR.  LEE  K.  GIBSON,  Johnson  City. 

H.  L.  MALONEY,  Knoxville. 

DR.  H.  H.  SHOULDERS,  Nashville. 

DR.  S.  J.  SULLIVAN,  Cleveland. 

DR.  E.  G.  WOOD,  Knoxville, 

Chairman. 

GEO.  W.  EUTSLER,  Kingsport, 
Secretary. 

Joint  Committee  on  Hospital  Service. 

THE  SPEAKER:  This  will  be  referred  to  the 
Committee  on  Reports  of  Committees. 

Committee  on  Public  Policy  and  Legislation,  Dr. 
Edwards. 

REPORT  OF  COMMITTEE  ON  LEGISLATION 
AND  PUBLIC  RELATIONS 

At  the  last  meeting  of  this  body  the  Committee 
on  Legislation  was  instructed  to  sponsor  and  have 
enacted  if  possible  certain  legislation;  namely,  a 
so-called  Basic  Science  Act,  also  an  amendatory 
act  to  the  present  Medical  Practice  Act  that  would 
enable  the  Board  of  Medical  Examiners  to  revoke 
the  license  of  any  physicians  in  the  state  who  were 
guilty  of  certain  violations,  particularly  as  relates 
to  the  illegal  traffic  in  narcotics. 

A meeting  of  the  committee  was  called  July  17, 
1938,  with  L.  W.  Edwards,  H.  H.  Shoulders,  H.  B. 
Everett,  Kyle  Copenhaver  present,  to  discuss  the 
proposed  legislation.  Several  matters  of  interest 


428 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


December,  1939 


were  discussed  at  this  meeting  including  the  pro- 
posed bills  mentioned  above. 

A resolution  was  adopted  which  instructed  L. 
W.  Edwards  and  H.  H.  Shoulders  to  confer  with  the 
attorney  general  of  the  state,  Mr.  Beeler,  and  pre- 
pare the  draft  of  an  amendment  which  would  cor- 
rect the  defects  of  the  present  law. 

The  second  question  considered  was  that  of  a 
Basic  Science  Law.  It  was  the  opinion  of  the 
committee  that  a Basic  Science  Act  should  be  spon- 
sored. 

The  law  regulating  the  qualifications  of  the  ex- 
amining board  should  provide  that  examiners  be 
qualified  to  examine  in  the  subjects  and  not  be 
engaged  in  the  practice  of  any  form  of  the  healing 
act. 

The  provisions  in  the  Arkansas  Act  were  read 
and  were  agreed  to  with  one  provision  deleted,  the 
one  provision  being  that  related  to  medical  schools. 
The  Arkansas  Act  provides  that  no  member  of  the 
Examining  Board  may  be  connected  with  a medical 
school.  The  committee  felt  that  teachers  in  the 
medical  schools  of  this  state  who  are  not  engaged 
in  the  practice  of  medicine  would  probably  be  bet- 
ter qualified  to  serve  as  examiners  in  the  basic 
science  subjects. 

At  this  meeting  the  question  was  raised  concern- 
ing the  issuance  of  licenses  to  alien  doctors.  By 
resolutions  the  chairman  of  the  committee  and  the 
secretary  were  directed  to  communicate  with  the 
Board  of  Medical  Examiners  and  urge  them  to 
adopt  and  follow  a policy  of  not  issuing  licenses  to 
practice  medicine  in  Tennessee  to  persons  who  are 
not  American  citizens.  This  resolution  was  com- 
municated to  the  Board  of  Medical  Examiners 
and  the  secretary  of  that  board  advised  by  letter 
that  this  policy  was  being  carried  out. 

Several  other  legislative  matters  were  discussed. 
One  was  concerning  an  amendment  to  the  Compen- 
sation Laws.  Another  was  the  question  of  legisla- 
tion to  give  hospitals  a lien  on  judgments  obtained 
in  personal  injury  cases,  with  particular  reference 
to  automobile  accidents  with  medical  fees  included. 
It  was  the  decision  of  the  committee  that  this  leg- 
islation is  being  sponsored  by  the  State  Hospital 
Association  and  it  would  not  be  advisable  to  en- 
cumber this  legislation  with  additional  provisions 
concerning  the  medical  fees  at  the  present  time. 

In  January  of  this  year,  after  the  legislature 
convened,  Mr.  Charles  Cornelius  was  employed  to 
draft  the  proposed  laws  to  be  presented  by  this 
committee.  About  this  time  it  appeared  that  the 
Congress  of  the  United  States  might  appropriate 
certain  funds  to  the  states  to  be  expended  on  medi- 
cal care  of  the  indigent  sick.  These  funds  to  be 
allotted  by  the  surgeon  general  of  the  United 
States  Public  Health  Department  to  the  Commis- 
sioners of  Health  in  the  various  states  who  would 
be  charged  with  the  responsibility  of  rendering 
medical  care  to  the  indigent.  This  procedure  would 
obviously  place  an  extra  burden  on  the  State  Health 
Department  and  would  put  this  department  in  the 


actual  practice  of  medicine  in  caring  for  the  indi- 
gent sick,  which  all  agree  is  not  a function  of  the 
Health  Department. 

This  matter  was  discussed  with  the  Commissioner 
of  Health  and  various  members  of  the  State  Council 
of  Health.  It  was  the  opinion  of  members  of  the 
Health  Department  and  this  committee  that  some 
form  of  legislation  should  be  enacted  creating  a 
division  of  medical  care  in  the  Health  Department. 

A called  meeting  of  the  Legislative  Committee 
was  then  held  by  long-distance  telephone  hookups 
and  it  was  agreed  that  this  legislation  should  take 
precedent  over  the  Basic  Science  Act  in  case  all 
three  bills  could  not  be  passed. 

The  three  bills  were  drafted;  namely,  a Basic 
Science  Act;  an  act  enabling  the  Board  of  Medical 
Examiners  to  revoke  licenses  ; and  the  bill  creating 
a Medical  Care  Division  of  the  Health  Department. 

After  a conference  with  Governor  Cooper,  when 
the  legislation  was  presented  for  his  endorsement, 
it  became  evident  that  it  would  be  unwise  to  in- 
troduce all  three  bills  at  this  time  because  the 
administration  was  definitely  loaded  with  its  own 
legislation  and  the  Liquor  Bill  was  occupying  the 
attention  of  the  General  Assembly  to  a large  extent. 
Your  committee  then  reports  at  this  time  two  acts 
of  interest  to  this  body  passed  at  the  last  session 
of  the  General  Assembly;  namely  as  follows: 
House  Bill  No.  835,  a bill  to  be  entitled — “An 
Act  to  amend  Section  6932  of  the  Code  of  Tennes- 
see, relating  to  the  revocation  of  licenses  by  the 
State  Board  of  Medical  Examiners,  so  as  to  pro- 
vide the  procedure  to  be  followed  by  said  Board, 
and  to  provide  for  court  review  of  the  action  of 
the  Board  in  revoking  any  license.” 

House  Bill  No.  836 — “An  Act  to  improve  and 
regulate  in  a better  manner  the  expenditure  of 
funds  appropriated  by  the  General  Assembly  or 
available  from  allottment  by  the  Federal  Govern- 
ment, to  the  state,  or  from  contributions  from  coun- 
ties, cities,  or  other  local  units  of  government,  or 
from  other  sources,  for  medical  services  of  any 
sort,  and  to  this  end  creating  under  the  Depart- 
ment of  Public  Health  a separate  division,  to  be 
designated,  ‘Medical  Care  Division/  to  prescribe 
the  duties  and  powers  of  said  ‘Medical  Care  Divi- 
sion,’ and  to  provide  for  the  administrative  per- 
sonnel necessary  in  the  expenditure  of  public  funds 
for  medical  care  or  medical  service,  as  such  care 
and  services  are  defined  by  this  Act.” 

The  Basic  Science  Act  has  been  drafted,  we 
think,  in  a most  desirable  form  and  sincerely  pre- 
dict its  passage  at  the  next  session  of  the  legisla- 
ture. We  furthermore  believe  that  unless  some 
emergency  arises  in  the  meantime  that  it  would  be 
wise  not  to  attempt  the  passage  of  any  other  legis- 
lation at  the  time  the  Basic  Science  Act  is  intro- 
duced. 

Respectfully  submitted, 

L.  W.  EDWARDS. 

H.  H.  SHOULDERS. 
H.  B.  EVERETT. 
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SENATE  BILL  NO.  547,  CHAPTER  NO.  164, 
PUBLIC  ACTS,  1939 

AN  ACT  to  provide  for  and  regulate  the  sale  of  a 

certain  dmtg  or  its  derivatives  in  the  State  of 

Tennessee  and  provide  the  penalty  for  its  vio- 
lation. 

Section  1.  Be  it  enacted  by  the  General  Assembly 
of  the  State  of  Tennessee,  That  it  shall  be  unlawful 
for  any  person,  firm  or  corporation  to  sell,  barter  or 
give  away  any  drug  known  as  barbital,  as  defined 
herein,  except  upon  the  written  prescription  of  a 
duly  licensed  physician,  dentist,  or  veterinarian, 
and  compounded  or  dispensed  by  a duly  registered 
pharmacist. 

For  the  purpose  of  this  Act  the  term  “barbital” 
shall  be  held  to  mean  and  include  the  salts  of  bar- 
bituric acid,  also  known  as  malonylurea,  or  any 
derivative  or  compounds  or  any  preparations  or 
mixtures  thereof  possessing  hypnotic  properties  or 
effects. 

It  shall  be  exempted  from  the  provisions  of  this 
Act  the  sale  of  barbitals  by  legitimate  wholesale 
druggists  to  registered  pharmacists  and  the  sale  by 
registered  pharmacists  to  duly  licensed  physicians, 
dentists,  and  veterinarians. 

The  Board  of  Pharmacy  of  the  State  of  Tennes- 
see shall  have  the  power  to  enforce  this  Act  and 
shall  make  laws  and  regulations  for  its  enforce- 
ment. 

Section  2.  Be  it  further  enacted,  That  any  person, 
firm  or  corporation  selling,  bartering,  or  giving 
away  of  any  drug  in  violation  of  this  Act  shall  be 
guilty  of  a misdemeanor  and  upon  conviction  shall 
be  fined  not  less  than  $25.00  nor  more  than  $50.00. 

Section  3.  Be  it  further  enacted,  That  all  laws 
and  parts  of  laws  in  conflict  with  this  Act  be  and 
the  same  are  hereby  repealed,  and  this  Act  shall 
take  effect  from  and  after  its  passage,  the  public 
welfare  requiring  it. 

BLAN  R.  MAXWELL,  Speaker  of  Senate. 

JOHN  ED  O’DELL,  Speaker  of  the  House. 

PRENTICE  COOPER,  Governor. 

Approved  March  7,  1939. 

DR.  EDWARDS:  It  has  been  the  policy  of  this 
committee  for  some  time  not  to  take  too  much  ac- 
tion in  the  legislature  in  opposing  legislation  that 
is  being  sponsored  by  other  organizations.  We 
realize  that  at  times  it  appears  that  the  committee 
perhaps  ought  to  take  more  aggressive  action  in 
opposing  certain  legislation,  but  we  have  found 
from  experience  that  it  always  handicapped  our 
legislation  and  put  us  in  a very  bad  predicament 
when  we  come  to  present  our  laws  and  try  to  get 
certain  legislation  passed. 

For  that  reason,  the  members  of  the  committee 
at  Nashville,  who  have  had  to  carry  on  most  of 
the  burden  of  this  work,  have  not  been  as  active, 
perhaps,  as  some  might  think  we  should  be  in 
opposing  certain  legislation.  It  is  for  that  reason 
that  we  have  not  been  so  active. 


THE  SPEAKER:  That  will  be  referred  to  the 
Committee  on  Reports  of  Committees. 

Now  we  will  have  the  report  of  the  Liaison  Com- 
mittee, Dr.  W.  C.  Dixon. 

DR.  DIXON:  Mr.  Chairman,  I feel  a certain 
amount  of  embarrassment  in  presenting  a puny 
report  like  this  after  these  very  complete  reports 
that  we  have  had.  Some  of  you  may  recall  there 
was  a time  when  the  Liaison  Committee  was  pretty 
active,  but  in  latter  years  there  has  not  been  much 
for  us  to  do. 

So,  after  some  consideration,  the  House  of  Dele- 
gates put  off  on  us  the  question  of  doing  something 
about  the  treatment  of  syphilis;  I don’t  know  why, 
unless  liaison  is  a French  word  that  has  a certain 
inference  that  probably  the  members  of  the  House 
of  Delegates  thought  we  were  probably  the  right 
people  to  handle  it.  Anyhow,  in  the  last  few  years 
our  activities  have  been  more  or  less  concerned  with 
the  question  of  syphilis. 

As  we  understand  it,  our  primary  function  is 
to  act  as  a liaison  between  the  profession  and  the 
State  Department  of  Health.  If  questions  arise 
where  there  are  debatable  points,  we  are  supposed 
to  be  called  in  consultation  and  see  if  we  can  rep- 
resent the  profession  in  settling  such  questions. 

REPORT  OF  LIAISON  COMMITTEE 

No  complaint  has  been  filed  with  the  Liaison 
Committee  during  the  past  year,  and  no  occasion 
has  arisen  that  required  a meeting. 

Dr.  Barry  has  cooperated  in  a series  of  meetings 
in  East  Tennessee  on  syphilis. 

The  State  Commissioner  of  Health  asked  the 
committee’s  opinion  on  a booklet  on  the  “Manage- 
ment of  Syphilis.”  This  booklet  was  available  for 
free  distribution  to  physicians  in  the  state.  After 
each  member  had  examined  the  booklet,  it  was  rec- 
ommended for  distribution. 

A notice  was  published  in  the  Journal  that  a 
copy  would  be  sent  to  any  doctor  on  request.  Only 
a few  requests  were  received.  Feeling  that  the 
booklet  should  have  a wider  distribution  after  con- 
sultation with  the  Commissioner,  the  Department 
of  Health  sent  a copy  to  each  member  of  the  State 


THE  SPEAKER:  That  will  be  referred  to  the 
Committee  on  Reports  of  Committees. 

Insurance  Committee,  Dr.  Cooper  of  Memphis. 

Dr.  Cooper  read  the  report  of  the  Insurance  Com- 
mittee. 

REPORT  OF  INSURANCE  COMMITTEE 

The  number  of  our  members  who  have  availed 
themselves  of  the  advantages  offered  by  our  group 
accident  and  health  policy  is  much  smaller  than  it 
should  be,  though  it  is  larger  than  it  was.  One  hun- 
dred five  policies  are  in  force,  but  there  should  be 
several  hundred.  During  the  past  year  the  com- 
pany has  paid  to  the  members  of  our  group  a total 
of  $1,399.63  on  seventeen  claims,  an  average  of 
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$82.33  per  claim.  As  far  as  our  information  goes 
the  settlement  of  claims  by  the  company  has  been 
prompt  and  satisfactory. 

Mr.  W.  M.  Tankard,  who  handles  this  insurance 
for  the  J.  0.  Tankard  Agency  of  Nashville,  states 
he  expects  to  enroll  more  new  additions  to  the 
group  in  the  near  future,  having  received  fifty 
inquiries  from  members  in  response  to  a general 
letter  sent  out  recently.  He  has  advertised  the 
plan  in  the  State  Journal  and  expects  to  use  that 
medium  regularly.  He  has  also  sent  letters  and 
prospectuses  to  members  at  regular  intervals  and 
has  made  many  personal  calls  throughout  the  state. 
These  points  are  mentioned  to  show  the  company 
has  an  active  representative,  and  that  he  is  making 
very  definite  efforts  to  give  our  members  ample 
opportunity  to  obtain  this  coverage. 

When  the  average  doctor  becomes  incapacitated 
by  accident  or  illness  his  income  stops.  He  may 
collect  while  disabled  for  what  he  did  last  month, 
but  he  will  not  collect  anything  next  month  for  the 
period  of  his  disability  unless  he  has  insurance  for 
that  purpose.  And  there  are  so  many  of  us  average 
doctors  who  really  cannot  afford  to  be  without  this 
protection.  It  is  not  a question  of  not  being  able 
to  afford  to  pay  for  this  kind  of  insurance.  The 
question  is  can  we  afford  to  be  without  it?  A Mem- 
phis physician  lost  a year  from  his  work  because 
of  illness.  The  National  Casualty  Insurance  Com- 
pany of  Detroit,  which  has  both  the  Memphis  and 
Shelby  County  and  the  state  groups  insured,  paid 
him  $2,600  as  a member  of  the  first-named  group. 
How  many  of  us  could  afford  to  lose  a year  from 
our  work? 

The  committee  urges  our  members  to  give  very 
serious  consideration  to  this  opportunity  to  protect 
themselves  against  loss  of  time  and  the  consequent 
loss  of  income. 

J.  M.  COOPER,  Chairman. 

C.  M.  HAMILTON. 

S.  R.  MILLER. 

Since  this  report  was  prepared,  Mr.  Tankard 
has  written  me  that  Friday  and  Saturday  he  took 
ten  applications  in  Knoxville  and  Chattanooga  for 
policies,  and  that  four  other  claims  are  now  pend- 
ing. 

THE  SPEAKER:  That  will  be  referred  to  the 
Committee  on  Reports  of  Committees. 

Committee  on  Medical  Defense,  Dr.  S.  R.  Miller. 

Dr.  Miller  read  the  report  of  the  Committee  on 
Medical  Defense. 

REPORT  OF  COMMITTEE  ON  MEDICAL 
DEFENSE 

House  of  Delegates  of  the  Tennessee  State  Medical 

Association : 

Gentlemen : 

The  Medical  Defense  Committee  begs  to  submit 
herewith  our  twenty-fifth  annual  report. 

For  three  years  we  have  been  defendant  for  only 
one  suit  for  malpractice  against  our  members. 


The  plaintiff  in  this  case  was  unable  to  get  med- 
ical witnesses,  and  succeeded  several  times  in 
postponing  the  trial,  notwithstanding  our  counsel’s 
best  efforts  to  force  the  suit  to  trial. 

When  our  counsel  succeeded  in  preventing  fur- 
ther postponement,  nonsuit  was  taken  by  the  plain- 
tiff, and  suit  was  refiled  again  before  the  end  of 
the  statutory  year  of  limitation. 

After  one  or  more  postponements  again  our  coun- 
sel had  an  agreement  with  the  plaintiff’s  counsel  to 
not  postpone  the  trial  again,  but  the  case  would 
be  tried  in  the  next  court  term.  Effort,  however, 
was  made  again  by  the  plaintiff  to  postpone  the 
trial,  and  when  the  plaintiff  failed  in  this,  non- 
suit was  taken  again  in  October,  1937. 

I am  glad  to  say  that  the  case  was  not  refiled 
within  the  year,  which  is  now  some  months  past, 
and  cannot  be  refiled. 

Thus  the  last  suit  of  our  Medical  Defense  work 
has  ended. 

The  Treasurer  has  reported  that  our  balance  of 
$445.55  has  been  transferred  to  the  general  fund, 
and  if  we  estimate  interest  on  this  fund  to  date,  it 
would  probably  amount  to  more  than  $500.00. 

Following  our  annual  report  from  year  to  year, 
some  of  our  members  have  seemed  to  think  that 
the  Medical  Defense  feature  would  wreck  the  As- 
sociation’s finances. 

While  our  balance  was  comparatively  small,  we 
always  claimed  that  we  could  probably  wind  up  the 
work  with  a small  balance,  but  this  Committee 
and  no  one  else  could  tell  the  exact  amount  of 
money  that  would  be  necessary  to  complete  our 
work. 

We  have  a large  amount  of  records  on  file  in  a 
metal  filing  case  in  the  Chairman’s  office  which 
belong  to  this  Association.  It  seems  that  there 
is  no  need  of  preserving  these  records  longer,  and 
we  ask  the  House  of  Delegates  to  instruct  the  com- 
mittee what  disposition  shall  be  made  of  these  old 
records  and  the  file  case. 

We  also  ask  that  the  Medical  Defense  Committee 
be  discharged. 

Respectfully, 

S.  R.  MILLER,  Chairman. 

H.  B.  EVERETT. 

H.  M.  TIGERT. 

The  Speaker  referred  the  report  to  the  Commit- 
tee on  Reports  of  Committees  and  called  for  the 
Report  of  the  Committee  on  Education. 

Dr.  J.  Marsh  Frere,  Chattanooga,  read  the  re- 
port. 

REPORT  OF  COMMITTEE  ON  MEDICAL 
EDUCATION 

Last  year  your  Committee  on  Medical  Education 
recommended  to  the  House  of  Delegates  a continua- 
tion of  postgraduate  medical  education  in  Tennes- 
see. We  were  all  happy  to  learn  that  we  are  to 
have  a course  given  in  pediatrics,  just  as  we  had 
in  obstetrics,  and  that  this  course  has  already  been 
started  in  the  first  circuit. 
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We  have  contacted  the  various  committees  doing 
education  work  and  herein  report  very  briefly  what 
they  have  done  during  the  year. 

I think  Dr.  J.  R.  Reinberger  is  due  a vote  of 
thanks  by  the  entire  membership  of  our  State  So- 
ciety for  the  faithful  and  untiring  work  that  he 
did  as  chairman  of  the  Committee  on  Postgraduate 
Instruction  in  Obstetrics.  Last  year,  just  after  our 
State  Society  meeting,  I requested  Dr.  Reinberger 
to  represent  us  at  the  meeting  of  the  National 
Committee  on  Postgraduate  Education,  held  during 
the  meeting  of  the  American  Medical  Association 
in  San  Francisco.  He  did  so,  and  with  credit,  for 
a resolution  was  passed  after  his  presentation,  to 
the  effect  that  in  each  year  to  come  at  the  meeting 
of  this  committee,  that  one  state  obtain  such  infor- 
mation as  has  been  reported  by  the  State  of  Ten- 
nessee. A vote  of  thanks  was  extended  to  him. 

Dr.  J.  R.  Reinberger,  chairman  of  Maternal  Wel- 
fare Committee,  is  continuing  the  program  of  or- 
ganizing lay  organizations  into  districts.  The 
motive  being,  as  he  states,  to  give  impetus  and 
direction  to  lay  organizations  who  are  interested  in 
disseminating  information  for  better  maternal  care 
as  well  as  the  information  of  rural  prenatal  clinics. 

Dr.  Frazier  Binns,  chairman  of  Child  Welfare 
Committee,  states  that  members  of  his  committee 
were  requested  to  offer  suggestions  for  the  Post- 
graduate Instruction  in  Pediatrics,  which  they  did. 
Several  times  during  the  year  Dr.  Binns  discussed 
the  problems  of  child  welfare  with  Dr.  John  Lee 
and  Dr.  John  M.  Sanders. 

Dr.  W.  S.  Rude,  chairman  of  State  Tuberculosis 
Committee,  sent  out  a request  to  each  County  So- 
ciety last  fall,  requesting  that  one  meeting  during 
the  year  be  devoted  to  the  subject  of  tuberculosis 
or  diseases  of  the  chest.  Dr.  Rude  states  that  prac- 
tically every  society  in  the  state  responded  to  this 
request. 

Dr.  Ralph  H.  Monger,  chairman  of  Cancer  Com- 
mittee, advises  that  his  committee  has  been  func- 
tioning and  that  the  campaign  is  well  organized. 
They  have  educational  organizations  in  almost 
every  district  and  county  and  believe  that  interest 
will  increase  each  year. 

Dr.  Cecil  E.  Newell,  chairman  of  Industrial  Hy- 
giene Committee,  the  most  recently  appointed  com- 
mittee of  our  State  Society,  states  that  he  attended 
the  First  Annual  Congress  on  Industrial  Health, 
which  was  held  in  Chicago,  January  9 and  10,  of 
this  year.  His  committee  has  been  in  frequent 
touch  and  is  cooperating  with  the  American  Medical 
Association’s  Committee  on  Industrial  Health. 

The,  Committee  on  Medical  Education  has  con- 
tinued to  urge  immunization  against  preventable 
diseases  and  to  request  that  each  County  Medical 
Society  have  a separate  program  dealing  with  can- 
cer, tuberculosis,  syphilis,  and  other  health  matters. 
I might  say  here  that  we  in  Chattanooga  are  very 
fortunate  in  having  a very  active  Health  Council 
of  the  Chamber  of  Commerce.  Since  its  organiza- 


tion in  the  latter  part  of  1937,  over  sixty  physicians 
have  given  addresses  on  health  matters.  It  was 
organized  to  keep  well  people  well. 

Respectfully  submitted, 

J.  MARSH  FRERE,  M.D.,  Chairman, 
Chattanooga. 

R.  B.  WOOD,  M.D.,  Knoxville. 

D.  W.  SMITH,  M.D.,  Nashville. 

H.  B.  GOTTEN,  M.D.,  Memphis. 

W.  0.  BAIRD,  M.D.,  Henderson. 

J.  M.  LEE,  M.D.,  Nashville. 

Committee  on  Medical  Education. 

THE  SPEAKER:  Referred  to  the  Committee  on 
Reports  of  Committee. 

Committee  on  Memoirs,  Dr.  H.  M.  Tigert. 

Dr.  Tigert  read  the  report  of  the  Committee  on 
Memoirs. 

REPORT  OF  COMMITTEE  ON  MEMOIRS 

The  Tennessee  State  Medical  Association,  in  reg- 
ular session  assembled,  this  April  11,  1939,  hereby 
proclaims  its  great  scientific  loss  and  personal  grief, 
experienced,  because  some  of  our  members  have 
joined  the  Great  Physician.  These  are: 

Gilbert  T.  Abernathy,  Paris. 

L.  D.  Allen,  Smithville. 

Ross  E.  Anderson,  Memphis. 

H.  L.  Berry,  Memphis. 

W.  M.  Bingham,  Memphis. 

W.  T.  Black,  Memphis. 

J.  F.  Campbell,  Morristown. 

W.  L.  Carden,  Andersonville. 

Lynn  A.  Carden,  Pelham. 

B.  E.  Delozier,  Maryville. 

E.  B.  Dickson,  Coal  Creek. 

A.  N.  Doyle,  Minor  Hill. 

Luther  Edwards,  Finley. 

J.  J.  Ellis,  Knoxville. 

W.  Scott  Farmer,  Nashville. 

C.  P.  Fox,  Greeneville. 

J.  liar  Glover,  Union  City. 

J.  D.  Hall,  Readyville. 

Harold  D.  Haney,  Bolivar. 

C.  C.  Hardison,  Iron  City. 

H.  A.  Hart,  Memphis. 

M.  G.  Herrell,  Powell  Station. 

G.  P.  Hicks,  Bruceton. 

H.  J.  High,  Elmwood. 

V.  D.  Holloway,  Knoxville. 

S.  John  House,  Nashville. 

J.  L.  Hoover,  Murfreesboro. 

J.  F.  Hunt,  Tennessee  City. 

W.  F.  Huntsman,  Lexington. 

Eugene  J.  Johnson,  Memphis. 

A.  G.  Kern,  Knoxville. 

W.  S.  Lockert,  Ashland  City. 

L.  F.  Loggins,  Charlotte. 

Frederick  T.  Massengill,  Johnson  City. 

J.  A.  McCulloch,  Maryville. 

Fred  C.  Mclsaacs,  Chattanooga. 

William  P.  Moore,  College  Grove. 
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G.  G.  Mulherin,  Brownsville. 

S.  M.  Ryburn,  Morristown. 

W.  F.  Smith,  Decherd. 

J.  W.  Stevens,  Nashville. 

J.  W.  Thomas,  Springfield. 

H.  R.  Townsend,  Oakville. 

W.  R.  Wallace,  Memphis. 

E.  E.  Waller,  Spring  Creek. 

Garrett  White,  Chapel  Hill. 

The  burden  of  death  falls  upon  the  living,  not 
upon  the  dead,  who  but  follow  the  path  made  by 
countless  millions,  in  fulfilling  eternal  destiny, 
which  is  the  common  lot  of  man. 

These  men  of  medicine,  who  consecrated  their 
lives  on  the  high  altar  of  science  and  lavish  service 
to  mankind,  will  pass  among  us  no  more,  but  sweet 
memories  will  linger  and  remain. 

“’Tis  the  human  touch  in  this  world  that  counts, 
The  touch  of  your  hand  and  mine, 

Which  means  far  more  to  the  fainting  heart 
Than  shelter  and  bread  and  wine. 

“For  shelter  is  gone  when  the  night  is  o’er, 

And  bread  lasts  only  a day, 

But  the  touch  of  the  hand,  and  the  sound  of  the 
voice, 

Sings  on  in  the  soul  always.” 

And  so  we  commit  these,  who  have  unselfishly 
fought  the  valiant  fight,  to  Him,  who  with  infinite 
tenderness,  mercy,  and  justice,  will  preserve  them. 

H.  M.  TIGERT,  M.D.,  Chairman. 

Committee  on  Memoirs. 

DR.  NEWELL:  Mr.  Chairman,  couldn’t  we  stand 
for  half  a minute  in  tribute  to  those  who  have 
passed  on,  most  of  whom  have  been  in  this  hall?  I 
so  move. 

The  motion  was  regularly  seconded  and  carried, 
and  the  delegates  stood  in  silent  tribute  to  the  de- 
parted members. 

THE  SPEAKER:  Committee  on  Maternal  Wel- 
fare, Dr.  J.  R.  Reinberger,  of  Memphis,  Chairman. 

Dr.  Reinberger  read  the  joint  report  of  the  Com- 
mittee on  Postgraduate  Instruction  in  Obstetrics 
and  Committee  on  Maternal  Welfare. 

REPORT  OF  COMMITTEE  ON  POSTGRADUATE 

EDUCATION  IN  OBSTETRICS  AND  MA- 
TERNAL WELFARE  COMMITTEE 

The  Committee  on  Postgraduate  Education  in 
Obstetrics  and  the  Maternal  Welfare  Committee 
desires  to  render  a joint  report  for  the  past  year. 
This  request  is  made  for  the  reason  that  their 
duties  are  most  intimately  associated,  because, 
through  postgraduate  work  to  the  physician  and  the 
dissemination  of  such  knowledge  to  the  public,  both 
are  vitally  interested  in  improving  the  welfare  of 
the  puerperal  mother  and  baby. 

The  Committee  of  Postgraduate  Instruction  in 
Obstetrics  held  its  final  meeting  in  Nashville,  De- 
cember 4,  1938.  The  financial  report  from  the 
Memphis  office,  a copy  of  the  audit  by  W.  A.  Smith 


& Co.,  was  presented  to  the  committee.  A copy  of 
this  financial  report  will  be  attached  to  this  report. 
Your  State  Treasurer  will  also  make  a report  of 
the  actual  finance  as  taken  from  his  office. 

A copy  of  complete  inventory  of  the  Memphis 
office  fixtures,  supplies,  etc.,  that  were  returned  to 
Nashville  to  be  used  in  the  Postgraduate  Commit- 
tee is  herewith  attached.  The  motion  picture  films 
used  by  the  instructor  throughout  the  course  in 
obstetrics  are  to  be  divided  between  the  obstetrical 
department  of  Vanderbilt  University  and  the  Uni- 
versity of  Tennessee. 

I want  to  call  your  attention  briefly  to  the  finan- 
cial report:  Enrollments,  1,319,  or  $6,400.50;  petty 
cash  fund  received  from  treasurer,  $800.00;  dis- 
bursed, $783.30;  balance  returned  to  treasurer, 
$16.70;  lecture  books  sold,  1,131  at  $1.00  each,  or 
$1,131.00;  books  sold,  1,131;  gratis,  27;  Dr.  Whit- 
acre,  20 ; delivered  but  not  paid  for,  1 ; on  hand,  46 ; 
unaccounted  for,  9.  A letter  from  Mr.  Kibler,  Field 
Secretary,  states  that  three  books  were  found, 
leaving  six  unaccounted  for.  In  other  words,  1,234 
books  were  printed  by  the  committee. 

First  Year 

Receipts  from  fees  and  lecture  books $ 4,235.00 


Contributing  organizations 12,000.00 

Contributing  organizations 1,500.00 

Contributing  organizations 1,500.00 

Contributing  organizations 500.00 

Contributing  organizations 500.00 


Total $ 20,235.00 

Second  Year 

Receipts  from  lecture  and  books $ 3,295.50 

Contributing  organizations 9,750.00 

Contributing  organizations 1,218.75 

Contributing  organizations 1,500.00 

Contributing  organizations 406.25 

Contributing  organizations 406.25 


Total $ 16,576.75 

Total  cash  receipts $ 36,812.25 

Disbursements  33,373.25 


Approximate  balance $ 3,439.00 


The  Committee  voted  to  reimburse  both  Mr. 
Kibler  and  Dr.  Whitacre  the  sum  of  $1,000  to  cover 
unanticipated  travel  expenses  during  their  two 
years’  service  in  Tennessee.  The  committee  agreed 
that  all  funds  that  remained  to  the  credit  of  this 
committee  be  returned  in  proper  per  cent  to  the 
participating  contributing  agencies.  In  the  final 
financial  analysis,  despite  the  fact  that  this  commit- 
tee reduced  the  amounts  contributed  in  the  second 
year  of  the  participating  organizations,  and  despite 
the  fact  that  an  additional  $2,000  was  added  to 
reimburse  the  unanticipated  travel  expense  of  the 
field  organizer  and  lecturer,  the  committee  returned 
to  the  participating  organizations  approximately 
$1,400  in  cash. 
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I just  asked  Dr.  Hamilton  how  that  came  out 
and  he  said  it  was  approximately  $1,000. 

Your  Chairman  at  the  request  of  the  General 
Chairman  on  Education,  Dr.  J.  Marsh  Frere,  re- 
quested that  I attend  the  National  Committee  on 
Postgraduate  Education  of  the  American  Medical 
Association  held  in  San  Francisco  last  year.  Re- 
quests were  so  numerous  for  the  method  and  prog- 
ress of  your  postgraduate  course  in  obstetrics  pre- 
sented to  them  that  a final  report  of  the  two  years’ 
activities  was  prepared  in  booklet  form  by  your 
Committee  on  Postgraduate  Instructions  in  Obstet- 
rics. This  booklet  will  thus  serve  as  the  final  re- 
port of  activities  and  will  accompany  this  attached 
resume.  Briefly,  the  statistical  report  concerning 
course  in  obstetrics  is  as  follows : 


Number  circuits 9 

Number  teaching  centers __  44 

Number  colored  teaching  centers 4 

Number  counties  included  to  date 95 

Number  paid  enrollments  to  date,  by  doc- 
tors   1,334 


That  is  a remarkable  number.  Out  at 
San  Francisco,  at  the  American  Board  of 
Obstetrics  and  Gynecology,  I happened  to 
be  at  a dinner  at  which  this  course  was 
discussed.  Dr.  Ed  Plass  said:  “If  we  did 
not  know  what  was  going  on  in  Tennessee, 
we  would  not  believe  you  had  enrolled  that 
number  of  men  in  a course.  We  thought 
we  were  doing  good,  but  our  figures  do  not 
compare  with  yours  in  Tennessee.”  I was 
glad  to  be  able  to  report  that  back  to  you. 

Number  private  consultations  held  with 

doctors  523 

Average  attendance,  by  doctors,  all  cir- 
cuits   80% 

Number  communities  receiving  lay  lec- 
tures   61 

Number  lay  lectures 76 

Number  laity  attending 9,278 

To  accomplish  program  to  date: 

Number  miles  traveled  by  instructor — __  51,000 
Number  miles  traveled  by  field  director--  53,480 


Total  miles  traveled 104,480 

Your  committee  is  gratified  that  this  course  was 
so  graciously  received  by  the  physicians  of  the  state 
and  wishes  to  thank  all  physicians  for  their  co- 
operation. Moreover,  they  wish  to  express  their 
appreciation  to  all  participating  organizations  for 
their  helpful  suggestions,  and  lastly,  to  thank  the 
House  of  Delegates  for  their  stanch  backing  that 
made  it  possible  to  give  this  course  to  the  physi- 
cians of  this  state.  The  committee  is  highly  ap- 
preciative of  the  efforts  and  activities  of  the  Ma- 
ternal Welfare  Committee,  for  through  their  efforts 
there  is  no  question  that  greater  impetus  was  given 
to  the  success  of  the  course.  Your  Chairman  wishes 
to  express  the  unqualified  support  of  all  members 


of  this  committee,  for  without  their  mutual  con- 
sideration and  interest  in  attending  all  meetings  of 
the  committee,  the  job  could  not  have  been  accom- 
plished. Dr.  Whitacre  and  Mr.  Kibler  deserve  spe- 
cial praise  for  their  unlimited  enthusiasm  and  un- 
tiring efforts,  not  only  in  producing  a good  course, 
but  also  in  unquestionably  surpassing  any  success- 
ful courses  of  today. 

The  Maternal  Welfare  Committee  for  the  com- 
ing year  is  attempting  to  organize  lay  organiza- 
tions into  districts.  In  a measure  this  has  been 
accomplished  already,  the  motive  being  to  give  im- 
petus and  direction  to  lay  organizations  that  are 
interested  in  disseminating  information  for  better 
maternal  care  as  well  as  the  formation  of  rural 
clinics. 

The  committee  has  already  investigated  through 
Dr.  Sanders  of  the  State  Board  of  Health  as  well 
as  Dr.  Williams  the  feasibility  of  uniting  all  ef- 
forts without  overlapping  efforts  for  the  welfare, 
growth,  and  continuance  of  this  work  founded  by 
the  Maternal  Welfare  Committee  of  your  Tennes- 
see Medical  Association. 

THE  SPEAKER:  Referred  to  the  Committee  on 
Reports  of  Committees. 

Cancer  Committee,  Dr.  Ralph  Monger. 

REPORT  OF  CANCER  COMMITTEE 

DR.  MONGER:  Mr.  Speaker,  for  the  past  two 
years  the  outline  of  the  Cancer  Committee  for  the 
State  of  Tennessee  has  been  presented  to  this  as- 
sembly. The  work  this  year  has  just  been  a con- 
tinuance of  this  program. 

We  know  the  American  Society  for  the  Control 
of  Cancer  has  been  organized  for  twenty-six  years. 
The  primary  object  of  this  organization  for  twenty- 
five  years  was  to  work  in  cooperation  with  the 
American  Medical  Association,  American  College  of 
Surgeons  and  the  state  societies.  They  had  no 
funds  available.  The  Federation  of  Women’s  Clubs 
sponsored  this  as  one  of  their  projects.  As  a re- 
sult of  this,  the  Women’s  Field  Army  was  organ- 
ized. This  Women’s  Field  Army  is  under  the 
direct  direction  of  the  cancer  committees  of  the 
state  societies. 

Starting  two  years  ago  at  scratch,  we  designated 
the  week  of  March  21,  in  1937,  as  Cancer  Week. 
After  all  expenses  were  paid  for  this  campaign  that 
one  week,  we  had  $700.  Last  year  the  entire 
month  of  April  was  designated  as  Cancer  Week. 
At  a meeting  of  the  Cancer  Committee  in  Nash- 
ville, in  February,  we  found  that  we  had  more  than 
$2,000  after  all  expenses  were  paid  at  this  time. 

This  year  the  entire  month  of  April  is  going  to 
be  Cancer  Week,  and  we  hope  to  more  than  triple 
the  amount  we  have  in  the  treasury  at  this  time. 

As  you  know,  we  have  no  specific  treatment  for 
cancer  at  this  time.  The  only  weapon  that  we  have 
is  education.  We  now  have  every  district  in  the 
State  of  Tennessee  organized,  and  most  of  the 
counties  in  each  district  are  definitely  organized. 
The  president  of  each  county  society  has  received 
a letter  asking  that  he  name  a cancer  committee 
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to  handle  the  funds  that  will  be  raised  from  the 
campaign  this  year. 

The  Cancer  Committee  decided  at  its  last  meet- 
ing, in  February,  that  the  setup  would  be  slight- 
ly different  this  year  from  the  previous  years  in 
that,  to  stimulate  more  interest  in  the  individual 
counties  raising  funds,  fifty  per  cent  of  the  net 
fund  raised  in  each  county  would  be  sent  back  to 
that  county  to  be  used  in  any  way  they  wanted  to 
use  it  in  an  educational  campaign  against  cancer. 
That  is  what  we  want  the  presidents  of  these 
different  societies  to  appoint  these  committees  for — 
to  assist  us. 

Mr.  Speaker,  our  program  is  definitely  organ- 
ized, and  it  is  gaining  momentum  every  day. 

Referred  to  the  Committee  on  Reports  of  Com- 
mittees. 

In  the  absence  of  the  chairman,  Dr.  Cecil  E. 
Newell,  Dr.  J.  Marsh  Frere  read  the  report  of  the 
Committee  on  Industrial  Hygiene. 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HYGIENE 

The  following  is  the  first  annual  report  of  the 
Committee  on  Industrial  Hygiene. 

As  you  know,  this  committee  was  appointed 
during  the  fall  of  1938.  A specific  program  has 
not  yet  been  formulated,  but  the  committee  has 
been  active  in  cooperating  with  the  Council  of  the 
American  Medical  Association  on  Industrial  Health. 

On  January  9,  10,  1939,  in  Chicago,  there  was 
held  the  first  annual  Congress  on  Industrial  Health. 
This  was  well  attended  by  employers,  insurance 
carriers,  industrial  surgeons,  the  American  Medical 
Association,  the  American  College  of  Surgeons, 
the  United  States  Public  Health  Service,  state  com- 
mittees, and  other  organizations  too  numerous  to 
mention.  Our  committee  was  represented  at  this 
congress  by  the  attendance  of  its  chairman. 

Industrial  health  as  a problem  is  not  young.  As 
a specialty  it  is  in  its  infancy.  The  Council  on 
Industrial  Health  is  the  most  recently  formed 
council  in  the  American  Medical  Association.  The 
annual  congress  had  its  beginning  only  this  year, 
and  our  committee  is  the  most  recently  formed  one 
in  the  State  Association.  In  spite  of  the  newness 
of  this  committee,  we  have  kept  in  constant  touch 
with  the  Council  of  the  American  Medical  Asso- 
ciation, and  have  cooperated  with  them  fully. 

Respectfully  submitted, 

CECIL  E.  NEWELL,  M.D.,  Chairman, 
Chattanooga. 

ELKIN  L.  RIPPY,  M.D.,  Nashville. 

JOHN  R.  SMOOT,  M.D.,  Knoxville. 

ASHER  R.  McMAHAN,  M.D.,  Memphis. 

The  report  was  referred  to  the  Committee  on 
Reports  of  Committees. 

The  report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary  was  called  for  and,  in  the 
absence  of  the  chairman,  Dr.  Perry  Bromberg,  was 
read  by  the  Secretary. 


REPORT  OF  ADVISORY  COMMITTEE  TO  THE 
WOMAN’S  AUXILIARY 

As  chairman  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary,  I beg  to  say  that  no  matter  of 
importance  has  been  presented  to  us  by  that  body 
for  discussion  except  that  on  a few  occasions  I 
have  been  consulted  relative  to  the  ethicality  of 
certain  of  their  proposed  programs.  I took  the 
responsibility  of  advising  with  them  without  dis- 
cussing the  matter  with  the  committee,  as  they  were 
regarded  by  me  as  of  no  significance. 

Very  respectfully  yours, 

PERRY  BROMBERG. 

Referred  to  the  Committee  on  Reports  of  Com- 
mittees. 

REPORT  OF  COMMITTEE  ON  CHILD  WELFARE 

This  committee  has  functioned  in  most  part 
through  correspondence.  However,  in  November, 
1938,  the  Chairman  met  with  Dr.  John  L.  Lee  and 
the  late  Dr.  Oliver  Hill  in  Nashville  to  discuss  the 
outline  and  subjects  to  be  presented  in  the  post- 
graduate course  on  pediatrics.  Suggestions  pre- 
sented were  forwarded  to  the  members  of  the  com- 
mittee not  present  at  this  meeting. 

Throughout  the  year  the  Chairman  has  met  with 
Dr.  John  M.  Saunders,  Director  of  Maternal  and 
Child  Hygiene,  in  the  interest  of  the  child  health 
program  instituted  by  the  State  Health  Depart- 
ment, and  in  July,  1939,  attended  the  meeting  of 
the  Advisory  Committee  on  Child  Health,  called  by 
the  Commissioner  of  Health,  Dr.  W.  C.  Williams. 
The  School  Health  program  was  discussed  and 
means  of  attaining  the  objectives,  such  as  com- 
municable disease  control,  correction  and  prevention 
of  physical  defects,  and  teaching  of  healthful  living 
were  presented.  It  is  the  earnest  desire  of  the 
Chairman  of  the  Child  Welfare  Committee  to  be 
able  to  meet  with  all  members  of  our  committee 
in  the  future. 

FRAZIER  BINNS. 

Dr.  John  M.  Lee  of  Nashville,  chairman  of  the 
Committee  on  Postgraduate  Instruction  in  Pediat- 
rics, reported: 

REPORT  OF  COMMITTEE  ON  POSTGRADUATE 
INSTRUCTION  IN  PEDIATRICS 

At  the  annual  meeting  of  the  Tennessee  State 
Medical  Association  in  1938  the  House  of  Delegates 
voted  to  offer  the  physicians  of  Tennessee  a post- 
graduate course  in  pediatrics  in  a manner  similar 
to  the  course  in  obstetrics  then  in  progress,  voted 
an  appropriation  of  $1,500  toward  the  expense  for 
the  first  year,  and  appointed  representatives  to  a 
committee  to  direct  this  program.  Previously  the 
local  agencies  that  had  cooperated  in  the  obstetric 
course  had  agreed  to  participate  and  aid  finan- 
cially in  a pediatric  course  for  the  first  year  as 
follows:  University  of  Tennessee  College  of  Medi- 
cine, $500;  Vanderbilt  University  School  of  Medi- 
cine, $500;  and  the  Tennessee  State  Department  of 
Health,  $1,500.  These  agencies  appointed  the  fol- 
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lowing  to  represent  them  and  comprise  the  Commit- 
tee on  Postgraduate  Instruction  in  Pediatrics: 

Tennessee  State  Medical  Association,  Drs.  J.  0. 
Manier,  Franklin  B.  Bogart,  W.  L.  Williamson,  and 
Jas.  R.  Reinberger;  Tennessee  State  Department 
of  Health,  Dr.  John  M.  Lee;  Vanderbilt  University, 
Dr.  John  B.  Youmans;  University  of  Tennessee, 
Dr.  0.  W.  Hyman. 

This  committee  met  in  Nashville,  April  14,  1938, 
organized  and  instructed  the  chairman  to  request 
from  the  commonwealth  fund  a grant  in  aid  of 
this  program  in  the  amount  necessary  for  the  an- 
nual budget.  This  request  was  forwarded  to  the 
commonwealth  fund  April  29,  1938,  and  on  Octo- 
ber 13,  1938,  the  Board  of  Directors  of  the  Com- 
monwealth Fund  appropriated  $12,000,  the  amount 
requested,  in  aid  of  this  program  for  the  first  year’s 
work  and  reserved  a similar  amount  for  the  sec- 
ond year,  “conditioned  on  the  continuing  contribu- 
tions of  the  organizations  concerned  and  on  the 
physicians’  participation  through  payment  of  fees.” 

On  December  4,  1938,  the  committee  met  in  Nash- 
ville and  interviewed  applicants  for  the  position  of 
clinical  instructor,  subsequently  selecting  Dr.  Willis 
H.  Thompson,  assistant  professor  of  pediatrics  of 
the  University  of  Minnesota.  Mr.  L.  W.  Kibler 
was  secured  as  field  representative  on  a part-time 
basis,  his  time  being  divided  between  the  program 
in  Tennessee  and  a similar  program  in  Oklahoma. 
Mrs.  C.  F.  Luckey  was  employed  as  office  secretary. 
Headquarters  were  located  at  420  Sixth  Avenue, 
North,  in  Nashville,  office  space  being  furnished 
without  charge  by  the  Tennessee  State  Depart- 
ment of  Health. 

The  first  circuit  was  organized  in  the  towns  of 
Bolivar,  Brownsville,  Covington,  Jackson,  and  Sel- 
mer  with  eighty-three  doctors  enrolled,  lectures  be- 
ing started  February  20,  1939.  From  reports  re- 
ceived the  course  is  meeting  a hearty  response  from 
those  attending. 

I understand  that  two  more  have  joined  since 
then,  making  a total  of  eighty-five  for  the  course. 
We  are  very  much  gratified  with  that  initial  en- 
rollment, in  view  of  the  fact  it  was  realized  that 
pediatrics  had  a fewer  number  of  doctors  than  ob- 
stetrics would.  We  had  ninety-two  enrolled  in  that 
course  for  obstetrics,  and  a total  of  eighty-five  for 
pediatrics,  which  will  demonstrate  the  interest  that 
the  doctors  are  showing  in  this  particular  line  of 
activity. 

The  second  circuit  is  now  being  organized  and 
thus  far  fifty-three  doctors  have  enrolled.  It  is 
planned  to  organize  circuits  so  that  the  course  will 
be  offered  within  reach  of  all  practicing  physicians 
of  the  state,  requiring  about  two  years  for  com- 
pletion of  the  program. 

We  have  prepared  some  panels  for  exhibit  at 
the  American  Medical  Association.  One  of  these 
panels  has  a map  of  the  State  of  Tennessee.  That 
is  divided  into  circuits.  It  is  proposed  to  offer  it 
to  the  different  parts  of  the  state.  If  you  are  in- 
terested, and  will  visit  the  exhibit,  you  will  see  this 


map,  and  you  will  see  about  the  date  when  the 
course  will  be  given  in  your  particular  part  of  the 
state. 

Since  the  first  year  of  this  work  will  be  com- 
pleted before  the  next  annual  meeting  of  this  body, 
it  is  recommended  that  at  this  time  an  appropria- 
tion of  $1,500  be  voted  toward  the  expense  for  the 
second  year  of  this  activity. 

At  this  time  it  is  suggested  that  the  House  of 
Delegates  consider  the  question  of  continuing  this 
form  of  postgraduate  study  after  the  completion 
of  the  present  course.  Your  committee  believes  it 
of  sufficient  value  and  interest  to  the  medical  pro- 
fession of  the  state  to  justify  continuing  with  pro- 
grams in  other  branches  of  medicine  and  surgery. 
It  is  obvious  that  the  State  Medical  Association  is 
unable  to  finance  such  programs  without  aid  from 
other  sources.  It  is  very  likely  that  the  agencies 
now  cooperating  may  continue  their  aid  as  at  pres- 
ent. These  agencies  can  take  official  action  and 
make  appropriations  only  at  certain  dates  once  or 
twice  a year.  To  secure  their  participation  and 
financial  aid  requires  some  months.  After  adequate 
financial  means  are  secured  it  requires  several 
months  to  locate  and  engage  a suitable  clinical  in- 
structor. Hence,  the  details  of  organizing  a post- 
graduate course  of  this  type  should  be  arranged 
long  in  advance  of  the  actual  start  of  the  program. 
In  order  that  a competent  field  representative  and 
office  secretary  be  retained  by  a prospect  for  con- 
tinuity of  employment  it  is  desirable  to  start  a new 
program  promptly  after  the  completion  of  a pre- 
vious one. 

Therefore,  if  it  is  decided  that  other  programs  of 
postgraduate  instruction  be  given,  it  is  suggested 
that  the  Board  of  Trustees  of  the  State  Medical 
Association  be  empowered  by  action  of  the  House 
of  Delegates  to  authorize  such  programs  on  rec- 
ommendation of  the  Committee  on  Postgraduate  In- 
struction. It  is  also  suggested  that  the  Board  of 
Trustees  be  empowered  to  authorize  the  Committee 
on  Postgraduate  Instruction  to  make  necessary 
arrangements  with  participating  agencies  to  finance 
such  courses,  to  select  and  direct  the  courses,  and 
to  employ  instructors,  provided  that  the  State  Med- 
ical Association  be  obligated  not  to  exceed  $1,500 
for  this  purpose  for  any  one  year. 

Your  committee  is  deeply  grateful  for  the  valued 
assistance  of  the  officers,  employees  and  members 
of  the  Association,  and  welcome  suggestions  for 
the  improvement  of  the  service  we  are  striving  to 
render. 

Respectfully  submitted, 

JOHN  M.  LEE,  Chairman, 
Committee  on  Postgraduate  Instruction  in  Pediat- 
rics. 

THE  SPEAKER:  Referred  to  the  Committee  on 
Reports  of  Committees. 

(One  committee  failed  to  report  when  called,  the 
Committee  on  Physical  Therapy,  Dr.  Robert  Pat- 
terson, chairman.) 
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SPEAKER  ZEMP:  That  ends  the  reports  of 
committees. 

I wish  to  state  that,  in  my  experience  as 
Speaker  of  the  House,  which  has  covered  quite  a 
number  of  years,  this  is  the  finest  group  of  reports 
to  which  I have  ever  listened.  It  goes  to  show  what 
an  enormous  amount  of  work  and  what  a variety 
of  work  this  Association  is  carrying  on,  and  it 
cannot  help  but  be  of  great  advantage  to  the  com- 
munities in  which  we  live. 

I want  to  congratulate  all  of  these  committees. 
They  are  so  good  (I  don’t  know  whether  this  will 
turn  out  to  be  the  case  or  not)  I hope  they  will  be 
reappointed  for  next  year.  That  is  your  reward 
for  being  so  good  this  year. 

We  are  now  under  the  head  of  new  business. 

DR.  E.  T.  NEWELL:  Mr.  Chairman,  I have  been 
sitting  in  on  this  assembly  for  a number  of  years, 
and  I want  to  agree  with  you.  I never  have  heard 
such  splendid  reports  as  have  been  presented  here 
today. 

I heard  Dr.  Edwards  speak  about  the  burden  of 
the  Legislative  Committee.  It  is  for  that  reason 
that  I rise  this  afternoon  to  take  a few  minutes 
of  your  time.  It  is  a burden  and  it  has  been  a 
burden  and,  with  all  due  respect  to  the  committee 
and  to  our  very  efficient  Secretary  and  officers  over 
here  in  Nashville,  I feel  that  the  time  has  arrived 
when  we  should  have  some  assistance  given  to  this 
Legislative  Committee  in  a constructive  form  and 
way  during  the  session  of  the  General  Assembly. 

Every  manufacturing  association,  every  one  of 
the  crafts  and  unions,  and  everybody  else,  as  soon 
as  the  roll  call  is  made  up  on  Capitol  Hill  the  first 
morning,  have  a representative  there,  and  he  stays 
there  until  the  close  of  the  session  sine  die. 

As  you  noted  in  the  report  of  the  Hospital  Com- 
mittee, there  was  a bill  which  did  not  go  through 
for  hospital  care.  There  was  another  bill  which 
Dr.  Edwards  said  he  thought  it  was  best  not  to 
push,  or  to  try  to  put  through. 

In  these  days  of  sudden  change  in  the  profession, 
in  the  economic  situation,  I feel  that  the  doctors 
should  turn  about  and  they  should  take  better 
care  of  themselves  in  regard  to  legislation.  There- 
fore, I want  to  present  this  simple  resolution. 

“Be  It  Resolved,  That  the  Tennessee  State  Med- 
ical Association  appoint  a committee  to  discuss  the 
feasibility  of  creating  an  ‘Entertainment  Fund’ — 
now,  mind  you,  I call  it  an  Entertainment  Fund; 
you  can  call  it  a lobby  or  whatever  you  want  to — 
to  be  used  to  influence  medical  legislation  at  the 
next  meeting  of  the  State  General  Assembly  with 
the  view  to  appointing  a representative — ‘assistant, 
so  to  speak,  to  the  Legislative  Committee’ — to  be 
present  at  the  meeting  of  the  General  Assembly 
throughout  all  of  its  sessions  in  1941,  and  to  protect 
the  interests  of  the  medical  profession,  and  to  re- 
port to  the  Legislative  Committee  all  bills  and 
measures  affecting  the  general  welfare  of  the  med- 
ical profession  and  its  hospitals.  That  would  be 
any  bill  that  would  come  up  that  would  affect  any 
doctor,  for  instance,  this  pharmaceutical  bill ; I 


don’t  know  whether  we  are  in  favor  of  that  or  not. 
Every  time  anyone  used  up  all  the  luminal  or 
phenobarbital  tablets  you  had  given  to  him,  he 
would  have  to  call  you  up  and  you  would  have  to 
give  him  another  prescription.  Maybe  you  want 
to  be  interrupted  and  maybe  you  do  not.  You  can- 
not charge  them  for  it;  I don’t  suppose  you  could. 

“This  committee  to  have  the  privilege  of  select- 
ing said  representative.” 

THE  SPEAKER:  That  will  go  to  the  Committee 
on  Resolutions. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  un- 
der the  head  of  new  business  I have  a communica- 
tion from  Dr.  Woodward,  Director  of  the  Bureau 
of  Legal  Medicine  and  Legislation  of  the  American 
Medical  Association,  which  I wish  to  submit  now 
and  request  that  it,  be  referred  to  the  Committee 
on  Resolutions. 

Secretary  Shoulders  read  the  communication. 

April  5,  1939. 

Dr.  H.  H.  Shoulders,  Secretary 
Tennessee  State  Medical  Association 
706  Church  Street 
Nashville,  Tennessee 
Dear  Dr.  Shoulders  : 

I certainly  hope  that  the  Tennessee  State  Medical 
Association,  while  it  is  in  session  in  Jackson,  April 
11-13,  will  voice  a strong  demand  for  an  appropria- 
tion for  the  construction  of  a new  building  for  the 
Army  Medical  Library  and  Museum  in  Washington 
and  that  it  will  appoint  a committee  to  follow  this 
matter  through  until  an  appropriation  has  been 
made.  The  situation  is  urgent  and  immediate  ac- 
tion is  necessary. 

Copies  of  any  resolution  that  the  Tennessee  State 
Medical  Association  may  adopt  with  respect  to 
this  matter  should  be  sent  to  the  President,  the 
Secretary  of  War,  and  the  Director  of  the  Budget. 
Copies  should  be  sent,  too,  to  the  Surgeon  General 
of  the  Army  and  to  every  member  of  the  Tennessee 
congressional  delegation. 

The  accompanying  copy  of  an  editorial  from  the 
Journal,  May  14,  1938,  is  now  out  of  date,  of 
course,  in  so  far  as  relates  to  the  legislative  situa- 
tion. It  will  give  you,  however,  a good  picture  of 
the  nature  and  extent  of  the  service  the  library 
renders.  Housed  in  an  antiquated  building  in 
Washington,  the  library  comprises  a vast  collection 
of  invaluable  medical  literature,  some  of  which, 
if  destroyed,  could  by  no  possibility  be  replaced. 
The  building  is  already  overcrowded  with  books, 
but  new  ones  that  must  be  added  to  the  library  ap- 
pear every  day  and  the  overcrowding  becomes  worse 
instead  of  better.  Demands  for  the  service  of  the 
library  increase  as  medical  science  expands  and 
medical  literature  increases  and  as  the  number  of 
physicians  and  others  interested  in  medicine  and 
public  health  grows  larger,  but  the  facilities  of 
the  library  for  service  do  not  expand  and  cannot 
be  expanded  in  the  present  building. 

This  library  is  commonly  referred  to  as  the 
Army  Medical  Library,  but  it  is  in  every  way  es- 
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sentially  a library  for  the  medical  profession  and, 
through  the  profession,  a library  for  the  people. 
It  is  an  “Army”  library  only  in  the  sense  that  it 
has  been  built  up  to  its  present  pre-eminence 
among  the  medical  libraries  of  the  world  through 
! the  interest  and  energy  of  successive  surgeon  gen- 
erals and  librarians  and  is  administered  by  the  Sur- 
geon General  of  the  Army  as  best  he  can  with  the 
resources  provided  by  Congress  for  that  purpose. 

The  Seventy-Fifth  Congress  passed  an  Act  au- 
thorizing the  Secretary  of  War  to  construct  a 
building  to  replace  the  present  Army  Medical  Li- 
brary and  Museum  Building  and  the  President  ap- 
proved it  June  15,  1938.  That  Act  carried  with  it, 
however,  no  appropriation.  The  next  step,  there- 
fore, is  for  the  Secretary  of  War  to  submit  to 
Congress  a request  for  the  necessary  appropriation, 
approved  by  the  Director  of  the  Budget. 

It  is  unfortunate  that  such  a request  was  not 
| submitted  in  connection  with  the  regular  annual 
estimates  of  the  expenses  of  the  War  Department 
for  the  next  fiscal  year.  The  bill  providing  money 
j to  cover  such  expenses  has  already  passed  both 
houses  of  Congress  and  it  is  therefore  too  late  to 
get  into  that  bill  an  item  providing  funds  for  the 
construction  and  equipment  of  a new  library  build- 
ing. It  may  be  possible,  however,  to  procure  the 
insertion  of  such  an  item  into  some  deficiency  ap- 
propriation bill  or  some  other  appropriation  bill 
during  the  present  session  of  Congress.  If  that  is 
not  done,  the  making  of  plans  looking  toward  the 
construction  of  a new  building  will  be  delayed  by 
as  much  as  a year.  Active  and  forceful  work 
should  therefore  be  inaugurated  at  once. 

Yours  truly, 

WM.  C.  WOODWARD,  Director. 

April  7,  1939. 

Dr.  William  C.  Woodward,  Director 
Bureau  of  Legal  Medicine  and  Legislation 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois 
Dear  Dr.  Woodward: 

I have  your  letter  of  the  fifth. 

I will  read  your  letter  to  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association. 

I think  this  is  the  best  method  of  presenting  the 
matter  to  the  House  for  consideration. 

Very  truly  yours, 

H.  H.  SHOULDERS,  Secretary-Editor. 

Proposed  New  Building  for  the  Army  Medical 
Library  and  Museum 

A bill,  for  which  the  President  has  already  indi- 
cated his  approval,  authorizing  the  Secretary  of 
War  to  construct  a building  to  replace  the  present 
Army  Medical  Library  and  Museum  Building  at  a 
cost  not  to  exceed  $3,750,000,  was  introduced  April 
28.  The  bill,  if  enacted,  will  provide  enlarged  fa- 
cilities for  the  custody  and  use  of  the  million  or 
more  volumes  now  in  the  library  and  for  future 
expansion.  This  bill  proposes  the  only  possible  so- 


lution for  the  present  situation.  The  Army  Medical 
Library,  frequently  referred  to  as  the  Surgeon 
General’s  Library,  is  in  fact  the  library  of  the  en- 
tire medical  profession  of  the  United  States.  It  is 
identified  with  the  Medical  Department  of  the  Army 
only  because  Surgeon  General  Lovell  in  1836  con- 
ceived the  idea  of  its  organization  and  because 
through  the  interest  and  enterprise  of  successive 
surgeon  generals  it  has  been  brought  to  its  present 
magnitude  and  efficiency.  It  is  the  largest  medical 
library  in  the  world,  containing  nearly  500,000 
books.  If  pamphlets,  theses  and  other  manuscripts 
are  included,  its  total  number  of  volumes  is  above 
a million.  For  many  years  it  has  been  the  mecca 
of  American  physicians  who  are  seriously  engaged 
in  medical  research,  teaching,  and  authorship. 

Thousands  who  have  never  visited  the  library 
have  obtained  through  its  interlibrary  loan  system 
the  use  in  their  own  homes  of  medical  books  that 
otherwise  would  have  been  inaccessible.  Many  more 
thousands  who  have  never  visited  the  library  and 
possibly  never  even  heard  of  its  interlibrary  loan 
system  have  been  the  beneficiaries  of  its  resources, 
through  the  publication  of  books  and  of  periodical 
literature  made  possible  only  because  authors  and 
publishers  have  been  able  to  avail  themselves  of  its 
facilities.  The  physicians  of  the  country  now  have 
an  opportunity  of  repaying  in  part  at  least  the 
debt  they  owe  the  library  and  to  secure  for  them- 
selves and  for  the  physicians  who  are  to  follow  the 
benefits  of  an  even  greater  library  in  the  future. 
If  they  rally  promptly  to  the  support  of  this  bill, 
it  should  be  possible  to  procure  its  enactment  even 
in  the  brief  time  that  will  elapse  before  the  present 
session  of  Congress  adjourns  and  thus  to  save  a 
year  or  more  in  planning  and  construction  time. 

Under  the  same  roof  as  the  Army  Medical  Li- 
brary is  the  Army  Medical  Museum,  established 
by  the  Medical  Department  of  the  Army  in  1863 
and  now  the  largest  museum  of  human  pathology 
in  the  United  States.  The  building  in  which  both 
are  housed,  erected  about  fifty  years  ago,  is  a 
squat  red-brick  building,  on  an  inconspicuous  and 
somewhat  inaccessible  site,  utterly  incongruous 
when  considered  in  connection  with  the  magnificent 
public  structures  erected  in  the  national  capital 
during  recent  years.  The  continuous  accumulation 
of  books  and  periodicals,  the  enlarged  demands  for 
service  arising  out  of  the  broadening  fields  of  the 
science  and  art  of  medicine  and  the  increase  in  the 
number  of  potential  patrons  that  has  resulted  from 
the  increase  in  the  number  of  physicians  have  com- 
bined to  make  administration  difficult.  There  is 
urgent  need  too  for  the  better  protection  from  fire 
and  possibly  other  hazards  of  the  invaluable  col- 
lections of  books,  periodicals  and  pathologic  speci- 
mens now  housed  or  crowded  into  this  old  and  out- 
moded building. 

The  pending  bill  leaves  details  of  the  construction 
of  the  proposed  building  to  the  judgment  of  the 
Secretary  of  War.  In  the  selection  of  the  site, 
however,  the  advice  of  the  National  Capital  Park 
and  Planning  Commission  is  to  be  requested.  This 
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arrangement  assures  the  construction  of  a build- 
ing adequate  to  house  the  existing  library  and 
museum,  to  provide  for  future  expansion  and  to 
meet  the  needs  of  physicians  and  other  students  of 
the  science  and  art  of  medicine  who  desire  to  avail 
themselves  of  its  facilities.  It  assures  also  the  loca- 
tion of  the  building  in  proper  relation  to  existing 
public  buildings  and  others  projected  by  the  Plan- 
ning Commission  and  at  a point  affording  the  great- 
est possible  convenience  to  the  patrons  of  the  li- 
brary and  the  museum.  All  in  all,  the  enactment 
of  the  bill  should  create  in  Washington  a truly 
great  monument  for  American  medicine. 

In  the  Senate,  this  bill,  S.  3919,  was  introduced 
by  Senator  Sheppard  of  Texas,  chairman  of  the 
Committee  on  Military  Affairs,  and  immediately 
referred  to  that  committee.  In  the  House  of  Repre- 
sentatives it  was  introduced  as  H.  R.  10455  by  Rep- 
resentative May  of  Kentucky,  chairman  of  the 
House  Committee  on  Military  Affairs,  to  which 
committee  it  was  immediately  referred.  Before  it 
can  become  a law,  it  must  be  reported  by  these 
committees  to  the  Senate  and  the  House,  respective- 
ly, and  must  then  run  the  legislative  gantlet.  As 
the  present  session  of  Congress  is  now  expected  to 
adjourn  at  least  as  early  as  June,  it  is  imperative 
that  every  effort  be  made  to  make  clear  to  Congress 
the  importance  of  this  measure  and  the  urgency  of 
prompt  and  favorable  action. 

Upon  motion  by  Dr.  H.  H.  Shoulders,  seconded  by 
Dr.  A.  F.  Richards,  the  House  by  vote  referred  this 
communication  to  the  Committee  on  Resolutions. 

AFFILIATE  FELLOWS  OF  AMERICAN 
MEDICAL  ASSOCIATION 

Report  of  Reference  Committee. 

Dr.  A.  F.  Richards  of  Sparta  reported  that  Dr. 
S.  E.  Gaines,  also  of  Sparta,  was  qualified  for 
affiliate  membership  in  the  American  Medical  As- 
sociation. 

Dr.  J.  B.  Swafford  mentioned  the  similar  condi- 
tion of  Dr.  Fred  B.  Stapp  of  Chattanooga.  It  was 
moved  by  Drs.  Richards  and  Swafford,  and  sec- 
onded by  Drs.  Shoulders  and  Laws,  respectively, 
that  Drs.  Gaines  and  Stapp  be  made  honorary  mem- 
bers of  the  Tennessee  State  Medical  Association 
and  that  the  Tennessee  delegates  to  the  American 
Medical  Association  be  instructed  to  propose  Drs. 
Gaines  and  Stapp  as  affiliate  fellows  in  the  Amer- 
ican Medical  Association. 

The  motions  were  put  to  a vote  and  carried. 

(See  page  451,  Resolutions  Committee.) 

By  motion  made  by  the  Credential  Committee, 
Dr.  A.  R.  Kempf  was  seated  as  a delegate  from 
Robertson  County. 

At  4:10  P.M.  the  meeting  adjourned  to  meet  at 
9:00  A.M.  Wednesday,  April  12. 

WEDNESDAY  MEETING 

The  meeting  was  called  to  order  by  Speaker 
Zemp  at  9:30  A.M. 

The  first  order  of  business  was  Councilors’  re- 
ports : 


First  District 
Dr.  L.  E.  Dyer,  Councilor 

DR.  L.  E.  DYER:  The  First  District  is  composed 
of  eleven  counties  in  the  extreme  east  of  the  state. 

I do  not  have  reports  from  two  of  the  counties. 

My  home  county  is  Greene.  We  have  had  dur- 
ing this  past  year  one  or  two  very  remarkable 
things  in  the  different  counties  of  the  First  District. 
For  instance,  in  Sullivan  and  Johnson  Counties, 
that  is,  Kingsport  and  Bristol,  one  remarkable 
thing  is  there  are  fifty-one  active  members  of  the 
society;  there  are  fifteen  more  eligible.  There  are 
only  sixty-nine  in  those  two  counties,  so  that  leaves 
only  three  doctors  in  those  two  counties  who  are 
ineligible.  I think  that  is  a remarkable  thing  that 
we  only  have  three  in  a town  the  size  of  Kingsport 
and  Bristol  who  are  ineligible  to  belong  to  the 
society. 

Another  thing  that  I think  is  remarkable  with 
these  smaller  societies  is  the  average  attendance 
at  each  medical  meeting.  For  instance,  in  some  of 
the  smaller  counties,  like  Carter  County,  Elizabeth- 
ton,  there  are  ten  members,  and  there  has  been  an 
average  attendance  of  eight.  There  were  eleven 
scientific  papers.  That  shows  the  interest  that 
even  the  smaller  societies  show. 

Take  my  own  county,  Greene  County,  with  twen- 
ty members.  Number  of  physicians  in  the  county 
twenty-two;  physicians  eligible,  two.  That  bears 
out  the  point  I mentioned  a while  ago,  that  we  have 
very  few  physicians  who  are  ineligible  to  belong 
to  these  organized  societies. 

Take  Washington  County;  that  is  one  that  is 
next  to  the  largest.  It  has  a membership  of  forty- 
nine.  I believe  there  are  fifty-three  physicians  in 
the  county,  showing  how  active  the  organized  so- 
ciety has  been  in  keeping  up  their  membership. 
They  have  an  average  attendance  of  twenty-one 
throughout  the  year,  with  nineteen  scientific  papers. 
The  smaller  societies  have  kept  up  their  attendance 
in  proportion. 

We  have  one  unfortunate  thing  in  the  counties 
of  Hancock,  Claiborne,  and  Hawkins.  Hawkins 
County  has  been  organized  at  different  times,  but 
is  inactive  at  present.  There  are  only  a few  doc- 
tors in  Rogersville,  and  they  quite  often  attend  at 
Kingsport,  Greeneville,  and  Morristown.  The  other 
two  counties  that  we  do  not  have  organized  are 
Hancock  and  Claiborne.  They  are  mountainous 
counties.  One  has  only  two  or  three  doctors  in  it, 
and  it  is  just  impossible  for  them  to  be  organized. 

On  the  whole,  the  attendance  of  the  different 
counties  has  been  fine  during  this  last  year.  We 
have  lost  very  few.  Unfortunately,  in  this  year, 
since  1939  has  started,  we  have  had  some  of  our 
best  meetings. 

Second  District 
Dr.  S.  R.  Miller,  Councilor 

Mr.  Chairman  and  Gentlemen:  We  did  not  re- 
ceive any  report  from  Scott  County.  The  Secretary 
has  not  received  it.  I wrote  to  the  Secretary  and 
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asked  for  a report  more  than  a week  ago  and  had 
not  received  it  when  I left  home. 

The  Second  District  has  seven  counties  organ- 
ized, two  not  organized,  or  three  if  you  count  the 
old  district.  Jefferson  County  cannot  keep  an  or- 
ganization going.  We  have  reorganized  them  sev- 
eral times.  We  do  have  several  of  their  members 
as  members  of  other  societies  in  the  Second  District. 

The  six  counties  from  which  I have  reports  show 
a membership  of  230.  There  are  258  physicians  re- 
ported in  the  counties  as  eligible  for  membership. 
That  makes  a difference  of  twenty-eight.  Most  of 
those  men  are  old  men.  I know  of  two  or  three 
who  have  moved  to  other  territories  who  are  in- 
cluded in  these  twenty-eight.  So  these  twenty-eight 
are  really  not  worth  much  to  us. 

New  members  received  during  the  year,  thirteen; 
died,  nine.  You  see,  we  have  had  a pretty  heavy 
toll  in  deaths  of  our  own  members.  A great  many 
of  these  other  members  are  old,  too.  We  had  nine 
dropped  for  nonpayment  of  dues.  This  is  reported 
as  of  the  first  of  the  year.  Some  of  the  constitu- 
tions and  by-laws  do  not  require  them  to  pay  then. 
But,  according  to  our  Constitution  and  By-Laws, 
they  cannot  be  reported  as  members  unless  they 
have  paid  up  their  dues. 

We  have  had  129  meetings  in  this  district.  We 
have  had  an  average  attendance  of  105  5/6,  which 
is  a very  fine  attendance.  Knox  County,  however, 
has  an  average  attendance  of  sixty-eight,  which  is 
one  of  the  best  reports  we  have  received. 

Three  or  four  of  these  men  have  moved,  as  I say, 
to  other  territories.  These  unorganized  counties 
have  several  members  in  Knox  County  or  Hamblen 
County.  We  have  done  everything  we  could  to  get 
these  eligible  members  into  some  county  society, 
their  own  or  some  other. 

Third  District 

Dr.  Hiram  A.  Laws,  Councilor 

DR.  FRANKLIN  B.  BOGART:  I got  the  report 
from  Dr.  Laws.  It  is  also  a statistical  report.  The 
figures  are  not  totaled  for  the  whole  district.  I 
won’t  attempt  to  read  all  of  it. 

There  are  two  or  three  things  that  are  interest- 
ing. He  has  a very  large  district,  that  is,  as  far 
as  the  number  of  counties  is  concerned.  Some  of 
them  are  not  organized  at  all  in  those  mountains. 
He  had  three,  Bradley,  Monroe,  and  McMinn,  from 
which  he  was  unable  to  get  a report.  He  said  he 
called  repeatedly,  sent  stamped  envelopes,  and 
everything  else  and  could  not  get  any  report  out 
of  those  three. 

In  all  of  the  counties  there  were  thirty-five  who 
were  considered  eligible  who  did  not  belong,  but 
there  were  thirteen  of  those  in  one  county,  Warren, 
that  does  not  have  a society. 

One  interesting  thing  about  it  is  that  in  the  whole 
district  during  the  year  there  was  only  one  death. 

Fourth  District 
Dr.  J.  T.  Moore,  Councilor 

As  usual,  it  was  impossible  to  get  reports  from 
all  of  the  counties  in  my  district.  I could  only 


secure  reports  from  seven  active  medical  societies, 
Fentress,  Jackson,  Putnam,  Smith,  Wilson,  Cum- 
berland, and  Sumner. 

So  far  as  I could  ascertain,  we  had  no  deaths 
in  this  district.  We  have  active  medical  societies 
in  seven  counties.  We  have  several  small  counties 
in  this  district  where  there  are  so  few  doctors,  it 
is  hard  to  get  an  organized  medical  society,  such 
as  Clay  County,  Pickett  County,  and  Overton 
County.  They  do  not  meet  regularly. 

In  Fentress  County  they  meet  half  the  time; 
Jackson  County  half  the  time;  Putnam  County 
every  meeting.  Smith  County  had  regular  meet- 
ings for  the  twelve  months;  Wilson  County  every 
month  except  one,  and  that  was  due  to  a special 
bourse  that  the  doctors  were  attending  at  one 
time.  We  have  in  this  district  a five-county  medical 
society,  and  a great  many  of  these  men  who  do  not 
attend  the  county  societies  go  to  this  five-county 
medical  society.  We  have  a real  society  there. 
From  twenty-five  to  thirty  doctors  meet  every  two 
months.  They  have  a real  good  time,  good  meeting, 
and  good  program. 

Fifth  District 

Dr.  J.  W.  Sutton,  Councilor 
See  tabulated  statistics. 

Sixth  District 

Dr.  H.  S.  Shoulders,  Councilor 
SECRETARY  SHOULDERS:  Dr.  H.  S.  Shoul- 
ders is  engaged  in  a sectional  meeting  and  left  his 
report  here  to  be  read. 

It  embraces  two  counties.  This  is  purely  a sta- 
tistical report,  no  controversial  matters  having 
arisen.  So  I will  file  the  statistical  report  as  part 
of  the  complete  report. 

Seventh  District 

Dr.  C.  D.  Walton,  Councilor 
DR.  S.  R.  MILLER:  Mr.  Chairman,  Dr.  Walton 
found  at  the  last  minute  he  could  not  come  to  the 
meeting.  He  sent  his  report,  however,  with  the 
regret  that  he  could  not  be  here.  He  has  only  five 
reports.  I don’t  know  how  many  counties  he  has, 
but  a good  deal. 

Summing  up,  he  has  sixty-eight  members;  eight 
new  members;  two  deaths;  four  dropped — a net 
gain  of  two.  They  have  had  thirty-six  meetings 
during  the  year.  One  of  the  societies  hasn’t  had  a 
single  meeting.  Another  society  has  had  only  one. 
Most  of  the  societies  have  had  ten  or  twelve  meet- 
ings. 

Eighth  District 

Dr.  J.  R.  Thompson,  Jr.,  Councilor 
In  the  Eighth  District,  which  is  the  local  district, 
we  have  had  the  same  problem  I have  reported  to 
this  House  for  the  past  three  years,  in  McNairy 
County,  a small  county  of  five  members  and  only 
ten  physicians  in  the  county,  about  forty  or  fifty 
miles  south  of  here.  We  have  attempted  to  put 
them  in  with  some  larger  group.  We  finally  got 
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them  interested  three  or  four  months  ago.  They 
wrote  and  asked  what  they  must  do.  We  went  to 
work  and  told  them  and  carried  on  considerable 
correspondence,  the  last  four  letters  of  which  have 
been  unanswered.  So  they  are  still  in  status  quo, 
as  far  as  they  are  concerned. 

The  Tri-County  Society,  which  was  composed  of 
three  small  counties  surrounding  Jackson,  as  of  the 
first  of  January  voted  to  turn  in  their  charter 
which  they  did.  Those  men,  on  invitation  from  the 
Madison  County  Medical  Society,  became  members 
here.  They  were  as  close  to  this  society  as  they 
were  to  one  another.  They  gave  up  their  separate 
organizations  rather  than  to  attempt  to  have  small 
meetings,  with  ten  or  twelve  at  a meeting,  and  came 
here  with  an  average  of  twenty-five  or  thirty  meri. 
They  gave  up  their  charter.  I don’t  think  that  re- 
quires any  action.  Did  you  accept  that  charter? 

During  a discussion  engaged  in  here  by  Drs. 
Thompson,  S.  R.  Miller,  and  H.  H.  Shoulders,  it 
appeared  that  Henderson,  Decatur,  and  Chester 
Counties  desired  to  surrender  their  charters  so  that 
their  members  could  join  the  Madison  County  Med- 
ical Society.  Such  was  Dr.  Thompson’s  recommen- 
dation, seconded  by  Dr.  S.  R.  Miller.  At  the  con- 
clusion of  the  report,  it  was  voted  to  accept  the  sur- 
render of  charters  of  these  three  counties. 

Dr.  Thompson’s  report  continues : Fayette-Harde- 
man  is  in  good  shape.  There  are  twenty-four  phy- 
sicians in  the  county  and  eighteen  are  members. 
Three  of  the  counties  in  the  upper  bracket  go  into 
the  Seventh  District,  but  they  report  to  me  only  in 
so  far  as  membership  is  concerned.  They  have 
practically  completed  the  roll.  One  of  them,  Henry 
County,  has  seventeen  physicians  and  fourteen 
members,  which  is  practically  in  keeping  with  the 
other  two. 

We  have  had  two  deaths,  Dr.  E.  E.  Waller  of 
Madison  County  and  Dr.  Harold  D.  Haney  of 
Bolivar,  in  the  Fayette-Hardeman  group.  That 
completes  the  report. 

Ninth  District 
Dr.  E.  H.  Baird,  Councilor 

I have  a much  different  report  from  what  I had 
last  year.  We  try  to  keep  active  societies  going  in 
the  district  as  much  as  we  can  and  have  two  or 
three  very  active  societies,  especially  one. 

We  have  in  the  district  ninety-eight  members 
and  153  residing  in  the  counties.  New  members, 
five;  seven  died  during  the  past  year.  I noticed, 
Mr.  Secretary,  some  of  those  names  were  not  in 
that  report  that  was  put  through  the  House  yes- 
terday in  memoriam  of  those  who  died.  We  had 
one  man  who  belonged  to  the  society  for  thirty 
years.  I noticed  his  name  was  not  on  there,  and  it 
should  be  placed  there. 

We  had  104  scientific  papers  read;  thirty-six 
meetings.  In  one  of  our  societies  we  have  all  the 
way  from  twenty-five  to  fifty  members  present.  I 
do  not  know  that  there  was  anything  unusual  that 
came  up  in  the  district.  Things  are  about  the 
same  as  they  were  last  year. 


Tenth  District 

Dr.  W.  B.  Burns,  Councilor 

Mr.  Chairman  and  Gentlemen:  The  Tenth  Dis- 
trict comprises  only  Shelby  County.  The  number 
of  members  of  the  society  now  is  332  regular  mem- 
bers, not  including  six  veterans  and  twelve  asso- 
ciates. Number  of  physicians  residing  in  the  county, 
350;  number  of  physicians  eligible  for  membership, 
who  are  not  members  of  the  society,  eighteen; 
number  of  new  members  during  the  year,  twenty- 
four,  including  one  transfer;  number  of  members 
who  died  during  the  year,  five.  Those  members 
were  Drs.  H.  L.  Berry,  E.  J.  Johnson,  H.  A.  Hart, 
W.  M.  Bigham,  an  associate  member,  and  W.  T. 
Black.  Number  of  members  dropped  from  mem- 
ber roll,  one  (transferred) ; number  of  meetings  of 
the  society  during  the  year,  nineteen;  average  at- 
tendance at  meeting,  sixty;  average  attendance  of 
visitors,  four;  number  of  scientific  papers  read, 
thirty-one,  and  thirty-one  case  reports.  Five  were 
addresses  by  invited  guests.  Name  of  president, 
Dr.  J.  H.  Francis. 

We  elected  during  1938  two  veteran  members, 
Dr.  B.  F.  Turner  and  Dr.  E.  E.  Francis.  I see  they 
have  my  name  on  here  for  election,  but  I was 
elected  this  year  as  a veteran. 
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SECOND  DISTRICT — 
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EIGHTH  DISTRICT— 


Carroll 6 15 

Fayette- 

Har deman  _ 18  24 

Henry  14  17 

Madison  56  34 

McNairy  5 10 

NINTH  DISTRICT — 

Dyer,  Lake,  and 

Crockett  — 37  48 

Gibson 23  28 

Haywood 10  14 

Lauderdale  __  6 15 

Obion  9 27 

Tipton  9 17 

Weakley  13  21 

TENTH  DISTRICT — 
Shelby 332  350 
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4 0 

9 0 
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0 0 12  10  36 

1 1 10  9 20 
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1 0 11  30  22 

0 5 3 2 to  4 1 


0 0 10  32.4  28 

1 1 9 11  15 

1 1 12  8 24 

0 2 2 6 0 

1 0 3 7 2 

0 15  100%  5 

0 10  0 0 

5 1 19  60  '81 


COUNCIL  REPORT 

Dr.  S.  R.  Miller  reported  for  the  Council,  saying 
the  Council  had  a meeting  yesterday.  There  was 
only  one  case  that  came  before  it.  That  was  the 
case  from  Hamblen  County  that  has  been  up  almost 
a year  with  the  Councilor.  This  man  felt  aggrieved 
because  he  could  not  get  membership  in  the  society. 
The  matter  was  taken  up  with  the  members  of  the 
society  to  see  why.  He  claimed  there  was  preju- 
dice because  he  was  from  the  North.  In  this  county 
during  the  war  everything  was  solid  Union.  That 
did  not  work.  We  found,  on  investigation,  that  the 
man  was  almost  anything  but  fit  for  membership 
in  the  society. 

We  wound  up,  after  long  correspondence  with 
him  and  members  of  the  society,  and  various  inter- 
views, by  telling  him  there  was  no  chance  for  him 
to  get  in,  and  if  he  appealed  to  the  Council  at  this 
meeting,  as  he  was  going  to  do,  he  would  not  have 
a shadow  of  a show,  and  the  best  thing  for  him  to 
do  was  to  go  ahead  and  try  to  make  a decent  man 
out  of  himself,  make  some  friends  among  the  local 
profession,  if  he  could,  and  not  carry  a chip  on  his 
shoulder  all  the  time,  and  not  go  around  talking 
about  some  of  the  members  because  they  happened 
to  be  older  than  he  was,  calling  them  old  fogies,  and 
so  forth.  There  were  grave  charges  against  him. 
This  was  reported  to  the  Council,  and  the  Council 
ratified  the  action  of  the  Councilor. 

One  more  thing  I want  to  say  here,  Mr.  Chair- 
man. You  noticed  in  the  report  of  the  Treasurer 
a good  many  of  these  committees  put  in  expenses. 
We  as  Councilors  are  entitled  to  put  in  any  ex- 
penses we  have  for  travel,  postage,  and  so  forth. 
I have  been  a member  of  the  Council  since  1913, 
when  it  was  organized,  chairman  about  three  years 
later,  and  if  there  has  ever  been  a penny  put  in  for 
expenses  by  the  Councilors,  for  traveling  expenses, 
visiting  different  people,  or  for  postage,  I don’t 
know  it.  So  the  Councilors  are  carrying  their  part 
of  the  load. 

We  hear  so  much  about  wanting  to  combine  these 
societies  and  making  larger  societies  that  will  have 
some  membership  worth  while  to  have  an  en- 
thusiastic meeting.  Now  the  Councilors  have  done 
all  they  can.  The  Secretary  has  done  what  he 
could.  The  Assistant  Secretary  has  done  what  he 
could.  The  Councilors  have  discussed  this  matter 
in  their  meetings  numerous  times.  There  is  but 
one  way  to  do  it,  and  that  is  for  this  House  of  Dele- 


gates to  order  certain  counties  combined.  I do  not 
believe  it  ought  to  be  done  offhand,  but  I do  be- 
lieve that  a committee  of  the  Council  could  make 
recommendations  to  this  society  at  a future  meet- 
ing; let  the  societies  that  are  involved  be  notified 
of  that  and  have  them  come  here. 

You  take  Loudon  and  Roane  in  the  Second  Dis- 
trict and  Monroe  in  the  Third  District — those  ought 
to  be  combined.  In  the  summertime  we  have  about 
three  meetings,  one  in  each  county,  and  we  have  a 
great  big  meeting,  an  enthusiastic  meeting,  large 
attendance,  but  you  cannot  get  those  men  to  agree 
to  combine.  I have  written  to  them;  I have  visited 
them  and  talked  with  them  about  it.  As  Sherman 
said:  “You  can  sometimes  lead  East  Tennesseans, 
but  the  devil  in  hell  cannot  drive  them  anywhere.” 

I don’t  think  it  is  good  for  the  Councilors  to 
drive  them.  It  is  for  this  body  to  determine 
whether  this  body  shall  drive  them  or  not. 

Dr.  Dyer  and  I have  had  conferences  about  a 
combination  of  the  First  and  Second  District  coun- 
ties— Greene,  Cocke,  and  some  others.  I have  no 
doubt  that  all  of  the  Councilors  have  the  same 
trouble. 

If  we  could  get  some  concrete  plan  and  let  this 
House  order  it,  giving  those  people  notice  before- 
hand for  their  delegates  to  come  here  and  say 
whether  it  should  or  should  not  be  done,  I believe 
we  might  accomplish  something. 

THE  SPEAKER:  That  is  purely  up  to  the  Coun- 
cilors. Let  them  send  in  their  recommendation  and 
we  will  discuss  it  and  act  on  it. 

SECRETARY  SHOULDERS:  I rise  to  discuss 
for  one  minute  the  suggestion  by  Dr.  Miller.  For 
some  years  I think  I have  embraced  in  each  report 
I have  made  something  of  the  difficulties  of  getting 
smaller  units  combined  to  make  bigger  and  better 
units.  As  a matter  of  fact,  this  matter  of  com- 
bining counties  is  discussed  in  the  administration. 
Our  county  situation  is  really  a difficult,  expensive, 
cumbersome,  administrative  system.  As  you  know, 
the  size  of  counties  was  determined  years  ago  on 
one  basis,  namely,  the  amount  of  time  it  would  take 
a person  to  get  up  in  the  morning,  do  his  chores,  get 
to  town  on  a mule,  transact  business  and  get  back 
home  in  time  to  do  up  chores  that  night.  That 
determined  the  size  of  the  county.  It  was  deter- 
mined for  that  day. 

I think  it  would  be  appropriate  for  this  House 
to  take  some  action  because  it  is  an  expensive,  diffi- 
cult matter  to  keep  those  men  in  the  counties  or- 
ganized, and  it  makes  a very  poor-looking  report 
where  you  show  the  number  of  counties  not  organ- 
ized. As  a matter  of  fact,  most  of  the  worth-while 
doctors  in  the  county  are  already  members  of  some 
adjacent  county.  It  is  purely  a technical  matter 
of  getting  them  into  a few  good  organizations. 

THE  SPEAKER:  As  I say  again,  the  only  thing 
we  can  do  is  to  have  the  Councilors  make  a recom- 
mendation, notify  the  members  of  that  county  that 
it  is  to  come  up  at  the  next  meeting,  and  have  this 
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House  pass  it.  They  might  have  some  good  reason 
we  do  not  know  about,  and  therefore  they  ought 
to  be  given  a chance  to  state  their  side  of  the 
question. 

ELECTION  OF  COUNCILORS 

Speaker  Zemp  said  the  next  order  of  business, 
following  Councilors’  reports  and  the  Council’s  re- 
port, was  election  of  Councilors.  This  year  the 
election  of  Councilors  for  the  even  numbered  dis- 
tricts are  to  be  elected. 

Second  District — Dr.  S.  R.  Miller  was  nominated 
by  Dr.  Copenhaver,  seconded  by  Dr.  Stanford.  Dr. 
Burns  moved  that  nominations  be  closed.  Seconded, 
put  and  carried. 

Dr.  Miller  was  declared  elected  by  the  Speaker. 

Fourth  District — Dr.  J.  T.  Moore  was  nominated 
by  Secretary  Shoulders  and  Dr.  Howard.  Nomina- 
tions closed  by  motion,  regularly  seconded,  put  to 
vote  and  carried. 

Dr.  J.  T.  Moore  declared  elected  by  the  Speaker. 

Sixth  District — Dr.  H.  S.  Shoulders  was  nomi- 
nated by  Dr.  D.  W.  Smith.  Dr.  Stanford  moved 
to  close  nominations.  Motion  seconded,  voted  and 
carried. 

Dr.  H.  S.  Shoulders  declared  elected  by  the 
Speaker. 

Eighth  District — Dr.  J.  R.  Thompson,  Jr.,  was 
nominated  by  Dr.  H.  H.  Herron.  Seconded  by  Dr. 
W.  B.  Burns.  Motion  put  to  vote  and  carried. 

Dr.  J.  R.  Thompson  was  declared  elected. 

Tenth  District — Dr.  W.  B.  Burns  was  nominated 
by  Dr.  Webb  Key.  Dr.  Stanford  moved  to  close 
nominations.  Motion  seconded,  voted  on  and  car- 
ried. 

Dr.  W.  B.  Burns  was  declared  elected  by  the 
Speaker. 

Dr.  E.  H.  Baird  brought  up  the  matter  of  com- 
bining small  counties  for  scientific  programs,  al- 
lowing each  county  to  retain  its  charter  and  rep- 
resentation in  the  House  of  Delegates.  The  discus- 
sion was  engaged  in  by  Speaker  Zemp,  Dr.  W.  B. 
Burns,  and  Dr.  J.  B.  Stanford.  No  action  was 
taken.  Speaker  Zemp  announced  a special  order 
of  business  and  introduced  Dr.  Rock  Sleyster,  pres- 
ident-elect of  the  American  Medical  Association. 
The  audience  arose  and  applauded. 

ADDRESS  BY  DR.  SLEYSTER 

DR.  ROCK  SLEYSTER:  Mr.  Speaker,  I have  no 
speech  prepared  to  give  you  this  morning,  and  I 
haven’t  the  slightest  idea  in  the  world  what  to  say. 
I attended  a luncheon  meeting  down  here  yesterday 
and  listened  to  your  distinguished  Secretary  burn 
up  a luncheon  club.  I only  wish  this  morning  I 
had  a little  of  his  ability  to  get  up  and  give  an 
extemporaneous  speech  and  say  a whole  lot  of 
things  that  would  ring  the  bell  every  time  I said 
them  as  he  did. 

It  seems  to  me  that  we  might  call  this  a stock- 
holders’ meeting.  One  of  the  things  that  has  al- 
ways disturbed  me  in  going  about  to  medical  so- 
cieties is  to  hear  the  membership  refer  to  the 


American  Medical  Association  in  the  third  person. 
“What  does  the  American  Medical  Association  think 
about  this?  What  is  the  American  Medical  As- 
sociation going  to  do  about  this?”  and  that  sort  of 
question.  As  I said  last  night,  this  is  the  American 
Medical  Association  meeting  here  this  morning. 
This  is  a part  of  it.  We  might  think  of  it  as  a 
big  corporation,  and  each  and  every  one  of  you  is  a 
stockholder  in  it.  You  each  hold  the  same  amount 
of  stock  that  I hold  or  that  any  doctor  in  New 
York  or  Boston  or  San  Francisco  holds.  No  one 
has  a greater  share  of  interest  in  it  than  another. 
It  is  democratically  organized  from  the  ground 
up.  Your  influence  on  it,  your  control,  is  numeri- 
cally proportionate  exactly  to  what  it  is  in  any 
other  state.  It  is  your  society,  and  you  are  the 
American  Medical  Association. 

Now,  as  one  of  your  officers,  if  we  think  of  this 
as  a stockholders’  meeting,  I know  you  are  inter- 
ested in  how  well  things  are  going,  because,  during 
the  last  five  years  especially,  you  have  read  a great 
deal  of  propaganda,  headlines,  which  stated  that 
the  American  Medical  Association  was  falling  to 
pieces;  it  was  being  disorganized;  there  were  big 
differences  of  opinion,  and  large  sections  were 
splitting  off.  Those  who  seemed  to  be  interested  in 
promoting  these  things  have  repeatedly  made  these 
statements  and  tried  to  get  them  out  especially  to 
the  public. 

A couple  of  years  ago  we  heard  a great  deal 
about  a committee  of  430.  That  did  sound  kind  of 
big  to  lots  of  people,  I suppose,  but,  after  all,  when 
you  think  of  430,  it  is  less  than  a third  of  one  per 
cent;  it  would  be  pretty  hard  to  get  a group  of  350 
men  together  anywhere  that  one  fellow  would  not 
differ  in  opinion  on  any  question.  I suppose  you 
could  get  350  Tennessee  men  together  this  morn- 
ing, and  one  out  of  the  350  would  be  willing  to  vote 
to  take  me  out  and  shoot  me  at  sunrise  tomorrow 
morning.  I don’t  care  what  it  is.  I think  that  is 
a perfectly  remarkable  record.  It  is  a great  pleas- 
ure to  me  to  report  that  the  membership  of  the 
American  Medical  Association,  on  the  first  of 
March,  passed  112,000  members,  for  the  first  time 
in  its  history.  That  is  a gain  of  14,000  members 
in  the  last  five  years,  while  everybody  has  been 
predicting  that  the  American  Medical  Association 
was  going  to  pieces  and  falling  apart. 

We  have  never  built  so  fine.  There  has  never 
been  such  unanimous  opinion,  and  the  membership 
has  never  been  so  thoroughly  united  on  any  one 
subject  as  they  are  today. 

So  the  American  Medical  Association  is  a pretty 
healthy  going  concern,  and  we  need  not  worry  about 
any  committee  of  430  or  any  headlines  that  we  may 
read  that  the  American  Medical  Association  is  go- 
ing to  pieces. 

It  rather  seems  to  me  that,  with  all  the  shooting 
we  have  been  listening  to  in  the  last  few  years,  the 
greatest  danger  is  right  from  within  our  own  mem- 
bership. A lot  of  fellows  are  very  jittery. 

I remember  a story  that  Dunne  printed  in  his 
Mr.  Dooley  series  a good  many  years  ago.  I know 
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the  older  men  will  remember  those  stories  of  Mr. 
Dooley.  He  told  about  some  of  the  boys  in  the 
; neighborhood  in  that  ward  in  Chicago.  Mrs.  Fin- 
i negan  was  giving  a party  on  Finnegan’s  birthday, 
and  it  got  noised  around  the  ward.  So,  some  of  the 
| boys  got  out  in  front  of  Mrs.  Finnegan’s  house  and 
I called  her  names,  and,  while  she  was  on  the  front 
Is  porch  scolding  them,  somebody  sneaked  in  the  back 
door  and  stole  the  ham  she  had  prepared  for  the 
j occasion.  I am  not  so  certain  we  have  not  been  out 
jj  on  the  front  porch  talking  back  to  them  and  taking 
I the  whole  thing  a little  more  seriously  than  we 
should,  and  there  are  indications  that  while  we 
j!  have  been  doing  that,  some  people  have  been  trying 
i to  get  in  the  back  door  and  steal  the  ham  that  we 
have  been  so  carefully  preparing  and  conserving. 

I don’t  think  we  should  focus  our  whole  atten- 
tion on  the  attacks  that  have  been  made  on  us. 
i We  must  not  lose  sight  of  the  fact  that,  after  all, 
we  are  organized  as  scientific  bodies,  and  the  pri- 
mary  purpose  of  every  medical  society,  from  the 
j county  up,  is  to  make  better  doctors  out  of  the 

I members  in  order  that  they  may  render  a better 
service  to  our  people. 

I think  that  delegates  such  as  you  are,  and 
Councilors,  might  well  afford  to  take  a course  in 
newspaper  reporting.  I think  your  functions  is 

I to  carry  back  to  your  districts  the  news  of  what  is 
going  on  and  to  explain  to  the  membership  in  gen- 
eral the  functions  of  organized  medicine  and  its 
activities.  I think  that  is  equally  important,  as  it 
j|  is  to  meet  once  a year  and  take  care  of  your  legis- 
lative  matters. 

I I think  that  one  of  the  most  valuable  functions 
you  can  perform  after  this  meeting  is  to  go  back  to 
your  homes  and  acquaint  your  societies  with  what 
| has  been  going  on  here.  I would  like  to  go  a little 
j farther  than  that. 

We  cannot  have  this  many  delegates  from  Ten- 
nessee to  the  American  Medical  Association.  If 
I every  state  was  represented  that  way,  we  could 
not  find  a house  that  would  take  care  of  them,  but 
I do  think  that  every  one  of  you  delegates  should 
carefully  read,  after  the  meetings  of  the  American 
j Medical  Association,  the  reports  of  the  actions 
| which  have  been  taken  by  that  House  and  bring 
f those  back  to  your  county  societies  as  well.  In 
j|  other  words,  you  are  really  the  organization  men 
r of  your  districts.  I think  it  is  tremendously  im- 
j portant  that  you  be  familiar  with  everything  that 
| is  being  done  in  an  organization  way  and  that  you 
j can  go  back  and  report  to  your  stockholders  just 
! as  I am  making  this  little,  short  report  to  you  as 
I stockholders  of  this  great  corporation. 

I think  it  is  important  for  you  to  be  familiar 
| with  the  bureaus  and  the  councils  of  the  American 
j Medical  Association.  It  is  a little  disappointing 
sometimes  to  find  how  little  our  membership  in  gen- 
eral  know  what  is  going  on  in  the  headquarters 
building.  As  I told  you  last  night,  that  isn’t  the 
| American  Medical  Association,  but  we  have  a plant 
| down  in  Chicago  that  is  worth  more  than  two  mil- 
lion dollars;  it  has  600  employees  in  it.  That  is 


your  plant.  Those  people  are  employed  in  carry- 
ing out  and  doing  work  which  you  have  ordered 
them  to  do.  You  should  be  familiar  with  what 
that  work  is,  and  you  should  support  it. 

Let  us  just  very  briefly  mention,  for  instance, 
the  Council  on  Pharmacy  and  Chemistry.  I am 
sure  the  older  members  in  this  group  recall  the  cir- 
cumstances I mentioned  last  night  of  the  days 
when  we  started  to  practice  medicine  and  what 
therapy  was  in  those  days.  I remember  I did  not 
have  much  of  an  idea  about  materia  medica;  we 
had  not  had  much  of  a course  in  it.  The  first 
few  years  I was  out  I depended  a good  deal  on  what 
the  detail  men  told  me,  and  I depended  a good  deal 
on  the  medical  advertisements.  It  seemed  to  me 
if  they  were  published  in  the  medical  journal,  they 
were  all  right.  I look  back  with  a good  deal  of 
shame  and  horror  at  some  of  the  things  I pre- 
scribed for  my  patients  during  those  days.  It  was 
a chaotic  state  of  affairs. 

In  1905,  Mr.  Simmons  and  that  group  started  to 
clean  that  up.  Our  Council  on  Pharmacy  and 
Chemistry  was  organized,  and  it  was  determined 
to  sacrifice  hundreds  of  thousands  of  dollars’  worth 
of  advertising  and  throw  out  of  the  Journal  every- 
thing that  could  not  meet  the  standards  of  approval 
which  were  established  by  that  Council.  So  that 
now  any  physician  may  prescribe  any  drug  which 
he  has  seen  advertised  in  our  publications  and  de- 
pend upon  it  that  it  does  what  is  claimed  for  it, 
that  there  is  no  dishonest  advertising  there,  and 
there  is  some  censorship  of  those  things.  There 
has  been  a great,  big  clean-up  campaign. 

It  is  surprising  how  many  of  our  own  members 
do  not  appreciate  that  work,  and  it  is  surprising, 
for  instance,  with  our  own  publications,  we  have 
numerous  journals  bearing  on  the  specialties,  where 
some  commercial  publisher  is  publishing  another 
journal  in  competition  with  our  own,  accepting  any 
and  all  kinds  of  advertising.  It  is  purely  a money- 
making concern.  The  scientific  part  of  the  journal 
is  good,  but  the  advertising  carried  in  that  section 
is  thoroughly  dishonest.  Still  you  can  pick  up  these 
outside  journals  and  find  the  list  of  associate  editors 
on  the  page,  and  you  are  utterly  astounded  that  our 
own  leading  members,  men  who  are  outstanding  in 
their  specialties,  seem  to  unknowingly  lend  their 
names  to  an  entire  commercial  journal  which  is 
published  for  the  profit  of  some  publishing  house, 
which  contains  thoroughly  dishonest  advertising, 
but  still  their  names  are  lent  in  support  of  it. 
Probably  that  is  human  nature.  Doctors,  as  well 
as  other  people,  like  to  see  their  names  in  print, 
but  some  of  our  best  men  carry  their  names 
there  and  contribute  regularly  to  these  journals. 

In  closing,  I just  want  to  make  this  plea,  that 
you  delegates  be  scouts  who  are  going  back  to 
your  own  societies  and  to  your  own  membership. 
Be  familiar  with  the  activities  of  your  Association. 
Know  what  it  is  all  about.  Bring  the  story  back 
to  your  own  societies.  When  you  meet  medical 
men,  even  not  in  medical  society  meetings,  talk 
about  these  things  and  do  everything  you  can  to 
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get  these  men  familiar  with  and  appreciative  of 
the  efforts  which  organized  medicine  is  making 
to  raise  standards  and  to  meet  the  ideals  that  we 
have  all  endorsed. 

It  has  been  a great  pleasure  to  be  here.  I always 
like  to  come  south.  When  I get  a little  older  and 
romantic,  I would  like  to  spend  the  rest  of  my  days 
down  here  with  you.  (Applause.) 

REPORTS  OF  REFERENCE  COMMITTEES 

Delegates  to  the  American  Medical  Association. 

The  reports  of  the  San  Francisco  meeting  and  of 
the  special  session  in  September  having  been  pub- 
lished in  the  October  Journal,  the  Speaker  granted 
permission  to  omit  reading  the  report. 

Credentials  Committee  had  no  report. 

REPORT  OF  COMMITTEE  ON  REPORTS  OF 
OFFICERS 

DR.  0.  N.  BRYAN : Mr.  Chairman,  we  have  re- 
viewed the  report  of  the  Treasurer  which  has  been 
duly  audited,  and  we  recommend  the  acceptance 
of  it. 

THE  SPEAKER:  I will  entertain  a motion  to 
accept  this  report. 

DR.  SCHRAM:  I so  move. 

DR.  MANIER:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  BRYAN : The  next  is  the  report  of  the 
Chairman  of  the  Board  of  Trustees.  We  have  re- 
viewed this,  and  we  recommend  the  acceptance 
of  it. 

DR.  MILLER:  I move  it  be  accepted. 

DR.  SWAFFORD:  I second  the  motion. 

The  motion  was  put  to  a vote  and  carried. 

DR.  BRYAN:  Next  we  have  the  report  of  the 
Secretary.  Under  this  I think  there  is  one  phase 
of  it  that  we  should  bring  before  the  House.  That 
is  with  reference  to  colored  physicians.  In  this 
he  states: 

“I  deem  it  appropriate  to  bring  to  your  attention 
a situation  not  touched  upon  in  previous  reports. 
It  relates  to  the  matter  of  colored  physicians  in 
the  state.  As  you  know,  we  have  several  hundred 
in  practice.  In  addition  to  this,  we  have  an  A 
grade  medical  school  for  colored  students,  graduat- 
ing a class  each  year.  All  these  graduates,  of 
course,  do  not  locate  in  Tennessee,  but  the  number 
of  colored  physicians  is  increasing.  None  of  these 
are  eligible  to  membership  in  the  Tennessee  State 
Medical  Association.  This  situation,  of  course, 
affects  our  membership  adversely,  but  this  is  not 
the  main  point.  The  facts  are  that  these  physi- 
cians cannot  become  members  of  the  American 
Medical  Association  except  through  membership  in 
the  state  association. 

“In  several  states,  principally  in  the  North,  col- 
ored physicians  are  members  of  the  state  associa- 
tions. 


“Colored  physicians  are  organized  into  what  is 
known  as  the  National  Medical  Association. 

“Last  year  political  influences,  with  headquarters 
in  Washington,  made  a strong  attempt  to  play  on 
the  prejudice  of  the  colored  physicians  and  secure 
their  support  of  the  National  Health  Program  as 
then  proposed.  These  colored  physicians  decided 
to  remain  loyal  to  the  principles  of  the  American 
Medical  Association. 

“Three  members  of  the  National  Medical  Asso- 
ciation addressed  the  extraordinary  session  of  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation last  September  on  this  very  question.  At 
the  same  time  they  requested  consideration  of  their 
problems. 

“I  do  not  raise  this  question  for  the  purpose  of 
making  recommendations  as  to  the  actions  which 
should  be  taken  now.  I raise  the  question  for  the 
purpose  of  introducing  you  to  the  fact  that  a prob- 
lem does  exist  which  deserves  very  careful  con- 
sideration on  the  part  of  this  House  of  Delegates.” 

Your  committee  agrees  with  him  very  much  that 
this  consideration  should  be  given.  We  are  more  or 
less  in  sympathy  with  it,  but  as  to  our  making  any 
definite  recommendations,  your  committee  only  came 
to  one  conclusion,  and  that  is  we  would  recommend 
that  a committee  be  appointed  from  the  House  of 
Delegates  consisting  of  men  from  each  grand  divi- 
sion of  the  state,  to  investigate  this  thoroughly  and 
come  back  next  year  with  their  recommendations 
on  this  subject.  I so  move,  sir. 

THE  SPEAKER:  Do  I hear  a second  to  the  mo- 
tion? 

DR.  RICHARDS:  I second  it. 

THE  SPEAKER:  It  is  open  for  discussion. 

DR.  STANFORD:  We  have  to  look  at  this  mat- 
ter from  two  standpoints:  First,  the  standpoint  of 
the  colored  physician.  I don’t  know  what  the  post- 
graduate arrangements  are  at  Meharry  Medical 
College,  but  except  for  what  they  have  there  a 
negro  doctor  must  go  north  for  any  postgraduate 
instruction.  .Those  that  I have  known  who  went 
north  for  such  instruction  afterwards  stayed  north 
in  the  practice  of  medicine.  There  should  be  some 
arrangement  whereby  negroes  profit  in  their  own 
home  town  from  medical  knowledge  that  is  pres- 
ent there. 

Recently,  in  Memphis,  in  the  past  year,  we  have 
permitted  certain  of  the  negro  medical  profession 
to  occupy  some  seats  in  the  back  of  our  hall  to 
listen  to  papers  and  discussions.  They  requested 
such  permission,  and  we  were  glad  to  grant  it  to 
them. 

The  other  standpoint  is  ours.  If  we  do  not  keep 
the  negro  profession  friendly  to  us,  somebody  is 
going  to  get  them  very  unfriendly  to  us.  Effort  has 
already  been  made  along  those  lines.  I would  like 
to  agree  with  Dr.  Shoulders  and  Dr.  Bryan.  I 
hope  something  constructive  can  be  done  along 
those  lines. 
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DR.  BOGART:  Mr.  Speaker,  I think  this  is  an 
important  subject.  All  of  you  know  that,  in  the 
conduct  of  the  course  in  postgraduate  instruction 
in  obstetrics,  which  was  completed  last  year,  and 
in  the  conduct  of  the  course  in  pediatrics  which 
is  now  in  progress,  the  colored  physicians  of  the 
state  were  invited  and  did  participate  in  that  course 
and,  I am  sure,  derived  a great  deal  of  benefit. 

I think  all  that  Dr.  Stanford  said  is  true,  and  I 
think  the  move  is  timely,  to  work  out  some  plan  of 
that  kind.  I think  it  is  very  imperative  that  it 
be  done. 

Having  been  born  and  reared  in  the  South,  I 
recognize,  as  I am  sure  all  of  you  do,  that  it  would 
not  be  feasible  to  have  them  full  members  of  our 
societies  and  participate  in  all  activities  as  is  done 
in  some  other  sections  of  the  country,  but  I don’t 
see  why  it  would  not  be  entirely  feasible  to  have 
some  affiliate  membership  worked  out.  Let  them 
have  their  own  organizations,  as  they  do  now  in 
the  bigger  cities,  and  let  them  become  members  of 
the  American  Medical  Association.  I think  it  is  a 
very  important  move  and  is  a thing  for  which  a 
committee  should  be  appointed  to  work  it  out  and 
report  back  next  year. 

The  question  was  called  for. 

THE  SPEAKER:  Let  us  discuss  this.  Give 
everybody  a chance  to  express  himself.  All  right, 
are  you  ready  for  the  question?  As  I understand 
the  motion  it  is  that  a committee  be  appointed, 
composed  of  members  from  different  sections  of 
the  state,  no  special  number  indicated,  to  study  this 
question  and  bring  it  back  before  the  House  at 
our  next  meeting.  All  in  favor  say  “aye” ; opposed 
“no.”  It  is  carried. 

DR.  S.  R.  MILLER:  Mr.  Chairman,  I don’t  believe 
there  is  any  better  committee  than  the  Board  of 
Trustees.  They  know  the  finances;  they  know  the 
different  influences.  They  are  composed  of  mem- 
bers from  the  different  divisions.  I make  a motion 
that  the  work  be  assigned  to  the  Board  of  Trustees. 

THE  SPEAKER:  The  motion  has  already  been 
made  that  they  be  appointed.  You  could  have 
amended  that  motion.  I don’t  suppose  you  mean 
that  the  Speaker  is  to  appoint  them. 

DR.  BRYANT : Yes. 

THE  SPEAKER:  I can  appoint  the  Board  of 
Trustees.  They  are  from  the  different  sections  of 
the  state.  That  would  not  conflict  with  the  motion. 
I will  take  that  under  consideration. 

Report  of  the  Committee  on  Reports  of  Commit- 
tees, Dr.  J.  0.  Manier. 

DR.  MANIER:  Mr.  Speaker  and  Members  of  the 
House  of  Delegates : Your  Committee  on  Reports  of 
Committees  met  last  night  and  went  over  the  rather 
voluminous  number  of  committee  reports  and  begs 
to  submit  the  following  report  on  these  reports: 

First,  report  of  the  Tuberculosis  Hospital  Com- 
mittee. 

Your  committee  has  reviewed  the  report  of  the 


Tuberculosis  Hospital  Committee  and  recommends 
its  adoption. 

I move  its  adoption. 

DR.  MILLER:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER : Report  of  the  Liaison  Committee. 

Your  committee  has  reviewed  the  report  of  the 
Liaison  Committee  and  recommends  its  adoption. 

I move  its  adoption. 

DR.  BURNS:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

THE  SPEAKER:  Unless  you  want  to  discuss 
these,  just  to  expedite  matters,  I will  not  open  them 
for  discussion.  If  anybody  wants  to  discuss  these 
reports,  please  so  signify. 

DR.  MANIER:  Mr.  Speaker,  I will  say  this,  in 
trying  to  report  these  things,  I endeavored  to  put 
at  the  last  those  things  which  now,  in  our  judgment, 
might  demand  discussion.  There  are  a number  of 
these  reports  which  are  just  purely  a matter  of 
form,  being  reviewed  and  reported  back  to  you. 

THE  SPEAKER:  I am  trying  to  make  it  clear 
that  I am  not  trying  to  cut  out  discussion  on  any 
of  them. 

DR.  MANIER:  Report  of  the  Insurance  Com- 
mittee. 

Your  committee  has  reviewed  the  report  of  the 
Insurance  Committee  and  recommends  its  adoption 
and  suggests  that  steps  be  taken  to  publicize  to  the 
profession  the  value  of  the  insurance  that  is  being- 
offered  to  them. 

I move  the  adoption  of  this  report. 

DR.  BURNS:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Report  of  the  Committee  on  Edu- 
cation. 

Your  committee  has  reviewed  the  report  of  the 
Committee  on  Education  and  recommends  its  adop- 
tion. 

I move  the  adoption  of  this  report. 

DR.  BURNS : I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Report  of  the  Committee  on 
Memoirs. 

Your  committee  has  reviewed  the  report  of  the 
Committee  on  Memoirs  and  recommends  its  accept- 
ance after  adding  to  the  list  of  those  who  have  died 
the  name  of  Dr.  Luther  Edwards  of  Finley,  Tennes- 
see, which  in  some  way  must  have  been  overlooked. 

I move  the  adoption  of  the  report. 

THE  SPEAKER:  And  Dr.  A.  G.  Kern.  I think 
he  died  last  October. 

SECRETARY  SHOULDERS:  Our  list,  as  far 
as  we  could  get  it  from  records,  is  accurate,  but  we 
depend  upon  local  organizations  for  accuracy  in 
those  things. 

The  motion  was  put  to  a vote  and  carried. 
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DR.  MANIER:  Report  of  the  Advisory  Commit- 
tee to  the  Woman’s  Auxiliary. 

Your  committee  has  reviewed  the  report  of  the 
Advisory  Committee  to  the  Woman’s  Auxiliary  and 
recommends  its  acceptance. 

I move  the  adoption  of  that  report. 

DR.  MILLER:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Report  of  the  Committee  on  In- 
dustrial Hygiene. 

Your  committee  has  reviewed  the  report  of  the 
Committee  on  Industrial  Hygiene  and  recommends 
its  adoption. 

I move  the  adoption  of  this  report. 

DR.  MILLER:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Report  of  the  Committee  on 
Postgraduate  Education  in  Obstetrics. 

Your  committee  has  reviewed  the  report  of  the 
.Committee  on  Postgraduate  Education  in  Obstetrics 
and  the  Maternal  Welfare  Committee  and  recom- 
mends its  acceptance. 

The  committee  feels  that  Dr.  J.  R.  Reinberger 
is  due  a vote  of  thanks  for  the  unusual  efficiency 
and  effort  expended  in  making  the  course  in  ob- 
stetrics a success. 

I move  the  adoption  of  this  report. 

DR.  BURNS:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Report  of  the  Committee  on  Med- 
ical Defense. 

Your  committee  has  reviewed  the  report  of  the 
Committee  on  Medical  Defense  and  recommends  its 
adoption,  and  that  the  Chairman,  Dr.  S.  R.  Miller, 
be  empowered  to  make  any  disposition  of  the  rec- 
ords of  this  committee  he  may  see  fit  and  to  retain 
for  his  own  use  the  file  case  belonging  to  the  com- 
mittee as  a memento  for  the  many  years  of  service 
he  has  rendered  to  this  committee. 

I move  the  adoption  of  this  report. 

DR.  BURNS:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Now  the  Report  of  the  Commit- 
tee on  Postgraduate  Instruction  in  Pediatrics. 
That  is  the  present  course  that  is  in  force. 

Your  committee  has  reviewed  the  report  of  the 
Committee  on  Postgraduate  Instruction  in  Pediat- 
rics and  recommends  its  adoption;  also  that  the 
House  of  Delegates,  in  this  session  go  on  record 
as  giving  to  the  Board  of  Trustees  of  the  Tennes- 
see State  Medical  Association  the  power  to  author- 
ize future  programs  of  instruction  on  the  recom- 
mendation of  the  Committee  on  Instruction.  And, 
further,  that  the  Board  of  Trustees  be  empowered 
to  authorize  the  Committee  on  Postgraduate  In- 
struction to  make  necessary  arrangements  with 
particular  agencies  to  finance  such  courses,  to  select 
and  direct  the  courses  and  to  employ  instructors, 
provided  the  Tennessee  State  Medical  Association 
be  obligated  not  to  exceed  $1,500  in  any  one  year. 


Before  I move  the  adoption  of  that,  I would  like 
to  make  this  explanation  for  the  benefit  of  some  of 
you  who  may  not  understand  just  exactly  why  we 
made  this  recommendation.  A suggestion  to  this 
effect  is  included  in  the  report  of  the  committee, 
but  they  made  no  definite  recommendation. 

THE  SPEAKER:  That  is  a very  important  one. 
Read  that  once  more. 

Dr.  Manier  reread  the  report. 

DR.  MANIER:  If  I may  be  permitted,  Mr. 
Speaker,  to  explain  our  line  of  thought  in  making 
that  recommendation,  I would  say  this:  that  your 
Committee  on  Postgraduate  Instruction,  being  a 
member  of  it  myself,  I know  has  in  mind  the  vision 
as  regards  the  future  and  the  hope  as  regards  the 
future  of  being  able  to  continue  these  courses  for 
two-year  periods  on  into  the  future. 

Now,  if  that  is  to  be  done,  it  will  become  neces- 
sary in  the  future,  as  it  has  in  the  past,  to  secure 
outside  financial  aid.  The  treasury  of  this  body  is 
not  able  to  bear  the  full  financial  burden  of  those 
courses.  In  the  past  we  have  secured  the  major 
amount,  as  you  know,  of  this  financial  aid  from 
the  Commonwealth  Fund. 

Now,  it  seems  that  the  Commonwealth  Fund 
makes  their  grants  in  November  and  in  June.  Con- 
sequently, if  we  are  to  look  to  the  future  continua- 
tion of  these  courses,  we  should  get  our  grant  from 
this  participating  agency  in  time  to  enable  us  to 
keep  in  continuous  operation  the  basic  setup  of 
the  organization,  and  that  means  the  field  organizer 
and  the  office  secretary. 

Now,  if  you  wait  until  the  next  annual  meeting 
of  this  body,  next  April,  you  will  then  be  in  the 
last  year  of  your  present  course  in  pediatrics, 
and  when  you  present  your  petition  at  that  time  to 
the  Commonwealth  Fund,  they,  in  turn,  cannot  act 
on  it  until  the  following  November,  which  would  be 
November,  1940.  Even  if  they  did  act  on  it  favor- 
ably, unless  we  knew  in  advance  we  were  going  to 
be  able  to  set  up  another  course,  it  would  be  very 
difficult  for  the  committee  to  maintain  its  present 
organization. 

I think  it  is  highly  essential  that,  if  we  wish  to 
continue  these  courses  which,  personally,  I think  we 
should,  we  take  steps  far  in  advance  so  that  courses 
can  begin  to  be  planned,  and  instructors  obtained, 
and  the  whole  program  be  a matter  of  continuity. 

So,  it  is  for  that  reason  that  this  Reference  Com- 
mittee went  on  record  as  recommending  this  action 
to  you,  though  it  was  suggested  in  the  report.  If 
you  had  just  merely  accepted  the  committee’s  sug- 
gestion, there  would  be  no  authorization  for  contin- 
uing the  activity  as  outlined  in  the  Reference  Com- 
mittee’s report. 

I now  want  to  move  the  adoption  of  this  report, 
with  that  recommendation. 

DR.  MILLER:  I second  it. 

DR.  STANFORD : I would  like  to  ask  if  that  car- 
ries with  it  giving  authority  to  the  Board  of  Trus- 
tees to  make  such  arrangements. 
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DR.  MANIER:  That  is  in  the  motion.  It  gave 
the  Board  of  Trustees  authority  to  empower  the 
existing  committee  to  go  ahead  and  make  arrange- 
ments to  set  up  the  course,  to  employ  an  instructor, 
and  to  do  just  what  they  have  done,  except  it  gives 
them  that  authority  in  time  to  keep  the  courses 
continuous  and  not  lose  the  momentum  you  have 
already  gained. 

THE  SPEAKER:  As  I understand  it,  the  Board 
of  Trustees  does  not  interfere  with  that  commit- 
tee at  all. 

DR.  MANIER:  Not  a bit.  They  merely  empower 
that  committee  to  function  in  that  way. 

THE  SPEAKER:  All  in  favor  say  “aye”;  con- 
trary “no.”  It  is  so  ordered. 

DR.  MANIER:  The  report  of  the  Committee  on 
Legislation  and  Public  Relations. 

Your  committee  has  reviewed  the  report  of  the 
Committee  on  Legislation  and  Public  Relations 
and  recommends  its  adoption  and  that  this  com- 
mittee be  instructed,  unless  some  emergency  should 
arise,  not  to  attempt  the  passage  of  any  other 
legislation  at  the  next  session  of  the  legislature 
until  and  after  the  proposed  Basic  Science  Act  has 
been  introduced  and  passed. 

In  connection  with  this  report,  your  committee 
feels  that  the  Legislative  Committee  is  due  the 
thanks  of  the  entire  Society  for  their  efficiency  and 
untiring  efforts  before  the  legislature  and  we  would 
suggest  that  some  steps  be  taken  to  employ  some 
individual  during  future  sessions  in  the  legislature 
who  may  serve  to  relieve  the  tremendous  burden 
of  responsibility  and  work  that  under  present  cir- 
cumstances is  placed  upon  the  chairman  and  mem- 
bers of  this  committee. 

Now,  Mr.  Speaker,  before  moving  the  adoption 
of  that,  I would  want  to  make  an  explanatory  re- 
mark. Personally,  I served  as  Chairman  of  the 
Legislative  Committee  for  about  four  years,  and 
what  it  really  comes  down  to  is,  when  the  legisla- 
ture gets  into  Nashville,  the  man  who  is  chairman 
has  a tremendous  burden  on  him,  and,  if  he  has 
any  work  of  his  own  to  do,  he  can  hardly  accept 
that  burden  efficiently  and  carry  on  as  he  ought  to. 

It  seems  to  me  if  the  treasury  could  stand  the 
strain,  it  would  be  a good  idea  for  us  to  have  some 
outside  person,  call  him  whatever  you  wish,  an  ad- 
viser or  lobbyist  or  what  not,  to  help  look  after 
the  problems  that  arise.  In  the  first  place,  the 
attainment  of  a proper  person  of  that  kind  would 
probably  be  more  influential  in  legislative  circles 
than  any  isolated  doctor  we  might  be  able  to  place 
as  chairman  of  the  committee. 

It  is  all  very  well  to  say  that  that  committee  is 
made  up  of  people  from  the  grand  divisions  of  the 
state,  but  those  of  you  in  Knoxville,  Chattanooga, 
Memphis,  East  and  West  Tennessee  have  your  prob- 
lems. You  cannot  afford  to  give  up  the  time,  except 
for  extraordinary  things,  to  come  into  Nashville 
and  sit  around  there  for  three  or  four  days  and 
aid  in  either  passing  or  combatting  legislation. 


It  really  comes  down  to  where  the  whole  burden 
is  pretty  largely  placed  on  one  man,  the  chairman, 
and  your  Secretary.  That  is  a tremendous  burden 
during  the  legislative  session. 

I move  the  adoption  of  this  report,  Mr.  Speaker. 

DR.  MILLER : I second  it. 

Mr.  Chairman,  I would  like  to  ask  if  the  com- 
mittee can  tell  us  anything  about  what  the  ap- 
proximate cost  of  such  an  individual  would  be. 

THE  SPEAKER:  That  will  have  to  be  gone  into, 
I imagine,  Dr.  Miller,  by  the  Board  of  Trustees. 

SECRETARY  SHOULDERS:  I have  been  an  ex- 
officio  member  of  the  Legislative  Committee  for  a 
number  of  years.  I think  it  would  be  a terrible 
error  for  us  to  employ  a regular  lobbyist  and  let 
him  go  to  the  capitol  with  the  tag  of  a lobbyist 
on  him.  However,  the  committee  can,  from  time 
to  time,  with  your  endorsement  and  approval,  em- 
ploy someone  who  may  be  at  the  same  time  em- 
ployed by  others,  but  is  not  a regular  lobbyist;  he 
hasn’t  that  tag.  He  can  deny  it,  if  the  question 
is  raised.  But  it  must  be  done  in  that  very  cautious 
manner  suggested  by  Dr.  Stanford.  He  must  not 
go  on  the  Hill  tagged  as  the  lobbyist  of  medicine 
in  Tennessee.  That  would  be  fatal,  I think,  in  its 
effect.  The  committee,  of  course,  would  pass  on  the 
policies  that  he  is  to  act  on  at  all  times,  but  he 
could  be  our  representative  in  his  contact  with 
them  at  hotels  and  on  the  Hill  and  everywhere,  in 
a very  effective  way.  I thoroughly  endorse  the  rec- 
ommendation. 

DR.  GARROTT  (Cleveland)  : I would  like  at  this 
point,  if  I may,  to  ask  one  question  in  connection 
with  legislative  matters.  What  did  or  did  not  the 
last  session  of  the  legislature  do  for  or  against  the 
practice  of  medicine  by  the  osteopaths  in  the  State 
of  Tennessee?  There  has  been  quite  a bit  of  con- 
fusion that  has  arisen  over  in  my  section.  One 
osteopath  informed  the  local  doctors  that  they  had 
passed  a bill  to  stop  them  from  doing  anything  but 
massaging,  and  he  closed  his  office  and  at  the  pres- 
ent time  is  trying  to  gain  admittance  to  the  Uni- 
versity of  Tennessee  Medical  School  with  the  idea 
of  studying  medicine  and  going  back  to  his  old 
location. 

The  only  information  I have  been  able  to  obtain 
■was  through  the  state  pharmaceutical  association, 
and  that  is  to  the  effect  that  they  passed  a law  that 
gave  them  just  as  much  right  to  practice  medicine 
and  use  any  medicine  or  drugs  or  any  methods  we 
enjoy. 

I have  been  instructed  by  my  society  to  get  the 
true  situation  and  report  back  to  them.  I thought 
this  was  a very  good  time  to  ask  for  that  informa- 
tion. 

DR.  MANIER:  Mr.  Speaker,  being  purely  a Ref- 
erence Committee,  I don’t  know  that  I can  speak  to 
the  direct  question  that  Dr.  Garrott  has  asked.  I 
think  Dr.  Edwards,  who  is  Chairman  of  the  Legis- 
lative Committee,  is  here.  If  you  would  call  on 
him  to  inform  you  as  regards  legislation,  he  prob- 
ably could  do  it. 
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I would  want  to  call  this  body’s  attention  to  this, 
and  it  only  indirectly  answers  your  question:  that 
is  that  those  of  us  who  have  given  some  thought 
to  that  problem  become  more  and  more  convinced 
with  each  year  that  passes  that  the  fundamental 
solution  of  that  difficulty  is  in  the  passage  of  your 
basic  science  law. 

Wherever  a proper  basic  science  law  has  been 
passed,  the  ingress  or  entrance  of  those  cults  into 
the  practice  of  the  healing  art  has  been  cut  down 
about  seventy-five  per  cent  in  the  first  year.  That 
is  due  to  the  fact  that  they  do  not  get  the  funda- 
mental education  that  will  enable  them  to  pass  any 
reasonable  basic  science  examination. 

So  far  as  they  are  concerned  now,  if  we  tried  to 
pass  a law  that  put  them  out  of  certain  things, 
they  have  got  money,  a lobbyist  and  everything  else, 
and  they  would  just  whip  the  pants  off  you  up  in 
the  legislature. 

In  passing,  that  has  been  the  thing  that  really 
retarded  the  passage  of  your  basic  science  law.  I 
think  that  is  the  fundamental  answer  to  your  ques- 
tion as  regards  the  future. 

DR.  GARROTT : I was  trying  to  find  out  whether 
that  law  passed  the  legislature. 

DR.  MANIER:  I cannot  answer.  I will  have  to 
have  your  Chairman  of  the  Legislative  Committee 
answer  that. 

THE  SPEAKER:  We  would  like  to  have  Dr. 
Edwards  answer  that  question.  Tell  us  what  the 
legislature  did  for  the  osteopaths  in  the  last  ses- 
sion, if  you  know. 

DR.  EDWARDS:  Unfortunately,  Mr.  Speaker, 
I cannot  definitely  answer  the  question  that  the 
doctor  raised.  We  were  quite  busy  with  our  own 
legislation  when  this  bill,  sponsored  by  the  osteo- 
paths, was  introduced.  It  was  brought  to  my  at- 
tention. I looked  it  over  and  I went  to  Senator 
Brown  of  Memphis  and  Senator  Newman  of  Da- 
vidson County,  who  was  sponsoring  the  bill  in  the 
Senate.  Senator  Brown  showed  me  an  amendment 
he  was  putting  in  the  bill  to  take  out  the  section 
that  enabled  them  to  register  under  the  Narcotic 
Act  and  to  prescribe  medicine  as  physician,  and 
promised  me  that  that  would  be  done. 

As  I said,  I did  not  have  an  opportunity  to  follow 
it  through  further.  When  I protested  that,  he  very 
readily  agreed  that  that  was  wrong.  It  has  come 
to  my  attention  since  I have  been  here  at  this  meet- 
ing, that  it  was  passed  in  that  form,  but  I cannot 
definitely  answer  that  question  this  morning.  I 
have  not  seen  a copy  of  the  bill  as  it  passed.  I do 
not  believe  it  is  in  there. 

DR.  STANFORD:  The  source  of  my  information 
is  the  Journal  of  the  American  Medical  Association, 
and  it  did  not  mention  the  amendment.  They  were 
given  permission  to  use  anesthetics  for  surgery  and 
obstetrics  and  to  prescribe  narcotics  and  biologicals; 
in  other  words,  it  permits  them  to  practice  medi- 
cine. The  Journal  of  the  American  Medical  Asso- 
ciation did  not  mention  the  amendment. 


DR.  EDWARDS:  Senator  Brown,  who  sponsored 
the  bill  in  the  Senate,  had  the  amendment  when 
I went  up  there  to  protest  this,  and  was  going  to, 
and  did,  introduce  it  while  I was  there. 

DR.  STANFORD:  My  only  information  is  the 
Journal  of  the  American  Medical  Association.  It 
might  have  been  passed  that  way. 

DR.  EDWARDS:  I had  word  he  was  going  to 
take  that  out;  he  never  would  agree  to  it,  and, 
also  Senator  Newman.  I will  have  to  look  that  up. 

DR.  MANIER:  I make  a motion,  Mr.  Chairman, 
for  the  adoption  of  the  report  of  the  Committee 
on  Legislation  and  Public  Relations. 

DR.  STANFORD:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  Finally,  we  have  the  report  of 
the  Joint  Committee  on  Hospital  Service  of  the 
Tennessee  State  Medical  Association  and  the  Ten- 
nessee Hospital  Association.  That,  as  I get  it,  is 
a committee  that  was  joined  together  by  the  author- 
ization of  this  body  at  its  last  meeting.  They 
authorized  the  joint  action  of  our  committee  with 
the  Tennessee  Hospital  Committee,  largely  for  the 
purpose  of  fostering  nonprofit  hospitalization  pro- 
grams. 

Your  committee  has  reviewed  the  report  of  the 
Joint  Committee  on  Hospital  Service  of  the  Ten- 
nessee State  Medical  Association  and  the  Ten- 
nessee Hospital  Association  and  recommends  its 
adoption,  and  that  the  Committee  of  the  Tennessee 
State  Medical  Association,  forming  a part  of  this 
committee  on  hospital  service,  be  instructed  in  the 
future  that  it  is  the  will  of  the  House  of  Delegates 
that  our  representative  on  this  committee,  before 
endorsing  any  bill  for  hospital  service,  be  instructed 
that  such  bill  must  specifically  prohibit  any  inter- 
ference with,  or  regulation  of,  the  relationship  be- 
tween a physician  or  surgeon  and  his  patient,  or 
any  interference  with  or  regulation  with  the  re- 
lationship between  a physician  or  surgeon  and  hos- 
pital. 

Second,  that  the  committee  be  instructed  to  op- 
pose any  bill  relating  to  hospital  service  that  in  any 
sense  carries  with  it  even  the  possibility  of  such 
service  regulating  or  providing  in  any  way  for 
medical  service  and  care  of  patients  other  than 
hospitalization. 

Third,  that  the  committee  be  instructed  to  op- 
pose any  bill  providing  for  profit  hospital  service 
corporation,  or  any  bill  relating  to  even  nonprofit 
hospital  service  in  which,  in  their  judgment,  pro- 
visions are  set  up  which  would  justify  unreasonable 
or  excessive  overhead  expense  or  salary. 

I move  the  adoption  of  this  report  of  the  com- 
mittee. 

DR.  MILLER:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  MANIER:  That  is  the  end  of  the  commit- 
tee’s report. 

THE  SPEAKER:  You  have  done  a good  job,  sir. 
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AMENDMENT  TO  BY-LAWS 

Dr.  H.  B.  Everett  introduced  a motion  to  be 
considered  the  next  day  amending  the  by-laws  in 
reference  to  the  Medical  Defense  Committee. 
Meeting  adjourned  to  meet  at  9 A.M.  Thursday. 

THURSDAY  MORNING  MEETING 

The  third  meeting  of  the  House  of  Delegates 
convened  at  9:15  A.M.  with  Dr.  E.  R.  Zemp,  Speak- 
er, presiding. 

The  Nominating  Committee  was  called  on  for  its 
report.  Dr.  Webb  Key,  Chairman,  made  the  fol- 
lowing nominations  for  president: 

Dr.  W.  0.  Baird,  Henderson;  Dr.  E.  G.  Kelly, 
Memphis,  and  Dr.  John  C.  Pearce,  Jackson. 

No  other  nominations  were  made  from  the  floor. 
Motion  made  and  carried  to  close  nominations. 
After  a ballot,  Dr.  Baird  was  declared  elected. 

For  all  the  other  offices  to  be  filled  the  committee 
proposed  names.  After  each  nomination  by  the 
committee  an  opportunity  was  given  for  other  nom- 
inations. In  no  case  were  others  nominated  and  in 
each  case,  the  person  named  by  the  committee  was 
elected  by  acclamation.  Those  so  elected  were: 
Vice-President,  West  Tennessee — Dr.  Julian  G. 
Price,  Dyersburg. 

Vice-President,  Middle  Tennessee — Dr.  R.  B.  Gas- 
ton, Lebanon. 

Vice-President,  East  Tennessee — Dr.  J.  E.  Car- 
son,  Maryville. 

Speaker  of  the  House — Dr.  E.  R.  Zemp,  Knox- 
ville. 

Secretary-Editor — Dr.  H.  H.  Shoulders,  Nash- 
ville. 

Trustee  from  West  Tennessee — Dr.  J.  B.  Stan- 
ford, Memphis. 

Delegate  to  American  Medical  Association — Dr. 
E.  G.  Wood,  Knoxville. 

Alternate  to  American  Medical  Association — Dr. 
E.  T.  Newell,  Chattanooga. 

Council  of  Public  Health 
Dr.  Hiram  A.  Laws,  Chattanooga. 

Dr.  L.  E.  Dyer,  Green eville. 

Dr.  R.  B.  Wood,  Knoxville. 

Dr.  E.  M.  Fuqua,  Pulaski. 

Dr.  J.  H.  Jones,  Mt.  Pleasant. 

Dr.  W.  T.  Robison,  Murfreesboro. 

Dr.  J.  R.  Thompson,  Jr.,  Jackson. 

Dr.  George  Brandon,  Lexington. 

Dr.  Wm.  G.  Rhea,  Paris. 

Committee  of  Nursing  Education  and  Nursing 
Practice 

Dr.  J.  D.  Brewer,  Dyersburg. 

Dr.  C.  D.  Walton,  Mt.  Pleasant. 

Dr.  E.  Dunbar  Newell,  Chattanooga. 

Dr.  R.  B.  Gaston,  Lebanon. 

Dr.  L.  E.  Coolidge,  Greeneville. 

MINUTES  OF  LAST  REGULAR  SESSION  AND 
SPECIAL  SESSION 

Moved  by  Dr.  H.  B.  Everett,  seconded  by  Dr.  J. 
B.  Stanford,  that  the  minutes  of  the  1938  regular 


session,  and  the  minutes  of  the  special  session  in 
September,  1938,  be  approved  as  published  in  the 
Journal. 

Motion  carried  without  discussion. 

AMENDMENTS  TO  THE  BY-LAWS 

Section  4,  Chapter  VIII,  of  the  By-Laws  stating 
the  duties  and  procedure  of  the  Committee  on  Med- 
ical Defense,  and  the  words  “Committee  on  Med- 
ical Defense”  in  Section  I,  of  Chapter  VIII  were 
deleted  on  motion  made  by  Dr.  H.  B.  Everett, 
amended  by  Dr.  H.  H.  Shoulders,  seconded  by  Dr. 
J.  B.  Stanford,  voted  and  unanimously  passed. 

SOUTHERN  MEDICAL  ASSOCIATION 

Dr.  H.  B.  Everett  called  the  attention  of  the 
House  to  the  meeting  of  the  Southern  Medical  As- 
sociation which  will  be  held  in  Memphis  in  Novem- 
ber. 

Dr.  H.  H.  Shoulders  moved  that  the  State  Society 
join  Memphis  as  the  host  of  the  Southern  Medical 
Association  at  Memphis.  Motion  regularly  sec- 
onded, put  to  a vote  and  carried. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  one 
report  of  a committee  was  passed  the  other  day 
because  the  Chairman  of  that  committee  was  tied 
up  in  another  committee  meeting.  He  asked  me  to 
read  it.  This  is  by  Dr.  Duncan  Eve,  Chairman  of 
the  Fracture  Committee. 

Secretary  Shoulders  read  the  report. 

REPORT  OF  COMMITTEE  ON  FRACTURES 

There  is  increasing  interest  being  displayed  in 
improved  methods  of  first  aid  and  in  the  transpor- 
tation of  fracture  cases.  The  Safety  Promotion 
Section  of  the  Department  of  Motor  Vehicles  of  the 
State  of  Connecticut  has  a bulletin  which  instructs 
the  laymen  to  avoid  moving  an  injured  person  until 
skilled  aid  arrives.  It  is  hoped  that  other  states 
will  follow  the  splendid  example  set  by  Connecti- 
cut in  cautioning  against  the  careless  handling  of 
fracture  cases. 

The  proper  transportation  of  fracture  cases  from 
the  scene  of  the  injury.  The  City  Council  of  the 
City  of  Grafton,  North  Dakota,  has  a law  that  no 
person,  firm,  or  corporation  shall  operate  any  am- 
bulance for  the  transportation  of  the  sick  or  injured 
without  having  it  equipped  with  first-aid  and  trac- 
tion splints  approved  by  the  Superintendent  of  the 
Board  of  Health. 

The  American  College  of  Surgeons  is  taking  up 
the  fracture  problem  from  every  angle.  We  should 
continue  in  bringing  about  improved  methods  of 
treating  fractures  cases  and  continue  to  have  ex- 
hibits pertaining  to  fractures  at  our  meetings. 

DUNCAN  EVE. 

Dr.  C.  M.  Hamilton  and  Dr.  Hiram  A.  Laws  were 
appointed  to  notify  Dr.  W.  0.  Baird  of  his  election. 

THE  WAGNER  BILL 

DR.  HAMILTON : Mr.  Speaker,  at  our  meeting 
the  other  day  in  the  Radiological  Society,  we  were 
informed  that  the  Wagner  Bill,  which  has  been  in- 
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troduced  in  the  United  States  Senate,  has  a pro- 
vision in  it  that  offers  to  furnish  some  500  diag- 
nostic centers  throughout  the  United  States,  offer- 
ing free  X-ray  and  free  laboratory  facilities,  re- 
gardless of  the  bill  to  be  paid. 

We  took  action  at  this  meeting  informing  our 
United  States  Congressmen  and  Senators  of  this 
state  that  we  objected  to  this  part  of  the  bill.  I 
was  instructed  to  bring  this  question  before  the 
House  of  Delegates.  Therefore,  I make  a motion 
that  we  go  on  record  as  objecting  to  that  part  of 
the  Wagner  Bill. 

It  was  also  suggested  that,  if  the  individual 
members  of  the  House  of  Delegates  would  send 
letters  to  Congressmen  and  Senators  from  this 
state,  they  would  have  more  influence  than  if  we 
just  sent  one  letter  stating  the  action  taken  by  the 
body  as  a whole.  I would  like  to  make  that  motion. 

DR.  S.  R.  MILLER:  I second  the  motion. 

SECRETARY  SHOULDERS:  If  I am  not  out  of 
order,  I should  like  to  amend  the  motion  submitted, 
to  this  extent,  that  the  House  go  on  record  as  op- 
posed to  the  passage  of  the  Wagner  Bill  as  now 
before  the  Congress  on  the  ground  that  its  pro- 
visions as  to  administration  within  a state  are 
very  vague. 

A brief  analysis  of  that  Wagner  Act  appears  in 
the  issue  of  the  Journal  mailed  the  fifteenth  of 
this  month.  You  will  find  these  general,  vague 
provisions : 

1.  That  the  maternity  and  infant  care  provisions 
which,  in  reality,  appropriate  money  only,  to  pass 
down  through,  first,  the  Labor  Department  at 
Washington;  from  that  down  to  a state  agency, 
and  from  that  down  possibly  to  the  benefit  of 
others,  but  there  resides  and  is  vested  in  the  de- 
partment in  Washington  the  power,  first,  to  make 
the  regulations  as  to  the  plan  for  distribution  and, 
second,  the  power  to  determine  the  amount  and, 
third,  the  power  to  withdraw  it  if  their  regulations 
are  not  observed  by  the  state  agency.  In  other 
words,  they  are  absolute  powers,  without  regard  to 
need.  All  plans  of  states  must  be  approved.  That 
same  general  rule  applies  to  the  appropriations  for 
public  health,  for  medical  care,  and  so  forth.  The 
medical  care  provisions  are  really  under  the  ad- 
ministration of  the  Social  Security  Board,  and  the 
public  health  features  are  under  the  Surgeon  Gen- 
eral of  the  Public  Health  Service,  and  so  on. 

But  there  are  such  powers  vested  in  all  those 
administrative  agencies,  that  it  seems  to  me  the 
bill  is  a dangerous  bill. 

We  have  not  recorded  our  attitude  in  such  a way 
that  officers  and  members  of  committees  could 
communicate  with  Congressmen  and  Senators  on 
the  question  at  all,  because  the  bill,  as  a bill,  has 
not  been  presented.  We  discussed,  of  course,  the 
bill  last  year — I mean  the  program  was  discussed, 
but  it  was  never  in  the  form  of  a bill  until  the 
Wagner  Bill  was  presented.  You  want  to  instruct 
your  Association  to  act  by  influencing  Congressmen 


on  all  the  features,  not  only  the  one  that  Dr.  Ham- 
ilton brought  to  your  attention,  because  that  comes 
from  the  one  group,  but  other  groups  in  other  lines 
will  be  equally  affected. 

I submit  an  amendment,  then,  that  it  be  the 
general  bill  itself. 

DR.  HAMILTON:  I accept  it. 

DR.  BOGART:  Mr.  Speaker,  I would  like  to  say 
just  a word  on  this.  I think  the  change  in  the 
wording  of  the  amendment  as  Dr.  Shoulders  has 
suggested  is  a good  one  because  we  are  all  equally 
interested  in  the  bill. 

Dr.  Shoulders,  if  I am  not  mistaken,  the  bill  has 
been  presented,  because  I have  a copy  of  it  upstairs, 
with  a number  on  it.  It  is  an  actual  bill. 

SECRETARY  SHOULDERS:  Oh,  yes. 

DR.  EVERETT:  At  this  time,  but  it  was  not 
last  year. 

SECRETARY  SHOULDERS:  Last  year  it  was 
a proposal.  Today  it  is  a bill. 

DR.  BOGART:  I misunderstood  you.  I do  think 
it  is  important  for  us  to  take  action,  but,  what  is 
more  important,  that  some  effort  be  made  to  get  as 
many  of  the  individual  doctors  as  possible  through- 
out the  state  to  write  these  letters. 

I would  like  to  suggest,  after  we  have  passed  this 
motion,  and  I am  sure  we  are  going  to,  that  the 
Secretary’s  office  communicate  with  the  various 
secretaries  throughout  the  state  and  urge  them  to 
get  their  individual  members  to  write  these  letters 
because  we  all  know  that  if  a Congressman  or  a 
Senator  (and  right  now  it  is  a bill  in  the  Senate) 
gets  fifty  individual  letters,  it  has  a lot  more  effect 
upon  him  than  if  he  gets  one  letter  saying  that 
such-and-such  organization  has  passed  a resolu- 
tion. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  I 
am  going  to  ask  Dr.  Bogart  to  revise  his  recommen- 
dation to  this  extent,  that  every  delegate  here  go 
back  to  his  society  and  not  only  do  what  Dr.  Rock 
Sleyster  said,  report  some  of  its  actions,  but,  in 
addition,  instruct  them  as  to  what  has  happened 
here  this  morning,  instead  of  the  letter  going  out 
from  our  office,  because  it  may  go  into  the  waste- 
basket. Let  the  delegates  here  go  home  and  tell 
their  doctors  at  the  very  first  meeting. 

DR.  BOGART : That  is  all  right,  too,  that  is  fine, 
but  I think  this  other  thing  should  be  done,  too, 
because  there  are  a lot  of  secretaries  of  county  as- 
sociations that  are  not  at  this  meeting. 

SECRETARY  SHOULDERS:  I wanted  these 
fellows  to  do  it,  too.  Don’t  you  think  so? 

DR.  GARROTT:  While  we  are  discussing  this 
Wagner  Act,  there  is  the  matter  of  qualifications 
of  hospitals  which  shall  be  recognized  for  adminis- 
tration of  benefits  to  the  group  of  people  which  will 
be  helped  by  the  fund. 

As  the  bill  now  stands,  it  states  that  the  hos- 
pitals will  be  in  position  to  accept  those  patients, 
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with  the  promise  from  the  government  that  their 
expenses  will  be  paid,  whatever  rate  is  decided 
upon.  That  hospital  has  to  be  one  that  is  approved 
either  by  the  American  College  of  Surgeons  or  the 
American  Medical  Association.  Understand,  I do 
not  own  a hospital;  I hope  I never  do;  but  I am 
from  a community  where  there  are  two  small  hos- 
pitals. There  are  several  communities  not  so  far 
remote  from  me  that  have  small  hospitals,  that 
are  not  interested  in  running  a training  school, 
don’t  care  to  run  a training  school  for  nurses. 
Most  of  the  nursing  done  in  those  hospitals  is  done 
by  graduate  nurses,  yet  they  do  not  have,  a lot 
of  them,  the  bed  space,  the  number  that  is  required 
to  be  recognized  by  the  American  College  of  Sur- 
geons. They  don’t  have  some  other  things  that 
would  be  recognized,  but  they  have  been  created  by 
qualified,  reputable  men;  efficient  nursing  and  lab- 
oratory service  is  provided. 

I feel  that  those  hospitals,  particularly,  for  the 
benefit  of  the  beneficiaries  of  the  fund,  could  be 
accepted  where  they  are  so  managed.  Take,  for 
instance,  in  my  town  of  Cleveland.  Quite  a few  of 
those  people  would  be  benefited  by  such  a fund. 
They  do  not  have  enough  money  to  get  a taxi,  let 
alone  bus  fare  to  go  to  Chattanooga,  so  what  good 
is  hospital  service  forty  or  fifty  miles  away  going 
to  be  to  them? 

While  we  are  considering  protests  and  objec- 
tions, I think  it  might  be  worth  while  to  consider 
the  advisability  of  having  some  change  made  in 
the  matter  of  qualifications  of  hospitals.  I would 
like  to  bring  that  up. 

If  any  of  you  feel  so  inclined  to  discuss  it  fur- 
ther, or  if  you  think  the  matter  over  and  want  to 
mention  it  in  the  communication  to  your  Congress- 
man and  Senator,  I think  the  point  is  well  worth 
considering. 

THE  SPEAKER:  Are  you  ready  for  the  ques- 
tion? All  in  favor  say  “aye”;  contrary  “no.”  It  is 
on  record  that  this  House  opposes  the  Wagner  Bill 
as  it  now  exists. 

NEXT  MEETING  PLACE 

Dr.  Hiram  A.  Laws,  in  behalf  of  the  Hamilton 
County  Medical  Society,  invited  the  Association  to 
meet  in  Chattanooga  in  1940.  Moved  by  Dr.  J.  B. 
Swafford  that  the  invitation  be  accepted,  seconded, 
voted  upon  and  carried. 

THANKS  TO  THE  MADISON  COUNTY 
MEDICAL  SOCIETY 

Moved  by  Dr.  H.  B.  Everett  that  we  thank  the 
Madison  County  Medical  Society  for  their  hospi- 
tality and  the  fine  way  in  which  they  have  handled 
the  meeting  at  this  time. 

The  motion  was  seconded,  voted  upon  and  carried. 

PRESIDENT-ELECT  BAIRD 

Dr.  Hiram  A.  Laws  presented  the  newly-elected 
president.  The  House  arose  and  applauded. 

THE  SPEAKER:  Mr.  President-elect,  we  give 
you  one  minute  now  and  an  hour  next  year. 


PRESIDENT-ELECT  BAIRD:  Mr.  Speaker  and 
Members  of  the  House  of  Delegates,  I wish  to  thank 
you  sincerely  for  the  great  honor  you  have  bestowed 
upon  me,  and  I appreciate  it  very  much.  I trust 
that  we  shall  have  your  full  cooperation  to  do  the 
very  best  for  the  organization  within  the  next 
twelve  months.  Hope  to  see  you  at  Chattanooga. 
I thank  you. 

COMMITTEE  ON  RESOLUTIONS 

The  Chairman,  Dr.  Thompson.  The  first  resolu- 
tion: 

“Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association  in  ses- 
sion in  Jackson,  Tennessee,  April  11-13,  1939,  rec- 
ommend that  Congress  in  the  near  future  votes  the 
necessary  appropriations  to  complete  the  new  Army 
Medical  Library  and  Museum  Building  authorized 
by  the  Seventy-fifth  Congress  and  approved  by 
the  President,  June  15,  1938.” 

I move  the  adoption. 

DR.  EVERETT:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  THOMPSON:  “In  regard  to  affiliate  fellow- 
ship in  the  American  Medical  Association. 

“Be  It  Resolved,  That  any  duly  elected  honorary 
member  of  the  Tennessee  State  Medical  Associa- 
tion shall  be  presented  and  recommended  at  the 
next  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

“We  specifically  recommend  that  Dr.  S.  E.  Gaines, 
Sparta,  Tennessee;  Dr.  Fred  B.  Stapp,  Chatta- 
nooga, Tennessee,  be  recommended  at  the  next  meet- 
ing of  the  House  of  Delegates  of  the  American 
Medical  Association.” 

SECRETARY  SHOULDERS:  That  should  be 
veteran  member. 

DR.  THOMPSON : That  will  be  changed. 

I move  that  this  be  adopted. 

DR.  SCHRAM:  Isn’t  a fellowship  not  a veteran? 

THE  SPEAKER:  It  is  fellowship  in  the  Amer- 
ican Medical  Association,  but  members  here. 

DR.  STANFORD : We  have  a number  of  veteran 
members  besides  those  two.  Why  not  just  include 
all  veteran  members  who  are  certified  by  their 
component  societies  without  specifically  mentioning 
names? 

DR.  THOMPSON:  The  first  part  takes  care  of 
contingencies  that  might  arise,  and  the  second  part 
takes  care  of  the  two  specific  instances  that  oc- 
curred in  this  House. 

SECRETARY  SHOULDERS:  I will  make  this 
point.  The  delegates  to  the  American  Medical 
Association  want  specific  instructions  as  to  what 
their  action  should  be.  If  local  societies  have  taken 
the  proper  action  to  make  them  veteran  members, 
and  then  this  House  has  taken  proper  action  to 
make  them  members,  I think  the  delegates  to  the 
American  Medical  Association  could  consider  them- 
selves instructed  accordingly. 
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DR.  STANFORD:  I wanted  it  specific.  You 
have  a list  of  those  that  were  certified. 

THE  SPEAKER:  Are  you  ready  for  the  ques- 
tion? All  in  favor  say  “aye”;  contrary  “no.”  It 
is  so  ordered. 

DR.  THOMPSON : This  is  the  last  one. 

“Be  It  Resolved,  That  the  Legislative  Committee 
be  empowered  to  engage  such  necessary  legal  ad- 
visers that  they  deem  necessary  in  the  process  of 
carrying  on  their  work.” 

I move  it  be  adopted. 

DR.  EVERETT:  I second  it. 

The  motion  was  put  to  a vote  and  carried. 

DR.  WILLIS  H.  THOMPSON  INTRODUCED 

THE  SPEAKER:  Gentlemen,  Dr.  Smith  wishes 
to  introduce  Dr.  Thompson  to  this  House. 

DR.  SMITH:  Gentlemen,  Dr.  Thompson  comes  to 
us  from  the  University  of  Minnesota,  where  he 
has  served  in  the  capacity  of  assistant  professor 
of  pediatrics.  He  has  been  selected  by  your  Com- 
mittee on  Postgraduate  Education  to  conduct  the 
courses  over  the  state  in  pediatrics.  Any  attempt 


on  my  part  to  speak  of  his  accomplishments  and 
qualifications  would  be  out  of  order.  Whenever 
your  committee  has  selected  a man  for  that  place, 
it  speaks  for  itself.  I have  the  pleasure  to  present 
to  you  Dr.  Thompson. 

THE  SPEAKER:  Dr.  Thompson,  I want  to  as- 
sure you  that  you  will  have  the  full  and  hearty 
cooperation  of  all  the  delegates  and  members  of 
this  Association. 

Gentlemen,  I think  that  completes  the  work  for 
this  session.  I want  to  congratulate  you  on  the 
speed  with  which  we  have  carried  out  the  work  that 
was  assigned  to  us. 

I again  want  to  thank  you  for  the  honor  you  have 
bestowed  upon  me.  I have  tried  to  rule  with  fair- 
ness and  justice  to  all  and,  as  long  as  you  continue 
me  in  this  position,  that  policy  shall  be  continued. 

I hope  you  will  all  have  a pleasant  summer,  and 
that  a great  many  of  you  will  come  up  and  see 
the  National  Park  and  the  great  Norris  Dam  that 
we  have  up  there.  I am  sure  it  will  do  you  good 
physically,  mentally,  and  morally.  Good-by! 

The  meeting  adjourned  at  ten  o’clock. 
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THE  PLATFORM  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION 


1.  The  establishment  of  an  agency  of 
federal  government  under  which  shall 
be  coordinated  and  administered  all 
medical  and  health  functions  of  the 
federal  government  exclusive  of  those 
of  the  army  and  navy. 

Today  the  medical  and  health  functions  of 
the  United  States  are  divided  among  a mul- 
tiplicity of  departments,  bureaus,  and  fed- 
eral agencies.  Thus,  the  United  States 
Public  Health  Service  is  in  the  Federal 
Security  department ; the  Maternal  and 
Child  Welfare  Bureaus  in  the  Department 
of  Labor;  the  Food  and  Drugs  administra- 
tion in  the  Department  of  Agriculture ; the 
Veterans’  Administration  and  many  other 
medical  functions  are  separate  bureaus  of 
the  government.  The  WPA,  CCC,  and 
PWA  are  concerned  with  a similarity  of 
efforts  in  the  field  of  preventive  medicine. 
The  Federal  Works  Administration  and  the 
Federal  Housing  Administration  also  have 
some  medical  functions. 

Since  1875,  the  American  Medical  Asso- 
ciation has  urged  the  establishment  of  a 
single  agency  in  the  federal  government 
under  which  all  such  functions  could  be  cor- 
related in  the  interest  of  efficiency,  the 
avoidance  of  duplication,  and  a saving  of 
vast  sums  of  money.  Such  a federal  health 
agency,  with  a secretary  in  the  cabinet,  or 
a commission  of  five  or  seven  members,  in- 
cluding competent  physicians,  would  be  able 
to  administer  the  medical  and  health  affairs 
of  the  government  with  far  more  efficiency 
than  is  now  done. 

2.  The  allotment  of  such  funds  as  the 
Congress  may  make  available  to  any 
state  in  actual  need  for  the  prevention 
of  disease , the  promotion  of  health , 
and  the  care  of  the  sick  on  proof  of 
such  need. 


The  physicians  of  the  United  States  have 
given  freely  of  their  time  and  of  their  funds 
for  the  care  of  the  sick.  Their  contributions 
to  free  medical  service  amount  to  at  least 
$1,000,000  a day.  The  physicians  of  this 
country  have  urged  that  every  person  need- 
ing medical  care  be  provided  with  such 
care.  They  have  urged  also  the  allotment 
of  funds  for  campaigns  against  maternal 
mortality,  against  venereal  disease,  and  for 
the  investigation  and  control  of  cancer.  The 
medical  profession  does  not  oppose  appro- 
priations by  Congress  of  funds  for  medical 
purposes.  It  feels,  however,  that  in  many 
instances  states  have  sought  aid  and  ap- 
propriations for  such  functions,  without  any 
actual  need  on  the  part  of  the  state,  in  order 
to  secure  such  federal  funds  as  might  be 
available.  It  has  also  been  impossible, 
under  present  technics,  to  meet  actual  needs 
which  might  exist  in  certain  states  with  low 
per  capita  incomes,  with  needs  far  beyond 
those  of  wealthier  states,  in  which  vast 
sums  are  spent. 

It  is  proposed  here  simply  that  Congress 
make  available  such  funds  as  can  be  made 
available  for  health  purposes;  that  these 
funds  be  administered  by  the  federal  health 
agency,  mentioned  in  the  first  plank  of  this 
platform,  and  that  the  funds  be  allotted  on 
proof  of  actual  need  to  the  federal  health 
agency,  when  that  need  be  for  the  preven- 
tion of  disease,  for  the  promotion  of  health, 
or  for  the  care  of  the  sick. 

3.  The  principle  that  the  care  of  the 
public  health  and  the  provision  of 
medical  service  to  the  sick  is  pri- 
marily a local  responsibility. 

Obviously,  if  federal  funds  are  made 
available  to  the  individual  states  for  the 
purposes  mentioned  in  the  second  plank  of 
this  platform,  there  might  well  be  a lessened 
tendency  in  many  communities  to  devote 
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the  community’s  funds  for  the  purpose,  and, 
in  effect,  to  demand  that  the  federal  govern- 
ment take  over  the  problem  of  the  care  of 
the  sick.  Hence,  it  is  suggested  that  com- 
munities do  their  utmost  to  meet  such  needs 
with  funds  locally  available  before  bringing 
their  need  to  the  federal  health  agency,  and 
that  the  federal  health  agency  determine 
whether  or  not  the  community  has  done  its 
utmost  to  meet  such  need  before  allotting 
federal  funds  for  the  purpose. 

Jf.  The  development  of  a mechanism  for 
meeting  the  needs  of  expansion  of 
preventive  medical  services  with  local 
determination  of  needs  and  local  con- 
trol of  administration . 

The  medical  profession  is  not  static.  It 
wishes  to  extend  preventive  medical  service 
to  all  of  the  people  within  the  funds  avail- 
able for  such  a purpose.  Obviously,  this 
will  require  not  only  a federal  health  agency 
which  may  make  suggestions  and  initiate 
plans,  but  also  a mechanism  in  each  com- 
munity for  the  actual  expansion  of  pre- 
ventive medical  service  and  for  the  proper 
expenditure  of  funds  developed  both  locally 
and  federally.  In  the  development  of  new 
legislation  such  mechanism  may  be  suitably 
outlined. 

5.  The  extension  of  medical  care  for  the 
indigent  and  the  medically  indigent 
with  local  determination  of  needs  and 
local  control  of  administration. 

The  medical  profession  does  not  yield  to 
any  other  group  in  this  country  in  its  desire 
to  extend  medical  care  to  all  of  those  unable 
to  provide  themselves  with  medical  service. 
The  American  Medical  Association  through 
its  House  of  Delegates  has  already  recog- 
nized the  possible  existence  of  a small  group 
of  persons  able  to  provide  themselves  with 
the  necessities  of  life  commonly  recognized 
as  standard  in  their  own  communities,  but 
not  capable  of  meeting  a medical  emer- 
gency. It  is  recognized,  however,  that  only 
persons  of  the  same  community  fully  fa- 


miliar with  the  circumstances  can  determine 
the  number  of  people  who  come  properly 
under  such  classification  and  that  only  per- 
sons in  actual  contact  with  such  instances 
are  capable  of  administering  suitably  and 
efficiently  the  medical  care  that  may  be  re- 
quired. Hence  it  is  the  platform  of  the 
American  Medical  Association  that  medical 
care  be  provided  for  the  indigent  and  the 
medically  indigent  in  every  community  but 
that  local  funds  be  first  utilized  and  that 
local  agencies  determine  the  nature  of  the 
need  and  control  the  expenditure  of  such 
funds  as  may  be  developed  either  in  the 
community  or  by  the  federal  government. 

6.  In  the  extension  of  medical  services 
to  all  the  people,  the  utmost  utiliza- 
tion of  qualified  medical  and  hospital 
facilities  already  established. 

In  the  so-called  National  Health  Program 
it  is  asserted  that  one-half  the  counties  of 
the  United  States  are  without  suitable  hos- 
pitals, and  vast  sums  are  requested  for  the 
building  of  new  hospitals.  In  contrast, 
reputable  agencies  within  the  medical  pro- 
fession assert  that  there  are  only  thirteen 
counties  more  than  thirty  miles  removed 
from  a suitable  hospital  and  that  in  eight 
of  those  thirteen  counties  there  are  five 
people  per  square  mile.  In  the  United 
States  today  the  percentage  of  hospital  beds 
per  1,000  of  population  is  higher  than  that 
of  any  other  country  in  the  world.  This 
fact  is  completely  ignored  by  those  who 
would  indulge  in  a program  for  the  build- 
ing of  great  numbers  of  new  hospitals. 

Moreover,  it  seems  to  be  taken  for  granted 
that  hospital  building  has  languished  in 
recent  years,  whereas  considerable  numbers 
of  hospitals  have  been  built  with  federal 
funds  by  various  state  agencies  and  also  by 
the  PWA,  the  WPA,  and  by  the  Federal 
Works  Administration. 

Analyses  may  indicate  that  in  many  in- 
stances such  hospitals  were  built  without 
adequate  study  as  to  the  need  which  existed 
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or  as  to  the  possible  efficient  functioning 
once  it  was  erected.  Moreover,  there  is  evi- 
dence that  in  recent  years  many  of  the  hos- 
pitals of  the  United  States  known  as  non- 
profit voluntary  hospitals  have  had  a con- 
siderable lack  of  occupancy  due  no  doubt  to 
the  financial  situation  in  considerable  part. 
It  seems  logical  to  suggest  then  that  such 
federal  funds  as  may  be  available  be  utilized 
in  providing  the  needy  sick  with  hospitaliza- 
tion in  these  well-established  existing  in- 
stitutions before  any  attempt  is  made  to  in- 
dulge in  a vast  building  program  with  new 
hospitals.  In  this  point  of  view  the  Amer- 
ican College  of  Surgeons,  the  American 
Hospital  Association,  the  Catholic  Hospital 
Association,  the  Protestant  Hospital  Asso- 
ciation and  practically  every  other  inter- 
ested voluntary  body  agree. 

Again  it  has  been  argued  that  the  de- 
mands for  medical  care  in  some  sections  of 
the  country  might  require  the  importation 
of  considerable  numbers  of  physicians  or 
the  transportation  of  numbers  of  physicians 
in  the  areas  in  which  they  now  are  to  other 
areas.  In  this  connection  it  would  seem  to 
be  obvious  that  a change  in  the  economic 
status  of  the  communities  concerned  would 
result  promptly  in  the  presence  of  phy- 
sicians who  might  be  seeking  locations.  The 
utilization  of  existing  qualified  facilities 
would  be  far  more  economical  than  any  at- 
tempt to  develop  new  facilities. 

7.  The  continued  development  of  the 
private  practice  of  medicine,  subject 
to  such  changes  as  may  be  necessary 
to  maintain  the  quality  of  medical 
services  and  to  increase  their  avail- 
ability. 

In  the  United  States  today  our  sickness 
and  death  rates  are  lower  than  those  of  any 
great  country  in  the  world.  This  fact  was 
recognized  by  the  president  of  the  United 
States  when  he  sent  the  National  Health 
Program  to  the  Congress  for  careful  study. 
The  president  emphasized  that  a low  death 
rate  may  not  mean  much  to  a man  who 


happens  to  be  dying  at  the  time  of  tuber- 
culosis. The  medical  profession  recognizes 
the  importance  of  doing  everything  possible 
to  prevent  every  unnecessary  death.  At 
the  same  time  it  has  not  been  established 
by  any  available  evidence  that  a change  in 
the  system  of  medical  practice  which  would 
substitute  salaried  government  doctors  for 
the  private  practitioner  or  which  would 
make  the  private  practitioner  subject  to  the 
control  of  public  officials  would  in  any  way 
lower  sickness  and  death  rates. 

There  exists,  of  course,  the  fact  that  some 
persons  are  unable  to  obtain  medical  serv- 
ice in  the  circumstances  in  which  they  live 
and  that  others,  surrounded  by  good  facil- 
ities, do  not  have  the  funds  available  to 
secure  such  services.  Obviously  here  again, 
there  is  the  question  of  economics  as  the 
basis  of  the  difficulty  and  perhaps  lack  of 
organization  in  distribution  of  medical  serv- 
ice and  a failure  to  utilize  new  methods  for 
the  distribution  of  costs  which  might  im- 
prove the  situation. 

The  medical  profession  has  approved  pre- 
payment plans  to  cover  the  costs  of  hos- 
pitalization and  also  prepayment  plans  on 
a cash-indemnity  basis  for  meeting  the  costs 
of  medical  care.  It  continues,  however,  to 
feel  that  the  development  of  the  private 
practice  of  medicine  which  has  taken  place 
in  this  country  has  led  to  higher  standards 
of  medical  practice  and  of  medical  service 
than  are  elsewhere  available  and  that  the 
maintenance  of  the  quality  of  the  service 
is  fundamental  in  any  health  program. 

8.  Expansion  of  public  health  and  med- 
ical services  consistent  with  the 
American  system  of  democracy. 

Careful  study  of  the  history  of  the  de- 
velopment of  medical  care  in  various  nations 
of  the  world  leads  to  the  inevitable  con- 
clusion that  the  introduction  of  methods 
such  as  compulsory  sickness  insurance,  state 
medicine,  and  similar  technics  results  in  a 
trend  toward  communism  or  totalitarianism 
and  away  from  democracy  as  the  established 
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form  of  government.  The  intensification 
of  dependence  of  the  individual  on  the  state 
for  the  provision  of  the  necessities  of  life 
tends  to  make  the  individual  more  and  more 
the  creature  of  the  state  rather  than  to 
make  the  state  the  servant  of  the  citizen. 
Great  leaders  of  American  thought  have 
repeatedly  emphasized  the  fact  that  liberty 
is  too  great  a price  to  pay  for  security. 
George  Washington  said,  “He  who  seeks 
security  through  surrender  of  liberty  loses 
both.”  Benjamin  Franklin  said,  “They  that 
can  give  up  essential  liberty  to  obtain  a 


little  temporary  safety  deserve  neither 
liberty  nor  safety.” 

In  these  times  when  the  maintenance  of 
the  American  democracy  seems  to  be  the 
most  important  objective  for  all  the  people 
of  this  country,  the  people  may  well  con- 
sider whether  some  of  the  plans  and  pro- 
grams that  have  been  offered  for  changing 
the  nature  of  medical  service  are  not  in 
effect  the  first  step  toward  an  abandon- 
ment of  the  self-reliance,  free  will,  and  per- 
sonal responsibility  that  must  be  the  basis 
of  a democratic  system  of  government. 
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THE  ISSUE 

SHALL  PATIENTS  AND  DOC- 
TORS RETAIN  THEIR  FREEDOM 
OF  JUDGMENT  IN  THE  MATTER 
OF  MEDICAL  CARE,  OR  SHALL 
THIS  FREEDOM  BE  SURREN- 
DERED TO  SOME  GOVERN- 
MENTAL AGENCY? 


EDITORIAL 


The  Conference  of  Secretary-Editors 

The  conference  of  secretary-editors, 
which  is  held  each  year,  under  the  auspices 
of  the  American  Medical  Association,  was 
held  in  Chicago,  November  17  and  18. 

Many  matters  of  vital  importance  to  the 
medical  profession  of  this  country  were 
discussed. 

The  subject  of  medical  service  plans  of 
state  and  county  medical  societies  was  a 
feature  of  the  program. 

The  states  of  New  Jersey,  Michigan,  and 
Washington  each  have  inaugurated  a plan. 

It  is  fair  to  state  that  none  of  these  plans 
have  been  in  operation  for  a sufficient  length 
of  time  to  enable  one  to  draw  conclusions 
as  to  their  merits  or  demerits. 

There  is  an  old  philosophy  to  the  effect 
that  “everything  in  the  world  that  is  potent 
for  good  is  also  potent  for  evil.”  Such  a 
philosophy  we  know  applies  to  the  most 
useful  drugs.  For  example,  morphine  and 
anesthetics.  It  applies  with  equal  force  to 
plans  for  medical  care. 


We  feel  disposed  to  applaud  the  efforts  of 
the  medical  profession  in  these  states  in 
their  attempt  to  solve  this  problem  of  med- 
ical economics.  At  the  same  time,  we  shall 
observe  with  great  interest  the  develop- 
ments which  take  place  as  time  goes  by. 

Experience  in  good  times  and  in  bad  times, 
and  in  widely  scattered  communities  in  the 
nation,  will,  in  time,  afford  something  on 
which  to  base  sound  conclusions  as  to  their 
merits  and  demerits.  Experience  will  be  the 
determining  factor. 

We  do  not  feel  that  all  other  states  should 
feel  that  they  are  backward  and  neglectful 
because  they  fail  to  rush  into  the  adoption 
of  some  plan  which  appears  to  be  plausible. 
This  is  a situation  in  which  experience  will 
be  of  far  more  value  than  statistical  tables 
or  the  most  astute  planning.  Prudence  and 
caution  are  virtues  also. 

A sufficient  amount  of  experience  has 
been  accumulated  with  reference  to  plans 
for  hospitalization  to  state  that  they  are 
sound  projects  when  properly  planned  and 
administered,  but  a plan  for  twenty-one 
days  of  hospitalization  in  any  one  year  is  a 
much  simpler  matter  than  one  which  pro- 
vides for  the  delivering  of  all  forms  of 
medical  care  throughout  the  year. 


The  Southern  Medical  Association 
Meeting  At  Memphis 
The  Memphis  and  Shelby  County  Medical 
Society  is  entitled  to  much  credit  for  hav- 
ing performed  the  arduous  task  of  acting  as 
host  to  the  Southern  Medical  Association. 

In  addition  to  acting  as  host,  the  local 
profession  put  on  a most  creditable  clinical 
program  on  Monday.  The  numbers  were 
well  prepared,  on  live  topics,  and  run 
through  with  dispatch. 

We  have  heard  nothing  but  the  most  fa- 
vorable comment  from  doctors  who  at- 
tended the  sessions  at  Memphis. 

There  are  only  a few  cities  in  the  South 
with  facilities  adequate  to  accommodate  the 
Southern  Medical  Association,  and  there  is 
no  local  society  in  the  South  which  could 
have  performed  better  than  the  Memphis 
and  Shelby  County  Medical  Society  did. 
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“The  Ellett  Day” 

Desiring  to  honor  the  great  while  still 
living,  some  of  the  friends  and  associates 
of  Dr.  E.  C.  Ellett  arranged  a program 
called  “Ellett  Day”  at  the  recent  meeting 
of  the  Southern  Medical  Association  in 
Memphis.  The  first  program  of  the  eye, 
ear,  nose,  and  throat  section  was  given 
Dr.  Eilett’s  name,  and  at  the  conclusion  of 
the  regular  papers,  four  of  those  present 
spoke  of  various  phases  of  Dr.  Ellett’s  life 
and  accomplishments.  Dr.  Walter  R. 
Parker  of  Detroit,  Michigan,  a schoolmate 
and  fellow  intern,  reminisced  of  their  school 
and  hospital  days;  Dr.  Harvey  B.  Searcy 
of  Tuscaloosa,  Alabama,  spoke  of  his  early 
days  in  Dr.  Ellett’s  office;  Dr.  Grady  E. 
Clay  of  Atlanta,  Georgia,  who  served  under 
Dr.  Ellett  in  France,  told  of  the  colonel’s 
status  in  the  World  War;  and  Dr.  James  B. 
Stanford,  another  former  associate,  spoke 
of  the  influence  of  Dr.  Ellett  on  the  practice 
of  medicine  in  Memphis. 


The  Platform  of  the  American  Medical 
Association 

There  seems  to  be  some  misunderstand- 
ing with  reference  to  the  platform  of  the 
American  Medical  Association. 

When  this  platform  was  announced,  many 
doctors  seem  to  have  formed  the  opinion 
that  this  action  represents  a departure  from 
former  policies  of  the  Association.  This  is 
not  the  case.  As  a matter  of  fact,  the  so- 
called  platform  consists  of  eight  statements 
of  principle.  These  have  been  acted  upon 
by  the  House  of  Delegates — some  of  them 
repeatedly. 

In  the  last  few  years  the  propagandists 
have  convinced  many  lay  people,  and  sev- 
eral members  of  the  medical  profession, 
that  the  American  Medical  Association  has 
followed  a policy  of  doing  nothing  and  op- 
posing the  actions  of  those  who  were  at- 
tempting to  do  something. 

Much  publicity  has  been  given  the  state- 
ments of  the  Association  in  opposition  to 
pending  legislation,  but  little  or  no  publicity 
has  been  given  to  statements  which  were 
positive  in  character.  It  was,  therefore, 
appropriate  and  wise  that  the  positive  at- 
titude of  the  medical  profession  on  many 


questions  be  stated  separate  and  apart  from 
statements  of  opposition. 

This  action  should  clarify  the  atmosphere 
a great  deal. 

They  are  reproduced  in  this  issue  of  the 
Journal. 


A Christmas  Greeting! 

May  we  use  this  space  and  this  method  of 
expressing  a Christmas  greeting  to  the 
members  of  the  Tennessee  State  Medical 
Association  on  behalf  of  the  office  force. 

Dr.  H.  H.  Shoulders 
Dr.  W.  M.  Hardy 
Miss  Willard  Batey 


Beware  ! 

The  following  letter  has  been  received 
and  is  self-explanatory : 

“Trenton,  Missouri 

“Dear  Doctor: 

“I  am  writing  you  regarding  a man  who 
is  running  around  through  the  country  buy- 
ing glasses,  especially  from  oculists,  usually 
giving  a check  to  the  amount  of  thirty  dol- 
lars. This  man  tries  to  simulate  a farmer, 
and  he  usually  has  a notation  on  the  check 
for  corn,  cow,  hogs,  etc.  The  name  on  the 
check  to  him  is  no  doubt  forged  and  there 
is  no  doubt  his  endorsement  on  the  back  of 
the  check  is  forged.  The  man  is  about 
five  feet,  nine  or  ten  inches  tall,  weighs 
about  155  pounds,  light  sandy  hair,  blue 
eyes,  smooth  shaven,  with  a ruddy  com- 
plexion. 

“Should  this  man  come  into  your  office, 
making  an  attempt  to  cash  such  check  as 
the  above  description,  unless  proven  to  be 
absolutely  authentic,  please  notify  the 
sheriff  of  Nodaway  County,  Maryville, 
Missouri,  or  the  sheriff  of  Grundy  County, 
Trenton,  Missouri. 

“He  usually  signs  his  name  on  the  back 
of  the  check  in  a very  rough,  but  plainly 
legible  hand  and  signs  it  W.  C.  Curran,  and 
he  usually  wishes  the  difference  between 
the  amount  of  the  check  and  the  price  of 
the  glasses  in  cash,  but  does  not  call  for  the 
glasses.  Should  he  sign  his  name  and  such 
a check  be  presented  to  you,  please  have  the 
sheriff  to  intercept  him. 

“Should  you  have  any  information  regard- 
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mg  a man  of  his  description  passing  checks 
of  the  above  description,  please  inform  the 
sheriffs  above  named,  Dr.  R.  C.  Pearson, 
Maryville,  Missouri,  or  myself. 

“Thanking  you,  I am 

“Very  truly  yours, 

“(Signed)  Herbert  C.  Kimberlin,  M.D.” 


Notes  on  Postgraduate  Instruction  in 
Pediatrics 

The  postgraduate  course  in  pediatrics, 
sponsored  by  the  Tennessee  State  Medical 
Association,  will  move  to  Middle  Tennessee 
about  January  1.  By  this  date  four  circuits 
will  have  been  completed  with  a total  of 
421  doctors  having  enrolled  for  the  course. 

The  next  circuit  will  be  given  in  the  fol- 
lowing centers,  meetings  being  held  with 
the  doctors  enrolled  once  each  week  for  ten 
weeks  at  the  places  and  hours  specified : 

Gallatin,  January  1,  7:00  P.  M. 

Springfield,  January  2,  2:00  P.  M.,  at 
Robertson  County  Hospital. 

Clarksville,  January  3,  7:00  P.  M.,  at 
Clarksville  Hospital. 

Nashville,  January  4,  8:00  P.  M.,  at 
Nashville  General  Hospital. 

Dickson,  January  5,  7:00  P.  M.,  at  First 
National  Bank  Building. 

It  is  desirable  that  all  who  plan  to  en- 
roll for  this  circuit  sign  enrollment  cards 
and  send  them  with  checks  for  the  enroll- 
ment fee  to  the  clinic  chairman  or  the  office 
of  the  postgraduate  committee,  420  Sixth 
Avenue,  North,  Nashville,  Tennessee,  as 
soon  as  possible  in  order  that  notices  may  be 
mailed  out  to  enrollees,  reminding  them  of 
the  time  of  meetings. 


DEATHS 


Dr.  J.  H.  Buchanan 
Dr.  J.  H.  Buchanan  Memphis ; University 
of  Tennessee,  College  of  Medicine,  1932; 
aged  thirty-three;  died  November  9 as  a 
result  of  an  automobile  accident. 


Dr.  J.  J.  Waller 

Dr.  J.  J.  Waller,  Oliver  Springs;  South- 


ern Medical  College,  Atlanta,  1892;  aged 
seventy-two;  died  December  7. 


Dr.  J.  A.  Reynolds 

Dr.  J.  A.  Reynolds,  Chattanooga;  Indi- 
ana University  School  of  Medicine,  1924; 
aged  forty-seven ; died  December  7. 


NEWS  NOTES  AND  COMMENTS 


Dr.  Chas.  C.  Smeltzer  announces  opening 
of  offices  at  605  Walnut  Street,  Knoxville, 
for  the  practice  of  surgery  and  medicine. 


Changes  of  Address 
Dr.  H.  H.  Hudson,  Murfreesboro,  to 
Dyersburg,  Tennessee. 

Dr.  W.  E.  Turner,  Lobelville,  to  Piggott, 
Arkansas. 

Dr.  John  A.  Conroy,  217  Western  Avenue, 
Cambridge,  Massachusetts,  to  183  Tremont 
Street,  Newton,  Massachusetts. 


WOMAN'S  AUXILIARY 


At  this  time  our  thoughts  are  directed  to 
the  coming  Christmas  season.  Let  us  not 
forget  its  meaning — good  will  to  men.  The 
truest  joy  of  Christmas  is  not  found  in  re- 
ceiving, but  in  giving.  The  happiest  people 
are  those  who  make  others  happier.  If  we 
learned  to  keep  Christmas  truly  in  our 
hearts,  we  should  become  measureless  bless- 
ings to  the  world.  Nothing  in  life  could 
ever  quench  our  joy  or  dim  the  light  of  our 
peace.  A poet  tells  us  of  hearing  music 
wherever  he  went : 

Let  me  go  where’er  I will 
I hear  a sky-born  music  still ; 

It  is  not  only  in  the  rose, 

It  is  not  only  in  the  bird, 

But  in  the  darkest,  meanest  things, 

There  always,  always  something  sings. 

Such  an  experience  is  possible  only  when 
we  have  the  music  in  our  own  souls.  May 
this  season  be  a joyful  one  for  us  all — full 
of  kindly  thoughts  and  inspirations. 


December,  1939 


MEDICAL  SOCIETIES 


461 


Davidson  County 

Over  150  guests  attended  the  member- 
ship tea  which  the  Woman’s  Auxiliary  of 
the  Nashville  Academy  of  Medicine  and  Da- 
vidson County  Medical  Society  gave  De- 
cember 3 at  the  home  of  Mrs.  W.  R.  Cate 
on  Graybar  Lane.  Mrs.  Cleo  Miller  was  gen- 
eral chairman.  Pouring  tea  was  Mrs.  I.  T. 
Altman,  Mrs.  S.  S.  Crockett,  Mrs.  George 
Price,  and  Mrs.  J.  C.  Savage,  assisted  in 
serving  by  Mrs.  W.  B.  Anderson,  Mrs.  B.  F. 
Byrd,  Mrs.  T.  F.  Frist,  Mrs.  Hamilton  Gay- 
den,  Mrs.  J.  P.  Gilbert,  Mrs.  David  Hailey, 
Mrs.  Theodore  Morford,  Mrs.  T.  D.  Mc- 
Kinney, Mrs.  H.  E.  Patey,  and  Mrs.  W.  0. 
Tirrell,  Jr.  

President’s  Report  of  the  Executive 
Board  Meeting  in  Chicago 

The  annual  fall  meeting  of  the  Executive 
Board  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  was  held  in 
Chicago  on  November  17  at  the  Palmer 
House.  It  was  a most  interesting  meeting, 
Mrs.  Rollo  K.  Packard,  national  president, 
presiding  at  the  business  sessions.  Fif- 
teen states  were  represented  with  reports 
from  their  presidents. 

In  the  reports  I noticed  that  speakers’ 
bureaus  were  very  generally  used  and  en- 
joyed by  the  auxiliaries.  I wish  each  of  the 
county  medical  societies  in  Tennessee  would 
appoint  speakers’  bureaus.  So  far  we  have 
only  one  and  that  in  Memphis.  In  many 
cases  the  president  of  the  state  association 
appoints  the  speakers  for  the  state  and  any 
city  can  call  on  a speaker  from  the  group. 

Much  discussion  centered  about  the  Wag- 
ner Bill.  The  fact  that  it  may  be  urged  on 
the  American  Federation  of  Women’s  Clubs 
for  endorsement  made  the  discussion  more 
heated.  It  was  urged  that  every  doctor’s 
wife  procure  an  adequate  synopsis  of  this 
bill  and  become  familiar  with  it.  It  was 
urged  that  it  be  made  a subject  of  study  at 
the  local  auxiliary  meetings. 

Plans  were  made  at  this  meeting  for  the 
national  convention  in  New  York  next  June. 


Rutherford  County 
Mrs.  J.  B.  Black,  wife  of  the  director  of 
the  Rutherford  County  Health  Department, 


has  been  chosen  to  fill  the  unexpired  term 
as  president  of  the  Woman’s  Auxiliary  to 
the  Stone’s  River  Academy  of  Medicine  left 
vacant  when  Mrs.  H.  H.  Hudson,  former 
president,  moved  to  Jackson. 

Mrs.  J.  F.  Adams  of  Woodbury  was 
chosen  secretary  of  the  Auxiliary  preced- 
ing the  business  session.  Members  of  the 
Auxiliary  went  to  the  lecture  room  of  Ruth- 
erford hospital,  where  they  heard  Dr.  John 
Cason  speak  on  the  “Value  of  Pneumotho- 
rax in  the  Control  and  Treatment  of  Tuber- 
culosis.” Dr.  Cason  explained  that  this 
study  was  his  “hobby  in  medicine”  and  de- 
tailed methods  of  its  treatment  and  preven- 
tion, illustrating  his  lecture  with  X-rays 
of  patients  being  treated  at  the  Rutherford 
Clinic.  He  concluded  his  discussion  with 
the  actual  treatment  of  a patient  of  the 
clinic. 

Mrs.  J.  A.  Scott  presided  over  the  meet- 
ing. 

Mrs.  John  Cason  and  Mrs.  W.  T.  Robison, 
assisted  by  Miss  Martiel  Sharpe  of  the  hos- 
pital staff,  were  hostesses. 


Shelby  County 

The  November  meeting  of  the  Woman’s 
Auxiliary  to  the  Memphis  and  Shelby  Coun- 
ty Medical  Society  held  at  the  University 
Center  proved  most  interesting  and  enjoy- 
able. Mrs.  Walter  A.  Ruch,  president,  pre- 
sided. 

Mrs.  Henry  G.  Hill  discussed  an  original 
version  of  “Doctor’s  Buggy.”  Mrs.  Willis 
C.  Campbell,  general  chairman  of  entertain- 
ment of  the  visiting  doctors’  wives  attend- 
ing the  southern  medical,  left  final  instruc- 
tions for  her  committee. 

Following  the  meeting  a delicious  lunch- 
eon was  served  by  Mrs.  W.  T.  Braun,  Jr., 
Mrs.  Samuel  Blackwell,  and  Mrs.  Edwin  J. 
Lipscomb. 


MEDICAL  SOCIETIES 


Dyer , Lake , and  Crockett  Counties: 

The  Dyer,  Lake,  and  Crockett  County 
Medical  Society  met  on  December  6.  The 
following  papers  were  read : 
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“Staphylococcal  Infection,”  by  Dr.  Wil- 
liam C.  Colbert,  Memphis. 

“The  Mechanism  of  Production  of  Clin- 
ical Irregularities  of  the  Heartbeat,”  by 
Dr.  Whitman  Rowland,  Memphis. 

“The  Differential  Diagnosis  of  Influenza,” 
by  Dr.  Duane  Carr,  Memphis. 

Officers  for  1940  were  elected. 


Greene  County: 

The  Greene  County  Medical  Society  met 
in  Country  Club  House,  Greeneville,  No- 
vember 7,  at  6 :30  P.  M.  After  an  excellent 
dinner,  the  following  program  was  given: 

“The  Use  of  Sulfapyridine  in  the  Treat- 
ment of  Pneumonia,”  by  Dr.  John  A. 
Brabson. 

“Undulant  Fever,”  by  H.  W.  Fox. 

Each  of  these  excellent  papers  was  freely 
discussed. 

(Signed)  M.  A.  Blanton,  M.  D. 


Hardin,  Lawrence,  Lewis,  Perry,  and 
Wayne  Counties: 

The  Five-County  Medical  Society  met  in 
Savannah  on  November  28,  and  the  follow- 
ing papers  were  read : 

“Prostatic  Backache,”  by  Dr.  Bernard  L. 
Green,  Jackson. 

“Surgical  Treatment  of  Peptic  Ulcer,”  by 
Dr.  R.  B.  White,  Jackson. 

Officers  for  1940  were  elected,  as  follows : 
President — Dr.  J.  V.  Hughes,  Savannah. 
Vice-president,  Hardin  County — Dr.  S.  L. 
Stephenson,  Savannah. 

Vice-president,  Wayne  County — Dr.  J.  T. 
Keeton,  Clifton. 

Vice-president,  Lawrence  County — Dr. 
J.  W.  Danley,  Lawrenceburg. 

Vice-president,  Lewis  County — Dr.  W.  E. 
Boyce,  Flatwoods. 

Vice-president,  Perry  County — Dr.  0.  A. 
Kirk,  Linden. 

Secretary-treasurer  — Dr.  Dexter  L. 
Woods,  Waynesboro. 

Delegate — Dr.  0.  H.  Williams,  Savannah. 
Alternate — Dr.  C.  C.  Stockard,  Lawrence- 
burg. 

Future  meetings  will  be  held  in  the  eve- 
nings. The  next  meeting  will  be  at  Waynes- 
boro on  January  30,  1940. 


Knox  County: 

November  14 : “Rectal  Pain,”  by  Dr.  J.  M. 
Stockman.  Discussed  by  Drs.  L.  A.  Haun 
and  Chas.  F.  Clayton. 

November  21 : “The  Relation  of  Diet  to 
Hematogenous  Bilateral  Kidney  Disease,” 
by  Dr.  George  Henson.  Discussed  by  Drs. 
G.  A.  Williamson,  E.  R.  Zemp,  and  Dan 
Thomas. 

November  28:  “Hodgkin’s  Disease,”  by 
Dr.  Eugene  Abercrombie.  Discussed  by 
Hugh  Reaves. 


Smith  County: 

The  Smith  County  Medical  Society  met 
recently  and  elected  new  officers  for  the  year 
1940,  as  follows : 

President — Dr.  Lillard  Sloan,  Carthage. 

Vice-president — Dr.  R.  E.  Garrett,  Dixon 
Springs. 

Secretary-treasurer — Dr.  Thayer  S.  Wil- 
son, Gordonsville. 

Delegate — Dr.  A.  O.  Parker,  Brush  Creek. 

Alternate — Dr.  R.  E.  Key,  Carthage. 


OTHER  MEDICAL  SOCIETIES 


Abstracts  of  Papers  Presented  At 
Vanderbilt  Medical  Society 
November  3, 1939 

1.  Case  Report:  “A  Case  of  Actinomy- 
cosis Treated  with  Sulfanilamide,”  by 
Dr.  Delmar  R.  Gard. 

An  eleven-year-old  white  girl  was  ad- 
mitted to  the  hospital  on  April  4,  1939,  with 
“sores”  on  chest,  foot,  hip,  and  face.  Smears 
from  chest  showed  sulphur  granules  typical 
of  actinomycosis.  Also,  a biopsy  from  a 
sinus  in  the  hip  contained  sulphur  granules. 
An  X-ray  of  the  chest  showed  rather  marked 
pulmonary  infiltration.  Her  tuberculin  test 
was  negative  to  one  milligram.  The  child 
was  placed  on  sulfanilamide  and  given  256 
grams  during  the  next  two  and  one-half 
months.  There  was  marked  improvement 
of  all  lesions,  including  the  infiltration  in 
the  chest.  The  child  has  been  seen  several 
times  since  discharge  from  hospital,  and 
her  improvement  has  continued. 
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This  case  was  discussed  by  Drs.  Horton 
Casparis  and  Hugh  Morgan. 

2.  “Preliminary  Observations  on  Rabies 
in  the  Chick  Embryo,”  by  Dr.  James 
R.  Dawson,  Jr. 

The  experiments  show  that  rabies  virus 
may  be  established  and  maintained  in- 
definitely in  developing  chick  embryos,  and 
that  infection  so  produced  is  associated  with 
specific  cytological  changes  which  are  char- 
acteristic of  rabies.  During  its  adaptation 
to  and  maintenance  in  chick  embryos,  the 
virus  is  modified  selectively;  there  is  a 
I preservation  or  actual  enhancement  of  vir- 
ulence for  the  chick  embryo,  the  mouse, 
and  the  dog,  but  there  is  a decrease  in 
1 virulence  for  the  rabbit.  This  decrease  in 
virulence  for  the  rabbit  is  of  such  a degree 
that  an  intracranial  injection  of  the  virus 
produces  a nonfatal  self-limited  infection 
which  renders  the  animal  immune  to  a 
second  intracranial  inoculation  of  highly 
virulent  material. 

This  paper  was  discussed  by  Drs.  E.  W. 
Goodpasture,  W.  S.  Leathers,  and  Katharine 
Dodd. 

3.  “The  Effect  of  Pressure  Upon  Living 
Tissues,”  by  Drs.  Barney  Brooks  and 
George  W.  Duncan. 

Because  of  the  previous  negligence  of 
mechanical  factors  in  clinical  surgery,  such 
as  pressure  from  plaster  casts,  growing 
tumors,  and  inflammatory  diseases,  the  in- 
fluence of  low  and  moderate  pressure  upon 
various  tissues  was  studied.  Albino  rats 
were  used  as  experimental  animals.  The 
pressure  applied  varied  from  twenty  milli- 
| grams  to  2,045  milligrams  mercury.  It  was 
found  that  a pressure  of  130  milligrams 
mercury  applied  for  a period  of  seventeen 
I to  eighteen  hours  uniformly  produced  com- 
plete necrosis.  By  prolongation  of  the  time 
of  application  to  forty-eight  hours,  the  pres- 
sure could  be  lowered  to  100  milligrams 
mercury  and  complete  necrosis  obtained. 
Lower  pressure  applied  for  shorter  periods 
produced  epithelial  hyperplasia  and  an  in- 
flammatory reaction  with  resulting  fibrosis, 


most  marked  in  the  muscles.  It  was  found 
that  by  lowering  the  temperature  of  the 
tissue  to  zero  to  two  degrees  C.  the  develop- 
ment of  gangrene  was  prolonged  two  or 
three  times  the  length  of  the  time  required 
for  its  production  at  room  temperature. 
These  effects  of  low  and  moderate  pressures 
were  attributed  chiefly  to  the  influence  of 
anoxia  on  tissues,  and  by  lowering  the  tem- 
perature the  metabolic  rate  of  the  cells  was 
lowered,  thus  prolonging  the  time  of  devel- 
opment of  necrosis.  In  subsequent  experi- 
ments the  effect  of  temperature  elevation, 
nutrition,  and  fluid  balance  will  be  studied. 

This  paper  was  discussed  by  Drs.  E.  W. 
Goodpasture,  Walter  E.  Garrey,  C.  S.  Robin- 
son, Tinsley  R.  Harrison,  Beverly  Douglas, 
Herbert  S.  Wells,  and  Ralph  M.  Larsen. 
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American  Board  of  Ophthalmology,  Application 
before  1940.  Dr.  John  Green,  6830  Waterman 
Avenue,  St.  Louis,  Missouri. 

American  Medical  Association,  New  York,  June 
10-14,  1940.  Dr.  Olin  West,  535  North  Dearborn 
Street,  Chicago,  Illinois,  secretary. 

Annual  Congress  on  Industrial  Health,  Chicago, 
January  15,  16.  Dr.  C.  M.  Peterson,  535  North 
Dearborn  Street,  Chicago,  secretary. 

Midsouth  Postgraduate  Medical  Assembly,  Mem- 
phis, February  13-16,  1940.  Dr.  A.  F.  Cooper, 
Goodwyn  Institute  Building,  Memphis,  secretary. 

Southern  Section,  American  Laryngological, 
Rhinological,  and  Otological  Society,  Columbia, 
South  Carolina,  January  8,  9.  Dr.  Walter  J. 
Bristow,  Doctors  Building,  Columbia,  South  Caro- 
lina, chairman. 

Tennessee  State  Medical  Association,  Chatta- 
nooga, April  9-11,  1940.  Dr.  H.  H.  Shoulders, 
508  Doctors  Building,  Nashville,  secretary. 

West  Tennessee  Medical  and  Surgical  Associa- 
tion, Jackson,  May,  1940.  Dr.  George  R.  McSwain, 
Paris,  secretary. 

Examinations 

American  Board  of  Obstetrics  and  Gynecology, 
January  6,  1940.  Dr.  Paul  Titus,  1015  Highland 
Building,  Pittsburgh,  Pennsylvania,  secretary. 

Tennessee  State  Board  of  Medical  Examiners, 
Memphis,  December  20,  21.  Dr.  H.  W.  Qualls,  Sec- 
retary, 130  Madison  Avenue,  Memphis. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


The  Treatment  of  Acute  Barbiturate  Poisoning.  Perry 

P.  Volpitto,  Current  Researches  in  Anesthesia  and 

Analgesia,  July-August,  1939. 

Barbiturates  are  divided  into  the  long-acting, 
such  as  luminal  and  veronal;  intermediate,  such  as 
neonal,  dial  ipral,  alurate,  and  amytal;  and  the 
short-acting,  including  nembutal,  phanodorn,  ortal, 
and  seconal.  Also  there  are  the  ultra-short,  in- 
cluding sodium  evipal,  sodium  pentothal,  and  the 
thio  derivative  of  amytal.  Narcosis  caused  by  the 
long-acting  barbiturates  may  be  followed  by  pul- 
monary congestion,  and  the  shorter-acting  ones 
may  cause  respiratory  and  circulatory  depression. 

The  author  recommends  the  following  treatment 
for  the  untoward  effects  of  overdosage  of  these 
drugs:  adequate  respiratory  exchange  by  artificial 
respiration  if  necessary,  five  per  cent  glucose  in 
normal  saline,  maintain  body  heat,  oxygen,  gastric 
lavage,  nursing  care,  and  frequent  change  of 
position.  He  mentions  the  use  of  such  analeptics 
as  ephedrine,  epinephrine,  coramine,  lobeline,  cy- 
anide, metrazol,  picrotoxine,  and  also  mentions  car- 
bon dioxide. 

The  analeptics  may  be  detrimental  if  given  in 
overdosage.  Picrotoxine  and  metrazol  are  of  un- 
disputed value,  while  coramine  may  be  dangerous. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Chronic  Streptococcic  Ulcer  of  the  Skin  Unresponsive 
to  Local  Therapy  But  Cured  by  Sulfanilamide:  Re- 
port of  Two  Cases.  M.  H.  Goodman.  J.  A.  M., 
Ill  (Oct.  15),  1938. 

The  author  isolated  a beta  hemolytic  strepto- 
coccus in  the  cases  of  two  patients  with  chronic 
cutaneous  ulcers  for  which  prior  treatment  had 
failed.  The  lesions  were  markedly  inflamed,  slowly 
necrosing  and  undermined,  with  an  irregular  ser- 
piginous border  and  an  uneven  base  covered  with 
copious  thin  yellowish  serous  fluid.  Further  local 
and  systemic  measures  failed  to  effect  any  improve- 
ment. In  one  case  cure  resulted  when  sulfanila- 
mide was  administered  for  about  five  weeks;  in 
the  second  case  almost  three  months’  treatment 
with  sulfanilamide  was  required  for  complete  heal- 
ing of  the  lesion. 

Note:  I have  used  sulfanilamide  in  the  form  of 
an  ointment,  applied  locally  to  some  chronic  skin 
ulcers  that  had  failed  to  respond  to  other  treat- 
ments. The  results  were  remarkable. 


OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gaydbn,  M.D. 

Suite  234  Doctors  Building,  Nashville 


The  Relationship  of  the  Time  of  Ligation  of  the  Cord  to 
the  Red  Blood  Count  of  the  Infant.  H.  B.  Frischkorn, 
and  M.  P.  Rucker.  American  Journal  of  Obstetrics 
and  Gynecology,  Vol.  38,  p.  592,  1939. 

Tarnier  taught  that  to  tie  the  cord  at  once  de- 
prived the  infant  of  the  blood  that  was  left  in  the 
engorged  placenta,  which  with  more  patience  would 
have  returned  to  the  body  of  the  infant.  For  a 
number  of  years  one  of  us  has  noticed  a marked 
variation  in  the  number  of  red  blood  cells  of  the 
newborn  infant.  Apparently  neither  the  method 
of  delivery  nor  the  type  of  anesthetic  had  anything 
to  do  with  it.  .The  present  study  was  undertaken 
in  hopes  of  throwing  some  light  on  this  subject. 
We  repeated  Schuckling’s  experiment  of  weighing 
the  baby  immediately  and  after  the  cord  ceased 
pulsating.  It  was  easy  to  demonstrate  a definite 
gain  in  weight  when  the  cord  ceased  to  pulsate. 
The  less  blood  that  is  left  in  the  umbilical  vessels 
the  higher  will  be  the  red  blood  cell  count  of  the 
infant.  If  the  umbilical  vessels  are  allowed  to 
cease  pulsating  and  collapse  before  they  are  ligated, 
very  little  blood  will  drain  out  of  them.  In  infants 
whose  umbilical  vessels  are  ligated  after  they 
have  ceased  to  pulsate,  the  average  red  blood  cell 
count  is  greater  by  584,481  than  in  those  whose 
cords  are  ligated  while  still  pulsating. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


The  Significance  of  Errors  of  Refraction  in  Chronic 
Blepharitis  of  Children.  E.  J.  Somerset.  Archives  of 
Ophthalmology,  November,  1939. 

The  purpose  of  this  paper  is  to  inquire  into  the 
significance  of  refractive  errors  as  an  etiologic 
factor  in  children  suffering  from  chronic  blephar- 
itis or  blepharoconjunctivitis.  All  the  children 
forming  the  basis  of  this  study  were  referred  from 
hospitals  and  clinics  in  London  and  elsewhere  after 
undergoing  treatment  generally  for  a long  period. 
They  are  patients  who  had  not  responded  to  treat- 
ment in  the  outpatient  department.  In  many  in- 
stances correct  glasses  had  been  prescribed  at  the 
hospital  or  clinic  without  materially  affecting  the 
course  of  the  disease.  An  analysis  is  given  of  the 
findings  of  refraction  with  atropine  cycloplegia  of 
the  eyes  of  300  children  between  the  ages  of  two 
and  thirteen  years. 

The  following  summary  is  given  by  the  author: 
“(1)  There  is  no  significant  difference  in  the 
spherical  refractive  error  in  children  suffering 
from  blepharitis  in  comparison  with  the  normal 
child. 
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“(2)  The  incidence  of  astigmatism  is  similar  in 
blepharitis  cases  and  normal  children. 

“(3)  Uniocular  cases  do  not  show  blepharitis 
more  frequently  in  the  eye  with  the  greater 
ametropia. 

“(4)  Causes  other  than  errors  of  refraction 
must  be  sought  for  in  blepharitis  in  children.” 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Pneumonia  in  Infants  and  Children.  Benjamin  W. 

Carey,  M.  D.,  and  Thomas  B.  Cooley,  M.  D.,  Detroit, 

Michigan.  The  Journal  of  Pediatrics  15:  613,  No- 
vember, 1939. 

In  the  six  months  ending  June  1,  1939,  630 
children  in  the  Children’s  Hospital  of  Michigan 
were  treated  for  pneumonia.  Of  these,  248  received 
sulfapyridine,  106  were  treated  with  serum,  and 
276  received  no  specific  treatment.  These  patients 
were  infants  and  children  under  twelve  years  of 
age. 

In  the  group  zero  to  two  years  of  age  the  results 
were  as  follows:  138  received  sulfapyridine,  six 
died,  rate  4.3  per  cent;  fifty-two  were  given  serum, 
six  died,  rate  11.5  per  cent;  174  were  untreated, 
twenty-two  died,  rate  12.6  per  cent. 

In  the  group  two  to  twelve  years  of  age,  110  were 
given  sulfapyridine,  one  died,  rate  0.9  per  cent; 
fifty-four  received  serum,  one  died,  rate  1.8  per 
cent;  102  untreated,  three  died,  rate  2.9  per  cent. 

The  dose  of  sulfapyridine  varied  from  three- 
fourths  to  two  grains  per  pound  per  day.  The 
estimated  daily  dose  was  given  for  forty-eight 
hours  after  the  temperature  returned  to  normal, 
then  half  that  dose  was  given  for  two  or  three 
days.  Toxic  manifestations  were  infrequent,  neither 
hemolytic  anemia,  leucopenia,  or  hematuria  were 
observed.  It  is  suggested  that  the  maintenance  of 
an  adequate  fluid  intake  may  have  some  connection 
with  absence  of  toxic  manifestations. 

Empyema  was  present  on  admission  in  twenty 
cases,  where  the  pneumococcus  was  the  causative 
organism,  and  one  case  developed  in  each  of  the 
groups  receiving  specific  treatment.  Specific  treat- 
ment apparently  reduced  other  complications,  such 
as  otitis  media,  mastoiditis,  and  meningitis. 

There  were  six  cases  of  pneumonia  due  to  staphy- 
lococcus, all  developed  empyema,  and  all  died  in 
spite  of  intensive  treatment  with  sulfapyridine. 


ROENTGENOLOGY 

By  Franklin  B.  Bogart,  M.D. 
Medical  Arts  Building,  Chattanooga 


Further  Experience  with  Roentgen  Therapy  for  Bron- 
chiectasis. M.  Berck  and  Wm.  Harris.  Radiology, 
Vol.  32,  No.  6,  p.  693,  June,  1939. 

In  selection  of  cases,  no  case  was  treated  that 
was  acute  or  in  which  the  condition  was  of  recent 


origin.  Since  bronchiectasis  is  known  to  have 
spontaneous  remission,  the  cases  were  observed  over 
periods  of  months  before  instituting  treatment  to 
be  sure  that  they  had  a maintained  high  level  of 
expectoration.  All  cases  were  thoroughly  investi- 
gated by  means  of  bronchography  and  bronchos- 
copy, and  the  unequivocal  diagnosis  of  bronchi- 
ectasis established.  Bronchiectasis  is  a diagnosis 
of  exclusion.  While  the  exact  location  and  extent 
of  the  lesion  must  be  determined  by  the  above- 
mentioned  means,  it  is  very  essential  that  such 
conditions  as  pulmonary  tuberculosis,  pulmonary 
abscess,  bronchial  foreign  body,  bronchial  adenoma, 
and  bronchial  carcinoma  be  excluded. 

The  majority  of  cases  treated  had  been  pre- 
viously unsuccessfully  treated  by  bronchoscopic 
drainage  and  lavage,  pneumothorax,  phrenic  nerve 
interruption,  and  climatotherapy.  They  were 
treated  by  roentgen  therapy  as  a last  resort,  the 
alternative  being  radical  operative  procedures  such 
as  lobectomy  or  pneumonectomy. 

Classification  of  Bronchiectasis 

Group  1.  Composed  of  those  cases  where  clinical 
symptoms  suggest  only  a chronic  bronchitis  with 
superadded  catarrhal  infection.  Course  relatively 
benign,  suppuration  is  not  noticeable.  There  is 
some  cough  with  variable  amounts  of  mucoid  or 
purulent  sputum,  febrile  epidodes  are  rare,  pneu- 
monitis and  hemoptysis  are  rare.  Such  patients 
rarely  require  hospitalization.  Seasonal  variations 
are  marked,  and  disablement  is  rare.  Remissions 
of  expectoration  and  other  symptoms  are  frequent. 

Group  2.  Includes  those  cases  who  are  obviously 
suffering  from  a severe  chronic  infection.  The 
sputum  is  profuse  and  abhorrently  fetid;  cough  is 
harassing  and  always  productive;  episodes  of 
fever  and  pneumonitis  with  progression  of  symp- 
toms are  common ; clubbing  of  the  digits  is  marked ; 
hemoptyses  are  not  unusual,  and  disablement  from 
activity  is  the  rule.  Bronchography  reveals  cy- 
lindrical, fusiform,  and  saccular  dilatations,  and 
X-ray  examination  shows  marked  signs  of  par- 
enchymal involvement.  The  lung  in  such  conditions 
is  a sort  of  foul  sponge,  draining  pus  constantly. 
The  condition  is  usually  multilobar  and  not  un- 
commonly bilateral. 

Group  3.  In  this  group  are  those  cases  which 
occupy  a middle  ground  between  the  first  two 
groups.  While  cough  is  distressing,  the  sputum  is 
not  so  profuse  and  is  not  continuously  fetid.  They 
are  not  usually  extremely  toxic  and  are  usually  not 
completely  incapacitated  from  work.  Lipiodol 
bronchography  reveals  marked  and  extensive  dilata- 
tions, but  the  parenchymal  involvement  is  not 
nearly  so  marked  as  in  the  second  group.  Fever 
and  episodes  of  pneumonitis  are  occasional.  These 
patients  may  present  the  same  degree  of  infection 
and  symptoms  for  years,  but  do  progress  ultimately 
to  the  more  severe  form  of  the  disease. 


466 


ABSTRACTS  OF  CURRENT  LITERATURE 


December,  1939 


Results  of  Roentgen  Therapy 
Table  I — Non-Foul  Catarrhal  Bronchiectasis 


Greatly  improved 3 

Moderately  improved  1 

Unimproved  1 

Total 5 

Table  II — Foul  Suppurative  Bronchiectasis  Sec- 
ondary to  Chronic  Lung  Abscess  (Operated 
Upon) 

Greatly  improved  10 

Moderately  improved 1 

Unimproved 7 

Deaths  2 

Total 20 

Table  III — Foul  Suppurative  Bronchiectasis 

Greatly  improved 18 

Moderately  improved 7 

Unimproved 7 

Deaths  8 

Total 40 


Roentgen  Technique 

No  other  methods  of  treatment  were  used  so  as 
to  test  the  effect  of  X-ray.  Anterior,  posterior, 
and  lateral  fields  were  used,  cross  firing  all  the 
areas  of  disease  as  revealed  by  bronchoscopy  and 
bronchography.  The  treatment  period  usually 
covered  three  months,  and  each  field  received  a 
total  of  1500  r.  The  physical  factors  used  were 
180  to  200  kilovolts,  fifty  centimeters  distant,  0.5 
millimeters  copper  plus  one  millimeter  aluminum 
filter,  average  size  of  field  ten  by  fifteen  centi- 
meters. At  each  treatment,  two  or  three  fields  re- 
ceived seventy-five  r measured  in  air. 

The  patients  were  treated  two  or  three  times  a 
week,  and  usually  during  the  time  of  treatment, 
the  symptoms  are  aggravated.  The  authors  believe 
that  failures  reported  by  some  workers  are  due  to 
the  fact  that  they  discontinued  treatment  during 
this  period  of  exacerbation  of  the  symptoms.  They 
advocate  continuing  the  treatment  until  completion 
of  the  course  outlined  above  and  do  not  expect  the 
maximum  results  for  four  months  after  conclusion 
of  treatment. 

Conclusion 

1.  Roentgen  therapy  in  moderate  dosage  as  the 
sole  method  of  treatment  for  chronic  suppurative 
bronchiectasis  is  feasible  and  successful,  resulting 
in  symptomatic  improvement  in  a considerable  pro- 
portion of  cases. 

2.  The  clinical  improvement  in  chronic  sup- 
purative bronchiectasis  treated  with  moderately 
high  dosage  of  roentgen  therapy  may  be  so  great 
in  some  cases  as  to  approach  a practically  com- 
plete cessation  of  the  symptoms  of  expectoration 
and  cough.  These  patients  now  appear  clinically 
well  and  arrested  of  their  previous  symptoms  of 
suppurative  bronchiectasis. 


3.  Follow-up  examination,  over  a period  in  some 
instances  of  six  years,  in  those  cases  that  have  been 
improved  has  shown  no  recurrence  of  symptoms 
with  upper  respiratory  infections. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

I5y  Mattle  Malone.  II,  M.D. 

1400  Monroe  Avenue.  Memphis 


Acute  Perforated  Peptic  Ulcers.  Marshall  W.  Kelley, 

M.D.  Surgery,  6:  524,  October,  1939. 

In  this  review  of  152  cases  of  acute  perforated 
peptic  ulcers  covering  a period  of  six  years  the 
incidence  of  this  condition  was  0.0012  per  cent  of 
all  admissions  to  the  hospital.  Almost  one-half 
of  these  patients  were  between  thirty  and  fifty 
years  of  age;  there  was  little  if  any  seasonal  varia- 
tion; and  the  usually  marked  predominance  of 
males,  95.4  per  cent. 

Previous  gastric  disturbance  had  occurred  in 
84.2  per  cent  and  in  15.8  per  cent  the  pain  of 
perforation  was  the  first  symptom  of  any  gastric 
disturbance.  Only  two  patients  gave  a history  of 
previous  perforation.  In  ascertaining  the  history 
of  the  perforation,  the  various  symptoms  were 
evaluated  to  show  the  relative  occurrence  of  each. 
In  40.7  per  cent  of  the  cases  the  pain  was  described 
as  being  in  the  epigastrium  and  general  abdomen; 
in  34.2  per  cent  in  epigastrium  alone;  in  15.5  per 
cent  generalized  abdominal  pain  was  described.  In 

87.4  per  cent  the  pain  was  described  as  “violently 
severe  and  knifelike.”  Vomiting  occurred  in  74.3 
per  cent.  In  only  6.1  per  cent  was  there  blood  in 
the  vomitus.  As  to  physical  findings  in  117  cases 
there  was  generalized  abdominal  tenderness  and 
rigidity  in  which  the  area  of  maximum  localization 
was  stated.  The  apparent  shock  following  perfora- 
tion is  not  true  shock;  although  the  temperature 
may  be  subnormal  the  pulse  will  not  be  fast  and 
the  blood  pressure  will  be  within  normal  limits. 
Later  the  temperature  and  pulse  may  be  normal 
and  the  intensity  of  the  pain  subsides.  This  stage 
is  followed  by  peritonitis. 

Laboratory  findings  reveal  a leucocyte  count 
which  will  average  14,000,  but  there  may  be  great 
variations.  A low  count  is  indicative  of  grave  prog- 
nosis. Roentgenography  is  an  adjunct  in  diagnosis 
in  that  air  may  be  demonstrated  under  the  dia- 
phragm on  a plate  taken  in  the  upright  position. 
The  absence  of  this  finding  should  not  be  relied 
upon  as  in  this  series  it  was  present  in  only  68.9 
per  cent. 

The  correct  preoperative  diagnosis  was  made  in 

83.5  per  cent  of  cases,  the  mistaken  diagnoses  being 
acute  appendicitis,  acute  cholecystitis,  acute  pan- 
creatitis and  intestinal  obstruction.  The  mortality 
increases  steadily  with  delay  in  operation.  In  106 
cases  operated  upon  in  the  first  twelve  hours  the 
mortality  rate  was  19.8  per  cent. 

Treatment  in  the  cases  operated  upon  consisted 
of  simple  closure  with  the  suture  of  an  omental 
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tab  over  the  closure  in  81.5  per  cent.  Drainage  of 
the  abdominal  cavity  employed  in  a majority  of 
the  cases,  but  there  was  little  if  any  influence  on 
the  mortality  rate.  Spinal  anesthesia  was  used  in 
most  cases.  Pulmonary  complications  occurred  in 

37.5  per  cent,  of  which  one-half  were  pneumonia. 
Of  the  patients  on  which  a follow-up  was  made  a 

good  result  was  obtained  in  75.4  per  cent,  fair  in 

17.5  per  cent,  and  poor  in  7 per  cent. 


UROLOGY 

By  Tom  It.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jil,  M.I) 
Medical  Building.  Knoxville 


Idiopathic  Gangrene  of  the  Scrotum.  Case  Report. 

Henry  S.  Browne,  M.D.,  and  Ray  L.  Smith,  M.D. 

Southern  Medical  Journal,  Vol.  32,  November,  1939. 

This  condition  was  first  described  by  Fournier  in 
1883.  In  1920  Randall  collected  147  cases  from 
the  literature  and  added  sixteen  of  his  own.  Since 
this  date  Gibbon,  Goldstein,  and  Jaffee  have  de- 
scribed the  condition  and  brought  the  cases  to  228 
reported. 


The  etiology  of  idiopathic  gangrene  of  the  scro- 
tum is  unknown,  for  producing  organisms  are  found 
in  some  cases.  Streptococci  are  also  frequently 
found.  The  portal  of  entry  is  undetermined.  The 
onset  is  sudden  with  chills,  fever,  rapid  pulse, 
nausea,  vomiting,  marked  toxemia,  and  delirium. 
There  is  pain,  swelling,  and  discoloration  of  the 
scrotum.  Gangrene  usually  appears  within  forty- 
eight  hours,  and  sloughing  of  the  skin  and  sub- 
cutaneous tissues  follow,  leaving  the  testes  and 
cords  exposed.  Secondary  hemorrhage  may  occur 
at  this  stage.  Once  the  wound  is  clean,  the  scrotal 
tissues  regenerate  very  rapidly  and  soon  reform 
the  scrotum. 

The  treatment  consists  of  supportive  measures 
to  combat  the  extreme  toxemia,  incision,  and  drain- 
age of  the  scrotum  followed  by  warm  applications 
of  potassium  permanganate.  In  suitable  cases, 
after  the  gangrenous  tissue  has  sloughed  and  the 
field  is  clean,  a plastic  operation  may  be  performed, 
covering  the  testes  with  skin  of  the  perineum  and 
thighs. 

These  authors  report  a case  who  had  a plastic 
operation  as  described  with  good  results. 


A.M.A.  ACCEPTED  MILK 

VITAMIN  D MILK  IN  SUMMERTIME 

For  those  that  require  supplementary  Vitamin  D all  the  year  around,  yet  cannot  tolerate 
the  fat  of  cod-liver  oil  in  summertime,  Anthony’s  Vitex  Vitamin  D Homogenized  provides  a 
special  benefit. 

Each  quart  of  this  milk  contains  400  U.S.P.  Vitamin  D units  actually  extracted  from  cod-liver  oil 
but  free  from  the  fats  of  the  oil  itself. 

Anthony’s  product  enables  you  to  secure  the  rich  natural  minerals  of  milk  and  the  time-tested 
Vitamin  D of  cod-liver  oil,  all  combined  in  one  palatable,  automatic,  and  economical  food.  Homogenization 
lowers  the  curd  tension  and  is  easily  digested. 


ANTHONY  PURE  MILK  CO.,  Inc. 

504  WOODLAND  STREET  Phone  5-5637  NASHVILLE,  TENNESSEE 
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Bradley Claude  H.  Taylor,  Cleveland Madison  S.  Trewhitt,  Cleveland Chas.  S.  Heron,  Charleston 

Campbell J.  P.  Lindsey,  LaFollette M.  L.  Davis,  Morley Joseph  McCoin,  LaFollette 

Carroll L.  E.  Trevathan,  Bruceton J.  H.  Williams,  McKenzie 

Carter H.  B.  Damron,  Elizabethton.. R.  A.  Range,  Elizabethton E.  T.  Pearson,  Elizabethton 

Cocke J.  E.  Hampton,  Newport 

Cumberland E.  W.  Mitchell,  Crossville V.  L.  Lewis,  Crossville 

Davidson R.  W.  Billington,  Nashville George  Carpenter,  Nashville Hamilton  Gayden,  Nashville 

Dickson Hartwell  Weaver,  Dickson H.  P.  Spencer,  White  Bluff W.  H.  Sugg,  Dickson 

Dyer,  Lake,  Crockett W.  L.  Sumners,  Ridgely E.  T.  Haskins  (Dyer),  Newbern C.  L.  Denton,  Dyersburg 

E.  B.  Smythe  (Lake),  Tiptonville 

" ’ " ’shin 

Wiley  D.  Lewis,  Bolivar 

Fentress Claude  Bertram,  Jamestown C.  A.  Collins,  Wilder 

Franklin Henry  T.  Kirby-Smith,  Winchester B.  W.  Sutton,  Huntland John  M.  Hardy,  Sewanee 

Gibson J.  H.  Rozzelle,  Gibson R.  F.  Hughes,  Milan E.  P.  Bowerman,  Trenton 

Giles G.  C.  Grimes,  Aspen  Hill T.  F.  Booth,  Pulaski J.  U.  Speer,  Pulaski 

Greene Haskell  W.  Fox,  Greeneville R.  B.  Gibson,  Greeneville I.  E.  Phillips,  Greeneville 

Grundy O.  H.  Clements,  Palmer __W.  A.  Brewer,  Monteagle T.  F.  Taylor,  Monteagle 

Hamblen D.  Z.  Zimmermann,  Morristown Y.  Alvin  Jackson,  Morristown D.  R.  Roach,  Morristown 

Hamilton S.  H.  Long,  Chattanooga W.  E.  Bryan,  Chattanooga J.  Marsh  Frere,  Chattanooga 

Hardin,  Lawrence, 

Lewis,  Perry,  Wayne..  J.  H.  Tilley,  Lawrenceburg Bartow  Williams  (Hardin),  Kendrick, 

Miss O.  H.  Williams,  Savannah 

C.  C.  Stockard  (Lawrence),  Lawrenceburg 
W.  E.  Boyce  (Lewis),  Hohenwald 
O.  A.  Kirk  (Perry),  Linden 

F.  H.  Norman  (Wayne),  Waynesboro 

Haywood T.  C.  Chapman,  Brownsville James  E.  Hayes,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry A.  F.  Paschall,  Puryear Elroy  Scruggs,  Paris R.  Graham  Fish,  Paris 

Hickman C.  V.  Stephenson,  Centerville J.  S.  Beasley,  Centerville W.  K.  Edwards,  Centerville 

Humphreys H.  C.  Capps,  Waverly 

Jackson J.  D.  Quarles,  Whitleyville C.  E.  Reeves,  Gainesboro E.  W.  Draper,  Gainesboro 

Knox Robert  S.  Leach,  Knoxville R.  G.  Waterhouse,  Knoxville Jesse  C.  Hill,  Knoxville 

Lauderdale Jas.  L.  Dunavant,  Ripley 

Lincoln W.  S.  Joplin,  Petersburg J.  V.McRady,  Fayetteville R.  E.  McCown,  Fayetteville 


Macon „ _ 

Madison G.  H.  Berryhill,  Jackson Henry  H.  Herron,  Bemis S.  M.  Herron,  Jackson 

Maury H.  0.  Anderson,  Williamsport B.  H.  Woodard,  Spring  Hill D.  B.  Andrews,  Columbia 

McMinn C.  O.  Foree,  Athens W.  F.  Seay,  Englewood J.  H.  Lillard,  Benton 

McNairy T.  N.  Humphrey,  Selmer 

Monroe R.  C.  Kimbrough,  Madisonville H.  C.  Shearer,  Madisonville W.  G.  McEvitt,  Madisonville 

Montgomery V.  H.  Griffin,  Clarksville Phillip  L.  Lyle,  Clarksville R.  M.  Workman  Clarksville 

Obion D.  S.  Latimer,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Polk Thos.  J.  Hicks,  Copperhill W.  Y.  Gilliam,  Copperhill F.  O.  Geisler,  Isabella 

Putnam T.  M.  Crain,  Monterey J.  Fred  Terry,  Cookeville Thurman  Shipley,  Cookeville 

- nr*  t n wr  x\r  u:n  t r*  xr: 


Rutherford R.  C.  VanHook,  Auburntown J.  B.  Black,  Murfreesboro J.  A.  Scott,  Murfreesboro 

Scott D.  T.  Chambers,  Norma T.  L.  Phillips,  Oneida Milford  Thompson,  Oneida 

Sevier R.  F.  Thomas,  Sevierville R.  J.  Ingle,  Sevierville L.  A.  Byers,  Sevierville 

Shelby J.  H.  Francis,  Memphis,  President W.  D.  Stinson,  Memphis A.  F.  Cooper,  Memphis,  Secretary 

W.  C.  Chaney,  Memphis,  President-elect  E.  G.  Kelly,  Memphis,  Treasurer 

Smith E.  D.  Gross,  Carthage L.  D.  Sloan,  Carthage Thayer  S.  Wilson,  Gordonsville 

Sullivan,  Johnson T.  R.  Bowers,  Bristol F.  L.  Alloway  (Sullivan),  Kingsport C.  F.  N.  Schram,  Kingsport 

Robert  O.  Gienn  (Johnson),  Mountain  City 

Sumner Homer  Reese,  Gallatin R.  L.  Johnson,  Portland A.  L.  Ball,  Gallatin 

Tipton Waldo  McLister,  Brighton J.  C.  Turley,  Covington H.  C.  Currie,  Covington 

Unicoi Robert  H.  Harvey,  Erwin R.  E.  Stack,  Erwin Walter  C.  Humbert,  Erwin 

Washington T.  P.  McKee,  Johnson  City G.  E.  Campbell,  Johnson  City Walter  Hankins,  Johnson  City 

Weakley J.  A.  Moore,  Sharon M.  D.  Ingram,  Dresden T.  B.  Wingo,  Martin 

White H.  A.  Morgan,  Sparta E.  C.  Mason,  Quebeck A.  F.  Richards,  Sparta 

Williamson. _.R.  S.  Gass,  Franklin Walter  Pyle,  Franklin K.  S.  Howlett,  Franklin 

Wilson Robert  N.  Buchanan,  Lebanon O.  Reed  Hill,  Lebanon R.  B.  Gaston,  Lebanon 
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STANDING  COMMITTEES 


COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  A.  H.  Lancaster,  Knoxville  (1942) 

Dr.  A.  F.  Cooper,  Memphis  (1941) 

Dr.  A.  M.  Patterson,  Chattanooga  (1940) 

STATE  TUBERCULOSIS  COMMISSION 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1941) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1942) 

Dr.  J.  L.  Hamilton,  Chattanooga  (1941) 

Dr.  0.  N.  Bryan,  Nashville  (1940) 

HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1941) 

Dr.  E.  H.  Baird,  Dyersburg  (1942) 

Dr.  L.  E.  Coolidge,  Greeneville  (1942) 

Dr.  R.  R.  Brown,  Nashville  (1941) 

Dr.  J.  H.  Francis,  Memphis  (1940) 

Dr.  S.  J.  Sullivan,  Cleveland  (1940) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1941) 
Dr.  M.  S.  Roberts,  Knoxville  (1942) 

Dr.  H.  B.  Everett,  Memphis  (1941) 

Dr.  Frank  Harris,  Chattanooga  (1940) 

Dr.  T.  R.  Ray,  Shelbyville  (1940) 

Dr.  W.  O.  Baird,  ex-officio,  Henderson 
Dr.  H.  H.  Shoulders,  ex-officio,  Nashville 

LIAISON  COMMITTEE 
Dr.  W.  C.  Dixon,  Chairman,  Nashville  (1941) 

Dr.  J.  O.  Manier,  Nashville  (1943) 

Dr.  J.  B.  Stanford,  Memphis  (1942) 

Dr.  H.  A.  Laws,  Chattanooga  (1942) 

Dr.  W.  P.  Wood,  Knoxville  (1940) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1941) 

Dr.  C.  M.  Hamilton,  Nashville  (1942) 

Dr.  S.  R.  Miller,  Knoxville  (1940) 

COMMITTEE  ON  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1940) 
Dr.  J.  M.  Lee,  Nashville  (1942) 

Dr.  W.  C.  Chaney,  Memphis  (1942) 

Dr.  R.  B.  Wood,  Knoxville  (1941) 

Dr.  H.  B.  Gotten,  Memphis  (1941) 

Dr.  D.  W.  Smith,  Nashville  (1940) 

COMMITTEE  ON  MEMOIRS 
Dr.  H.  M.  Tigert,  Chairman,  Nashville  (1941) 

Dr.  B.  T.  Nolen,  Franklin  (1942) 

Dr.  J.  C.  Brooks,  Chattanooga  (1941) 

Dr.  E.  L.  Ellis,  Maryville  (1940) 

Dr.  L.  J.  Lindsey,  Covington  (1940) 


COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  J.  R.  Reinberger,  Chairman,  Memphis  (1941) 
Dr.  D.  T.  Holland,  Newbern  (1942) 

Dr.  J.  E.  Powers,  Jackson  (1942) 

Dr.  M.  S.  Lewis,  Nashville  (1941) 

Dr.  H.  P.  Hewitt,  Chattanooga  (1941) 

Dr.  Andrew  Smith,  Knoxville  (1940) 

Dr.  C.  W.  Friberg,  Johnson  City  (1940) 

Dr.  L.  C.  Harris,  Lawrenceburg  (1940) 

COMMITTEE  ON  CHILD  WELFARE 
Dr.  Frazier  Binns,  Chairman,  Nashville  (1941) 

Dr.  H.  J.  Starr,  Chattanooga  (1942) 

Dr.  W.  D.  Mims,  Memphis  (1942) 

Dr.  Oliver  Hill,  Knoxville  (1940)* 

CANCER  COMMITTEE 
Dr.  Ralph  Monger,  Chairman,  Knoxville  (1940) 

Dr.  H.  S.  Shoulders,  Nashville  (1942) 

Dr.  J.  W.  McClaran,  Jackson  (1942) 

Dr.  W.  J.  Sheridan,  Chattanooga  (1941) 

Dr.  C.  H.  Heacock,  Memphis  (1941) 

Dr.  Howard  King,  Nashville  (1940) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  F.  Hamilton,  Chairman,  Memphis  (1942) 
Dr.  R.  C.  Robertson,  Chattanooga  (1941) 

Dr.  J.  J.  Ashby,  Nashville  (1941) 

Dr.  A.  H.  Meyer,  Memphis  (1940) 

Dr.  Robert  Patterson,  Knoxville  (1940) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga 
(1941) 

Dr.  C.  F.  N.  Schram,  Kingsport  (1942) 

Dr.  A.  R.  McMahan,  Memphis  (1942) 

Dr.  E.  L.  Rippy,  Nashville  (1940) 

COMMITTEE  ON  FRACTURES 
Dr.  Duncan  Eve,  Chairman,  Nashville  (1941) 

Dr.  J.  Paul  Johnson,  Chattanooga  (1942) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1942) 

Dr.  Jarrell  Penn,  Knoxville  (1940) 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  James  C.  Overall,  Nashville 
Vice-President — Dr.  F.  Tom  Mitchell,  Memphis 
Secretary — Dr.  Kinsey  M.  Buck,  Memphis 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology- 

President — Dr.  Robert  S.  Leach,  Knoxville 
Vice-President — Dr.  S.  H.  Long,  Chattanooga 
Secretary — Dr.  William  D.  Stinson,  Memphis 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  W.  B.  Anderson,  Chairman,  Nashville 
Dr.  Jesse  C.  Hill,  Knoxville 
Dr.  Jere  L.  Crook,  Jackson 


*Deceased. 
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1939  MEMBERS  OF  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


The  following  list  of  members  of  the  Tennessee 
State  Medical  Association  is  published  in  accord- 
ance with  a provision  in  the  constitution  of  the 
association. 

The  list  of  active  members  includes  the  names 
of  those  who  were  members  on  December  10,  1939. 

The  names  of  veteran  members  appear  on  a 
separate  list  following  active  members. 

The  arrangement  of  names  is  as  follows: 

The  counties  are  arranged  alphabetically.  Towns 


in  each  county  are  arranged  alphabetically.  Mem- 
bers in  the  towns  are  arranged  alphabetically. 

Names  of  members  residing  outside  the  state  are 
arranged  alphabetically  on  the  last  page  of  this 
section. 

A list  of  the  members  who  have  died  during  the 
year  1939  is  published  on  the  last  page  of  this 
section. 

If  any  errors  are  found  kindly  report  them  to 
the  Journal,  508  Doctors  Building,  Nashville. 


ANDERSON 

COUNTY 

Briceville 
P.  M.  Dings 

Clinton 
O.  E.  Ballou 
A.  J.  Butler 
J.  S.  Hall 
H.  D Hicks 
Thos.'  Jennings 

Coal  Creek 
J.  M.  Cox 

Devonia 

H.  W.  Hollingsworth 
Fork  Mountain 
A.  R.  Reynolds 
Norris 
Horton  DuBard 
George  Schuessler 

Oliver  Springs 
A.  W.  Bishop 

BEDFORD  COUNTY 

Bell  Buckle 
T.  H.  Woods 


Lynchburg 

F.  H.  Booher 
ShdbyviUe 
W.  H.  Avery 
James  N.  Burch 

B.  L.  Burdett 
T.  J.  Coble 
Alfred  Farrar 

S.  S.  Moody 

T.  R.  Ray 
Harrison  J.  Shull 
Price  Womack 

Wartrace 
M.  L.  Connell 


W.  N.  Dawson 

A.  M.  Gamble 
Beulah  Kittrell 

C.  B.  Lequire 

G.  D.  Lequire 
W.  B.  Lovingood 

E.  H.  Lowe 

J.  M.  McCulloch 
J.  F.  Manning 
Lester  C.  Olin 
J.  M.  Ousley 

C.  C.  Vinsant 
Lowell  Vinsant 

Townsend 
E.  W.  Griffin 

Walland 
J.  M.  Waters 


BRADLEY  COUNTY 

Charleston 

C.  S.  Herron 


Cleveland 

D.  N.  Arnold 

A.  L.  Ball 

(Mbr.  Sumner  Co.) 
W.  B.  Campbell 

E.  R.  Ferguson 
Wm.  A.  Garrott 
J.  F.  Gilbert 

H.  J.  McAlister 
J.  L.  McClary 
C.  T.  Speck 

W.  C.  Stansberry 
S.  J.  Sullivan 
W.  H.  Sullivan 
Claude  H.  Taylor 
Madison  S.  Trewhitt 


Block 
Chas.  Rogers 


Caryville 
A.  A.  Baird 

R.  L.  Gallaher 


BENTON  COUNTY 

Camden 
A.  T.  Hicks 
{Mbr.  Carroll  Co.) 

J.  M.  Mansfield 
(Mbr.  Carroll  Co.) 

BLEDSOE  COUNTY 

Pikeville 
J.  P.  Young,  Jr. 

{Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 

Calderwood 
Nettie  C.  Parrette 

R.  G.  Parrette 
Greenback 

J.  E.  Hall 
A.  L.  Jones 

Maryville 

K.  A.  Bryant 
Geo.  W.  Burchfield 
Henry  A.  Calloway 
Lea  Calloway 

J.  E.  Carson 
C.  F.  Crowder 
W.  C.  Crowder 


Clinchmore 
(Caryville  P.  0.) 

R.  C.  Pryse 

Jacksboro 

S.  D.  Queener 

JeUico 
C.  E.  Ausmus 
Geo.  B.  Brown 
W.  D.  Gibson 
J.  L.  Heffernan 
Frank  J.  Slemons 
La  Follette 
R.  J.  Buckman 
0.  H.  Coleman 
(Mbr.  Roane  Co.) 
U.  S.  Carden 
J.  P.  Lindsey 
Joseph  McCoin 
J.  W.  Presley 
Morley 
M.  L.  Davis 

Pruden 
E.  A.  McEver 
Westbourne 
J.  P.  O’brien 


CANNON  COUNTY 

Woodbury 
J.  F.  Adams 
(Mbr.  Rutherford  Co.) 
M.  B.  McCrary 
(Mbr.  Rutherford  Co.) 

CARROLL  COUNTY 

Bruceton 

L.  E.  Trevathan 

Clarksburg 

R.  B.  Wilson 

Huntingdon 
R.  A.  Douglass 

V.  E.  Massey 

McKenzie 
J.  H.  Williams 
Trezevant 

M.  M.  Satterfield 
(Mbr.  Shelby  Co.) 

Westport 
C.  T.  Cox 

CARTER  COUNTY 

Elizabethton 
C.  B.  Baughman 
E.  L.  Caudill 

W.  W.  Evans 
W.  G.  Frost 
E.  T.  Pearson 
R.  A.  Range 
J.  B.  Shoun 
P.  S.  Williams 

Roan  Mountain 
O.  Bingham 

CHESTER  COUNTY 

Henderson 
W.  0.  Baird 
W.  M.  Barnes 
H.  T.  Pitts 

L.  C.  Smith 
J.  B.  Stephens 

CLAIBORNE 

COUNTY 

New  Tazewell 
H.  C.  Evans 
(Mbr.  Knox  Co. 
George  L.  Rea 
(Mbr.  Knox  Co.) 

Tazewell 
W.  B.  Farris 
(Mbr.  Knox  Co.) 

COCKE  COUNTY 

Newport 

M.  S.  Doak 

Joe  M.  Chisholm 
J.  E.  Hampton 
J.  S.  Holt 
H.  J.  Lemmon 
W.  E.  McGaha 
Drew  A.  Mims 
L.  S.  Nease 
E.  E.  Northcutt 
W.  C.  Ruble,  Jr. 

Fred  M.  Valentine 

COFFEE  COUNTY 

Manchester 
J.  H.  Farrar 
(Mbr.  Rutherford  Co.) 


Tullahoma 
J.  M.  King 
(Mbr.  Bedford  Co.) 

CROCKETT 

COUNTY 

Alamo 

E.  0.  Prather,  Jr. 
Bells 

E.  Farrow 

(Mbr.  Madison  Co.) 

F.  P.  Hess 

(Mbr.  Haywood  Co.) 

S.  E.  McDonald 
(Mbr.  Madison  Co.) 

Friendship 
J.  0.  McKinney* 

C.  T.  Nash 
W.  H.  Stallings 

J.  C.  Walker 

CUMBERLAND 

COUNTY 

Crab  Orchard 


Crossville 

V.  0.  Buttram 

W.  S.  Dooley 
Price  H.  Huff 

V.  L.  Lewis 

E.  W.  Mitchell 
Walter  A.  Phillips* 

DAVIDSON 

COUNTY 

Donelson 
E.  E.  Anderson 
T.  R.  Guill 

Goodlettsville 

S.  J.  Fentress 

Madison 
George  A.  Droll 
David  F.  Johnson 
Cyrus  Eve  Kendall 

R.  Z.  Linney 

E.  A.  Sutherland 
Joe  E.  Sutherland 
Lew  Ernest  Wallace 

Nashville 
J.  W.  Alford,  Jr. 

F.  H.  Alley 

C.  F.  Anderson 
J.  P.  Anderson 
J.  Sumpter  Anderson 

W.  B.  Anderson 
J.  J.  Ashby 

A.  C.  Bailey 
Sidney  W.  Ballard 
Hugh  Barr 

R.  A.  Barr 
E.  H.  Barksdale 
Lynch  Bennett 

R.  W.  Billington 
Frazier  Binns 
Alfred  Blalock 
Sam  M.  Bloomstein 
Anna  M.  Bowie 
H.  B.  Brackin 
C.  R.  Bradford 
H.  G.  Bradley 
W.  J.  Breeding 
(Mbr.  White  Co.) 

T.  F.  Bridges 
Emmett  E.  Brown 


Robt.  R.  Brown 
Barney  Brooks 
Clinton  E.  Brush 
Ray  C.  Bunch 
John  C.  Burch 

L.  E.  Burch 
Roger  B.  Burrus 

B.  F.  Byrd 
J.  L.  Bryan 
0.  N.  Bryan 
W.  A.  Bryan 

M.  G.  Buckner 
Jere  W.  Caldwell 
Lucien  J.  Caldwell 
Will  Camp 
Henry  M.  Carney 
Geo.  K.  Carpenter 
Horton  R.  Casparis 
W.  R.  Cate 

John  S.  Cayce 
E.  Gurney  Clark 
W.  J.  Core 
Sam  C.  Cowan 
Sam  C.  Cowan,  Jr. 
Henry  M.  Cox 

R.  R.  Crowe 
Carl  R.  Crutchfield 
M.  M.  Cullom 
J.  W.  T.  Dabbs 
Rollin  A.  Daniel,  Jr. 
Marion  Davis 
Murray  B.  Davis 

T.  W.  Davis 
Wm.  A.  Demonbreun 
R.  C.  Derivaux 
Paul  DeWitt 
W.  C.  Dixon 
Katherine  Dodd 
Beverly  Douglas 
H.  L.  Douglas 
R.  L.  Dozier,  Sr. 

R.  L.  Dozier,  Jr. 

Bate  Dozier 
R.  S.  Duke 
John  J.  Eberhart 
L.  W.  Edwards 
Phillip  C.  Elliott 
Duncan  Eve,  Jr. 
Walter  0.  Faught 
Joe  W.  Fenn 
W.  F.  Fessey 
R.  0.  Fessey 
R.  E.  Fort 
.Dewey  Foster 
Herbert  C.  Francis 
Thos.  Fern  Frist 
J.  J.  Frey 

Joseph  F.  Gallagher 
Robt.-  K.  Galloway 
J.  C.  Gardner 
Hamilton  V.  Gayden 
Horace  C.  Gayden 
L.  R.  Gayden 
J.  P.  Gilbert 
McPheeters  Glasgow 
E.  W.  Goodpasture 

C.  G.  Griffin 
R.  W.  Grizzard 
Thos.  Grizzard 
H.  Claude  Guerin 
W.  D.  Haggard 
David  W.  Hailey 
Y.  W.  Haley 

C.  M.  Hamilton 
J.  W.  Handly 
A.  E.  Hardison 
(Mbr.  Blount  Co.) 

W.  M.  Hardy 
A.  W.  Harris 
0.  W.  Harris 
Tinsley  R.  Harrison 
Jas.  T.  Hayes 
C.  L.  Hill 
J.  B.  Hibbitt,  Jr. 

J.  Harvill  Hite 


G.  W.  Holcomb 

A.  N.  Hollabaugh,  Jr. 
Chas.  F.  Hollabaugh 
W.  W.  Hubbard 
Vernon  Hutton 
Daniel  J.  Johns,  Jr. 
Hollis  E.  Johnson 
Geo.  S.  Johnson 

R.  G.  Johnson 
Edgar  Jones 
R.  H.  Kampmeier 
J.  P.  Keller 
W.  G.  Kennon 
Howard  King 
J.  A.  Kirtley,  Jr. 

R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Larsen 
W.  P.  Law 

W.  S.  Leathers 
John  M.  Lee 
W.  Jerome  Lee 
John  J.  Lentz 
Jas.  D.  Lester 
Milton  S.  Lewis 
Wm.  Litterer 

L.  S.  Love 
Walter  M.  Lott 

S.  L.  Lowenstein 
Frank  H.  Luton 
Robt.  H.  Magruder 
Wm.  de  Gutierrez 

Mahoney 

Guy  Milford  Maness 
J.  Owsley  Manier 
Travis  H.  Martin 
W.  D.  Martin 

G.  S.  McClellan 
C.  C.  McClure 
Thos.  D.  McKinney 

C.  S.  McMurray 
Henry  E.  Meleney 
Cleo  M.  Miller 
Theodore  Morford 
Walter  M.  Morgan 
Hugh  J.  Morgan 
P.  G.  Morrissey 

M.  K.  Moulder 

D.  R.  Neil 
Oscar  G.  Nelson 
Adam  G.  Nichol 
0.  A.  Oliver 
John  R.  Olson 
Eugene  Orr 
James  C.  Overall 
Fred  Overton 
John  Overton 

H.  E.  Patey 

Edna  S.  Pennington 
J.  C.  Pennington 
Crit  Pharris 
Cobb  Pilcher 
Leonard  Pogue 
Bruce  P’Pool 

T.  G.  Pollard 
Paul  E.  Purks 

E.  M.  Regen 
James  Seay  Read 
W.  E.  Reynolds 

H.  P.  Rieger 
Elkin  L.  Rippy 

S.  S.  Riven 

E.  L.  Roberts 
Howard  C.  Robertson 

S.  T.  Ross 

B.  T.  Rucks 
A.  F.  Russell 
E.  A.  Sayers 
George  F.  Seeman 
Maurice  Seligman 
Ewing  Seligman 

D.  C.  Seward 

N.  S.  Shofner 
H.  H.  Shoulders 
H.  S.  Shoulders 


Ammie  T.  Sikes 

T.  E.  Simpkins 

D.  W.  Smith 
Henry  C.  Smith 
Joe  Strayhorn 
W.  D.  Strayhorn 
Herman  Spitz 
Robt.  E.  Sullivan 
W.  Albert  Sullivan 
W.  D.  Sumpter 
Arthur  J.  Sutherland 

S.  R.  Teachout 
Pauline  Tenzel 
A.  B.  Thach,  Sr. 

A.  B.  Thach,  Jr. 
Milton  Tharp 

C.  S.  Thomas 

G.  W.  Thomasson,  Jr. 

H.  M.  Tigert 

W.  Oakes  Tirrill,  Jr. 
C.  C.  Trabue 
Joseph  Travenick,  Jr. 
A.  A.  Treece 
C.  B.  Tucker 
Harlan  G.  Tucker 
Edward  L.  Turner 
Wm.  0.  Vaughan 
Paul  Warner 
R.  J.  Warner 
Jno.  T.  Watkins 

T.  Bruce  Weaver 
Albert  Weinstein 
Bernard  Weinstein 
J.  T.  Whitfield 

T.  A.  Whitfield 
W.  W.  Wilkerson,  Jr. 
Owen  H.  Wilson 
Jack  Witherspoon 
W.  W.  Winters 
(Mbr.  Robertson  Co.) 
W.  H.  Witt 
Burnett  Wright 
R.  E.  Wyatt 
T.  Hugh  Young 
John  B.  Youmans 
Kate  Savage  Zerfoss 
Thos.  B.  Zerfoss 

Old  Hickory 
T.  W.  Dailey 
R.  A.  Daniel 

E.  P.  Johnson 
Ogle  Jones 

R.  P.  Miller 

E.  B.  Rhea 
DECATUR  COUNTY 
Decaturville 
H.  L.  Conger 
DeKALB  COUNTY 
Alexandria 
J.  L.  Ames 
DICKSON  COUNTY 
Cumberland 
Furnace 

W.  M.  Cunningham 
Dickson 
R.  P.  Beasley 
Lawrence  C.  Jackson 
Wm.  M.  Jackson 
W.  J.  Sugg 
Hartwell  Weaver 

Slayden 
J.  C.  Guerin 

Vanleer 

W.  A.  BeU 

White  Bluff 
H.  P.  Spencer 


^Address  Unknown 
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DYER  COUNTY 


H.  P.  Clemmer 
F.  L.  Keil 


Dyersburg 
E.  H.  Baird 
J.  Paul  Baird 
J.  P.  Baird 
J.  B.  Berry 
J.  D.  Brewer 

G.  B.  Brown 
James  B.  Cochran 
Percy  A.  Conyers 
C.  L.  Denton 

H.  H.  Hudson  r. 

(Mbr  Rutherford  C..) 

0.  B.  Landrum 


Trenton 
J.  0.  Barker 
B.  T.  Bennett 
E.  P.  Bowerman 
Roscoe  Faulkner 
W.  C.  McKee 
Frank  A.  Moore 


J.  A.  Ledbetter 
B.  G.  Marr 

A.  H.  Moody 
J.  P.  Moon 

B.  W.  Patton 
J.  G.  Price 

C.  A.  Turner 
N.  S.  Walker 
Lydia  V.  Watson 
W.  P.  Watson 

Netvbern 

D.  T.  Holland 
John  E.  Frazier 

E.  T.  Haskins 
J.  W.  Wynne 

Tigrett 
P.  E.  Miller 

FAYETTE  COUNTY 

Braden 
J.  C.  Rice 

Oakland 
L.  D.  McAuley 
Rossville 

F.  K.  West 

Somerville 


Yorkville 
J.  A.  Jones 


Geo.  B.  Alder 
E.  R.  Anderson 
Wm.  E.  Anderson 
J.  J.  Armstrong 
H.  M.  Ausherman 
C.  H.  Barnwell 
S.  H.  Barrett 
Alvin  H.  Benz 
J.  L.  Bibb 
E.  L.  Bishop 


John  N.  Shipp 
Leopold  Shumacker 
J.  A.  Smith 
Moore  J.  Smith 
Harold  J.  Starr 
John  B.  Steele 
Willard  Steele 
W.  A.  Stem 
Wm.  G.  Stephenson 
John  A.  Steward 
S.  Fred  Strain 
J.  B.  Swafford 
J.  Hamilton  Taylor 


GILES  COUNTY 

Aspen  Hill 
G.  C.  Grimes 

Bethel 

L.  A.  Edmondson 
LynnviUe 
Joe  B.  Wright 
Pulaski 

Jas.  K.  Blackburn 
T.  F.  Booth 

D.  W.  Cowgill 
A.  W.  Deane 

E.  M.  Fuqua 
T.  B.  Hulme 
W.  J.  Johnson 
R.  0.  Mabry 
J.  U.  Speer 
R.  E.  Warren 


(Mbr.  Davidson  Co.)  Dan  N.  Williams 
G.  Victor  Williams 
W.  J.  Winter 
James  C.  Wright 


T.  R.  Blanks 
F.  B.  Bogart 
J.  W.  Bradley 
J.  C.  Brooks 
L.  P.  Brooks 

S.  W.  Brown 
Wm.  E.  Bryan 
E.  F.  Buchner 
W.  R.  Buttram 
Earl  R.  Campbell 
Douglas  Chamberlain 
Cleo  Chastain 
Rupert  M.  Colemore 
John  L.  Cooley 
Tolbert  C.  Crowell 
Doyle  E.  Currey 

R.  0.  Currey 

T.  Lyles  Davis 
E.  M.  DeLay 
Paul  H.  Dietrich 
A.  F.  Ebert 
J.  C.  Eldridge 

S.  A.  Fowler 
J.  R.  Fancher 
John  B.  Fitts 
H.  Quigg  Fletcher 

GRAINGER  COUNTY  J.  Marsh  Frere 
0.  C.  Gass 


Washburn 


E.  A.  Gilbert 
A.  W.  Gross 
C.  H.  Gurney 
Russell  Hackney 
J.  L.  Hamilton 

FENTRESS  COUNTY  GREENE  COUNTY  H^H.  Hampton 
Baileyton  " " 

J.  G.  Hawkins 


H.  L.  Armstrong 
John  L.  Armstrong 
John  W.  Morris 


Jamestown 
J.  Perry  Sloan 
I.  R.  Storie 

Wilder 
■C.  A.  Collins 


Greeneville 
H.  B.  Anderson 
John  A.  Brabson 
F.  C.  Britian 

FRANKLIN  COUNTY  T.  Brumley 


Decherd 


Huntland 
B.  W.  Sutton 

Sewanee 
John  M.  Hardy 
R.  M.  Kirby-Smith 
Sherwood 
■George  E.  Bogart 
Winchester 
Alfred  Parker  Smith 
H.  T.  Kirby-Smith 

GIBSON  COUNTY 

Bradford 
* J.  H.  McAnerny 
” Jones 

Weakley  ( 

Cades 

I C.  E.  Tyree 
Dyer 

F.  Douglass 
John  J.  Jackson 
R.  L.  Newman 

Gibson 
J.  H.  Rozzell 

Humboldt 
H.  G.  Barker 
J.  W.  Ousler 

G.  W.  Penn 
George  E.  Spangler 

Medina 
.Robt.  Morris 


Frank  Harris 
E.  M.  Harrison 
Carl  A.  Hartung 
John  B.  Haskins 

G.  P.  Haymore 
Chas.  R.  Henry 

H.  P.  Hewitt 
Homer  D.  Hickey 
J.  M.  Higginbotham 
J.  F.  Hobbs 
John  W.  Hocker 
J.  McC.  Hogshead 

O.  G.  Hughes 

P.  R.  Hysinger 
D.  Isbell 
Burton  L.  Jacobs 
Franklin  Johnson 
J.  P.  Johnson 
J.  W.  Johnson 

D.  B.  Karr 
Joe  Killebrew 
Gene  H.  Kistler 
H.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws 
Stewart  Lawwill 
Phillip  H.  Livingston 
H.  D.  Long 

S.  H.  Long 

T.  J.  Manson 
S.  S.  Marchbanks 
Fred  E.  Marsh 
John  R.  Martin 
M.  A.  Meacham 
J.  B.  McGhee 
J.  D.  L.  McPheeters 
Cecil  E.  Newell 

E.  Dunbar  Newell 
HAMBLEN  COUNTY  E.  T.  Newell 

Patterson 


Ooltewah 
W.  Dean  Steward 
Red  Bank 
J.  McClure  Richard 
Soddy 
E.  L.  Jenkins 


Bolivar 

D.  L.  Brint 
R.  L.  Cobb 
C.  L.  Frost 
Wiley  D.  Lewis 
B.  F.  McAnulty 

Grand  Junction 
L.  D.  Pope 

E.  R.  Timmons 

Middleton 
J.  Y.  Alexander 
Silerton 
W.  H.  Siler 

Whileville 


Scotts  Hill 

R.  L.  Wylie  A 

Wildersville  Fountain  City 

C.E.  Bolen  garl  R.  Martin 

B.  B.  Mitchel 

ucmdv  pniiMTv  (Mbr.  Wash.  Co.) 
HENRY  COUNTY  J.  M.  Van  De  Griff 

Cottage  Grove  Joe  L-  Raulston 

Bert  Paschall  Inskip 

Paris  J-  B-  Parker 

Knoxville 
Eugene  Abercrombie 
Herbert  Acuff 
Eben  Alexander 
Chas.  Armstrong 
W.  S.  Austin 
Troy  P.  Bagwell 
Tom  R.  Barry 
Spencer  Bell 
M.  L.  Black 
W.  A.  Bois 
Horace  E.  Brown 
P.  H.  Cardwell 

C.  J.  Carmichael 
H.  L.  Carroll 
Jack  Chesney 
H.  E.  Christenberry 


R.  Graham  Fish 
Barton  McSwain 
Geo.  R.  McSwain 
J.  H.  McSwain 
A.  A.  Oliver 
W.  G.  Rhea 
Elroy  Scruggs 
Henriette  Veltman 
C.  D.  Wilder 

Puryear 
A.  F.  Paschal 

SpringviUe 
R.  J.  Perry 

HICKMAN  COUNTY 

Centerville 
John  S.  Beasley 
W.  K.  Edwards 
J.  W.  Frost 
C.  V.  Stephenson 

Lyles 

Chas.  G.  Bowers 


H. E.  Christenberry,  Jr.  Trotter 

W F PhriaWhPrrv  Ye0-  “Otter 


Jarrell  Penn 
H.  Dewey  Peters 
H.  L.  Peters 
S.  B.  Peters 
B.  F.  Peterson 
S.  Joe  Platt 
Herbert  L.  Pope 
W.  W.  Potter 
Bruce  R.  Powers 
R.  M.  Powell 
Hugh  Reaves 
Robt.  G.  Reaves 
W.  D.  Richards 
N.  G.  Riggins 
M.  S.  Roberts 
J.  S.  Ruffin 
A.  L.  Rule 
Wm.  A.  Shelton 
Andrew  Smith 
Joe  T.  Smith 
Philip  Smith 
Rufus  Smith 
Vernon  I.  Smith 
G.  W.  Smithers 
John  R.  Smoot 
J.  M.  Stockman 
G.  W.  Stone 
R.  G.  Tappan 
Phillip  C.  Thomas 
D.  R.  Thomas 
George  Thorpe 


V.  F.  Christenberry 
C.  L.  Chumley 
Chas.  F.  Clayton 
Edward  S.  Clayton 
K.  C.  Copenhaver 
M.  M.  Copenhaver 
William  R.  Cross 
H.  K.  Cunningham 
V.  C.  Dail 


Margaretta  K.  Bowers  R.  V.  Depue 

W.  T.  DeSautelle 

T x,  xx  , , W.  F.  Dorsey 

L.  F.  Pritchard  Thos.  B.  Drinnen 

J.  Gilbert  Eblen 
HOUSTON  COUNTY  E.  M.  Edington 
Jas.  B.  Ely 


0.  H.  Atkins 


J.  T.  Campbell 
L.  E.  Coolidge 
R.  S.  Cowles 

N.  H.  Crews 

L.  E.  Dyer 

C.  P.  Fox,  Jr. 

Haskell  W.  Fox 
R.  B.  Gibson 
C.  B.  Laughlin 
W.  T.  Mathes 
I.  E.  Phillips 

Mosheim 

M.  A.  Blanton 
Hal  Henard 

GRUNDY  COUNTY 

Monteagle 
Wm.  A.  Brewer 

T.  F,  Taylor 

Palmer 

O.  H.  Clements 

Pelham 

U.  B.  Bowden 


HARDIN  COUNTY 

Morris  Chapel 
J.  H.  Taylor 

Savannah 
Risden  J.  DeFord 
0.  C.  Doty 
L.  D.  Farragutt 
J.  V.  Hughes 
John  C.  Hume 
Otis  Whitlow 
0.  H.  Williams 

HAWKINS  COUNTY 

Bulls  Gap 
J.  E.  Kite 
(Mbr.  Greene  Co.) 

Rogersville 
0.  M.  Swanay 
(Mbr.  Knox  Co.) 

B.  B.  Mitchell 
(Mbr.Washington  Co.) 


Waverly 
H.  C.  Capps 
J.  T.  Marshall 


Jefferson  City 
T.  A.  Caldwell 
(Mbr.  Knox  Co.) 

T,  E.  Wright 
(Mbr.  Knox  Co.) 
Strawberry  Plains 
B.  E.  Cline 
(Mbr.  Knox  Co.) 
Roland  M.  Webster 
(Mbr.  Knox  Co.) 
White  Pine 

J.  I. 


W.  H.  1 

Frank  Faulkner 
Edgar  H.  Ford 
J.  L.  Fuqua 
J.  H.  Gammon 
Edgar  L.  Grubb 
Glen  D.  Grubb 
E.  A.  Guynes 
J.  R.  Hamilton 
B.  I.  Harrison 
0.  S.  Hauk 
Louis  A.  Haun 
George  Henson 
Jesse  C.  Hill 
John  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 
S.  H.  Hodge 
Claud  Huffman 
A.  G.  Hufstedler 
Harry  H.  Jenkins 


Gainesboro 
HAYWOOD  COUNTY  L.  R.  Anderson 
W.  F.  Bell 


J.  H.  Keeling 
J.  H.  Kincaid 
H.  L.  Kitts 
A.  Hobart  Lancaster 
Robert  P.  Layman 
J.  Marshall  Lea 
Robert  S.  Leach 
John  H.  Lesher 
JACKSON  COUNTY  Forest  S.  LeTellier 
H.  C.  Long 


R.  G.  Waterhouse 
Alvin  J.  Weber,  Jr. 
Fred  West 
Leon  J.  Willien 

G.  A.  Williamson 
E.  G.  Wood 

R.  B.  Wood 
W.  P.  Wood 
R.  M.  Young 
E.  Russell  Zemp 
Mascot 

H.  J.  Bolen 

Powell 
M.  F.  Craze 

LAKE  COUNTY 

Ridgely 
W.  S.  Alexander 
W.  L.  Sumners 
Tiptonville 
R.  W.  Griffin 
J.  P.  Moon 
W.  T.  Rainey 
E.  B.  Smythe 


Ripley 
J.  L.  Dunavant 
L.  W.  Frame 
J.  B.  Lackey 
J.  R.  Lewis 
Thos.  E.  Miller 
J.  H.  Nunn 

Henning 
Thos.  F.  Pipkin 


New  Market 
R.  R.  Roach 
Morristown 
P.  L.  Brock 
P.  L.  Henderson 
W.  E.  Howell 
Y.  Alvin  Jackson 
L.  W.  Nabers 
F.  F.  Painter 
R.  A.  Purvis 
D.  R.  Roach 
D.  J.  Zimmerman 
J.  J.  Weems 


R.  L.  Patterson 
J.  B.  Phillips 
W.  D.  L.  Record 
W.  A.  Reed 
E.  E.  Reisman,  Jr. 

E.  E.  Reisman 
Herman  Renner 
G.  Madison  Roberts 
Robert  C.  Robertson 
W.  C.  Sanford 
(Mbr.  Bradley  Co.) 
Clarence  Shaw 
R.  E.  Shelton 
W.  J.  Sheridan 


Brownsville 
Loyd  G.  Caylor 
John  M.  Chambers 
T.  C.  Chapman 
James  E.  Hayes 
R.  T.  Keeton 
Roy  M.  Lanier 
W.  D.  Poston 
A.  H.  Sorrelle 
John  C.  Thornton 
Stanton 
J.  B.  Wilkerson 


E.  W.  Draper 
R.  C.  Gaw 
C.  E.  Reeves 

Whideyville 
J.  D.  Quarles 


Mountain  City 
J.  R.  Butler 
R.  0.  Glenn 


Iron  City 
J.  W.  Jordan 

Lawrenceburg 
V.  H.  Crowder 
J.  W.  Danley 
J.  A.  Gallaber 
L.  C.  Harris 
T.  A.  McAmis 
C.  C.  Stockard 
T.  J.  Stockard 


Lexington 
Geo.  A.  Brandon 
R.  M.  Conger 
J.  F.  Goff 
Wm.  I.  Howell 
C.  J.  Huntsman 


Walter  Luttrell 
Wm.  N.  Lynn 
H.  H.  McCampbeU 
T.  L.  McCarter 
H.  T.  McClain 
W.  C.  McClain 
Richard  Mcllwaine 

R.  L.  McReynolds 

S.  R.  Miller 
Ralph  Monger 

JOHNSON  COUNTY  John  L.  Montgomery  j 'H'  Till 
Chas.  F.  Mooney 
John  D.  Moore 
Owen  Moore 
Clint  H.  Morgan 
J.  F.  Morrow 
Shouns  Wm.  S.  Muse 

Bruce  Rhea  J.  B.  Naive 

J.  B.  Neil 

KNOX  COUNTY  Eugene  P.  Nicely 
. Frank  0.  Nichols 

Byington  R.  p.  Oppenheimer 

R.  Garrison  Nichols  Pappas 

Reese  Patterson 
Robt.  F.  Patterson,  Jr. 


Loretta 
A.  D.  Cole 

LINCOLN  COUNT\ 

Ardmore 
D.  T.  Hardin 
Blanche 
J.  W.  Maddox 
Boonshill 


Herschel  Penn 


J.  E.  Sloan 
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Fayetteville 
Kenneth  P.  Brown 
M.  F.  Brown 
J.  D.  Bryant 
W.  F.  Cannon 

C.  L.  Goodrich 
Ben  H.  Marshall 
R.  E.  McCown 
J.  V.  McRady 
R.  T.  Odom 

T.  A.  Patrick 
M.  C.  Woodfin 

A.  L.  Yearwood 

Kelso 
J.  M.  Shelton 

Petersburg 
W.  S.  Joplin 

LOUDON  COUNTY 

Lenoir  City 
Fred  E.  Huffstedler 
J.  A.  Leeper 
W.  D.  Padgett 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 

Loudon 

Arthur  P.  Harrison 

S.  G.  Saunders 
J.  R.  Watkins 

MACON  COUNTY 

Lafayette 
Patterson  East 
J.  Y.  Freeman 

D.  D.  Howser 

Red  Boiling  Springs 

G.  Ulleth 

MADISON  COUNTY 

Bemis 

H.  H.  Herron 
Kelly  Smythe 
Paul  E.  Wylie 

Gadsden 

F.  C.  James 

Jackson 
J.  G.  Anderson 

B.  C.  Arnold 
Glen  Batten 

G.  H.  Berryhill 
G.  W.  Brasher 
Cecil  H.  Brown 

R.  S.  Brown 
Swan  Burrus 

J.  Lawrence  Cochran 
Tate  B.  Collins 
J.  G.  Cottongim 
J.  L.  Crook 
J.  E.  Douglass 
W.  B.  Eason 
W.  T.  Fitts 
Earl  Goyer 
B.  L.  Green 
Herman  Hawkins 
Robert  S.  Heilman 

S.  M.  Herron 
Jefferson  D.  Hopper 
G.  Frank  Jones 
Horace  L.  Jones 
Chas.  M.  King 

J.  W.  McClaran 
John  B.  Nuckolls 
Buford  L.  O’Neal 
S.  T.  Parker 
J.  C.  Pearce 
J.  E.  Powers 
Alvin  B.  Rosenbloom 
W.  G.  Saunders 
W.  K.  Sullivan 
Richard  Taylor 
J.  R.  Thompson,  Jr. 
Chas.  F.  Webb 
R.  B.  White 
G.  L.  Williamson 

Mercer 


Pinson 
R.  S.  Hearn 

Springcreek 
Stevens  Byars 


MARION  COUNTY 

W.  H.  Price 
(Mbr.  Hamilton  Co.) 

South  Pittsburg 
Wm.  K.  Owen 
(Mbr.  Hamilton  Co.) 

MARSHALL 

COUNTY 

Belfast 
J.  W.  Reed 
(Mbr.  Bedford  Co.) 

Cornersville 
W.  F.  Copeland 
(Mbr.  Giles  Co.) 

Lewisburg 
J.  G.  Waldrop 
(Mbr.  Giles  Co.) 

H.  B.  Disharoon 
(Mbr.  Bedford  Co.) 

Petersburg 

J.  W.  Sutton 
(Mbr.  Bedford  Co.) 

MAURY  COUNTY 

Columbia 

D.  B.  Andrews 
H.  C.  Busby 
Wm.  N.  Cook 
J.  T.  Hart 
Robin  Lyles 
James  B.  Miller 
0.  J.  Porter 

R.  S.  Perry 

E.  K.  Provost 
E.  M.  Ragsdale 

G.  C.  Williamson 
J.  W.  Wilkes 
Watt  Yeiser 

Hampshire 

W.  R.  Webb 

Mt.  Pleasant 
J.  H.  Jones 
C.  D.  Walton 
Leon  S.  Ward 
Springhill 

B.  H.  Woodard 

Williamsport 

H.  0.  Anderson 
L.  E.  Ragsdale 

McMINN  COUNTY 

Athens 
W.  R.  Arrants 
R.  A.  Brock 

R.  W.  Epperson 

C.  0.  Foree 
Edwin  Foree 
W.  B.  Harrison 

Benton 
J.  H.  Lillard 

Decatur 

W.  J.  Abel 

Englewood 

D.  P.  Brendle 

L.  A.  Brendle 

Etowah 

E.  R.  Donathan 

M.  L.  Hefley 

S.  Boyd  McClary,  Jr. 
W.  S.  Moore 

McNAIRY  COUNTY 

Selmer 

T.  N.  Humphrey 
H.  C.  Sanders 
E.  M.  Smith 
John  R.  Smith 

Stantonville 
E.  G.  Sanders 

MONROE  COUNTY 

Madisonville 
B.  W. Bagwell 
R.  C.  Kimbrough 
H.  C.  Shearer 


Sweetwater 
L.  L.  Barnes 
W.  J.  Cameron 
J.  A.  Hardin 
R.  M.  Price 
T.  M.  Roberts 
TeUico  Plains 


J.  A.  McCollum 


Clarksville 

H.  H.  Edmonson 
V.  H.  Griffin 

I.  E.  Hunt 
Philip  L.  Lyle 
R.  B.  Macon 

L.  L.  Neblett 

E.  B.  Ross 
John  W.  Ross 
Bryce  Runyon 

F.  J.  Runyon 

M.  L.  Shelby 
Paul  E.  Wilson 


Cookeville 
A.  A.  Bradley 
(Mbr.  White  Co.) 

Lex  Dyer 
W.  A.  Howard 
Thurman  Shipley 
H.  H.  Taylor 
J.  Fred  Terry 
R.  L.  Witherington 
Granville 
L.  M.  Freeman 
Monterey 
T.  M.  Crain 

Silver  Point 
T.  J.  Smith 

RHEA  COUNTY 

Dayton 
Albert  Broyles 
(Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 

ROANE  COUNTY 


Smyrna 
J.  M.  Shipp 

SCOTT  COUNTY 

Huntsville 


Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 

OBION  COUNTY 

Troy 
E.  A.  Boswell 
W.  F.  Roberts 
Union  City 
M.  A.  Blanton 
J.  D.  Carlton 
Robert  Darnall 


W.  W.  Hill 
L.  A.  Killefer 

F.  A.  Neergaard 

Kingston 
J.  C.  Fly 
H.  C.  Miles 
(Mbr.  Fayette  and 
Hardeman  Cos.) 
Nat  Sugarman 

G.  P.  Zirkle 

Rockwood 
F.  D.  Owings 


(Mbr.  Dyer,  Lake,  ™,hos  H Phillips 
and  Crockett  Cos.)  ^hos.  H PMhps 

W.  B.  Harrison  "r  I’  wS 

F.  B.  Kimzey  G-  E-  W,lson 

D.  S.  Latimer 

Robt.  G.  Latimer  ROBERTSON 

(Mbr.  Dyer,  Lake,  and  COUNTY 
Crockett  Cos.) 

M.  T.  Tipton 


Woodland  Mills 
P.  W.  Prather 


Adams 
J.  R.  Connell 


Cedar  Hill 
B.  B.  Sory 


OVERTON  COUNTY  Ridgetop 
Livingston  W.  S.  Rude 


W.  M.  Breeding 
W.  M.  Brown 
J.  D.  Capps 
A.  B.  Qualls 
Henry  N.  Moore 


Springfield 
E.  W.  Adair 
C.  M.  Banks 
B.  Dye 


(Mbr.  Hardin,  Law-  J°hll  S.  Freeman 
rence,  Lewis,  Perry,  W F Fyke 
and  Wayne  Cos.)  J-  S.  Hawkins 
H.  B.  Nevans  f - f.e“Pf 

F.  0.  Pearson  ^Mathews 

Myrtie  L.  Smith 

PERRY  COUNTY  J.  E.  Wilkison 

Ch/fon  White  House 

James  T.  Keeton  R H Hlrsh 
Flatwoods 

W.  E.  Boyce  RUTHERFORD 

nmikiTV 

Linden 
J.  W.  Frost 


0.  A.  Kirk 

POLK  COUNTY 

Copperhill 
C.  H.  Allen 
W.  Y.  Gilliam 
Thomas  J.  Hicks 
H.  P.  Hyde 
C.  W.  Strauss 

Ducktown 
A.  J.  Guinn 
H.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 

Isabella 
F.  0.  Geisler 

PUTNAM  COUNTY 

Algood 
J.  T.  Moore 


A uburntown 
R.  C.  Van  Hook,  Jr. 


Lascassas 
J.  C.  Kelton 

Murfreesboro 
J.  B.  Black 

V.  S.  Campbell 
John  F.  Cason 
J.  R.  Gott 

A.  J.  Jamison 
M.  B.  Murfree 
J.  C.  Overall 

B.  W.  Rawlins 

W.  T.  Robison 
W.  V.  Sanford 
J.  A.  Scott 
W.  K.  Tilley 
Sam  L.  Wiles 


New  River 
M.  F.  Frasier 
Norma 

D.  T.  Chambers 

Oneida 
W.  S.  Cooper 
T.  L.  Phillips 
M.  E.  Thompson 
Milford  Thompson 
Robbins 
Pitney  Phillips 

SEVIER  COUNTY 

Rutledge 
L.  C.  Bryan 

Sevierville 
C.  E.  Erwin 
Robt.  F.  Thomas 
0.  H.  Yarberry 

SHELBY  COUNTY 

Bartlett 

Louise  B.  Powell 
Brunswick 
C.  C.  Chaffee 
Collierville 

L.  P.  Pearce 

Cordova 

John  T.  Carter,  Jr. 
C.  A.  Chaffee 
Forest  Hill 
J.  E.  Clark 

Memphis 
Shields  Abernathy 
W.  M.  Adams 
Justin  H.  Adler 
W.  G.  Alford 
C.  D.  Allen 
Jacob  Alperin 

E.  Lynn  Anderson 
S.  B.  Anderson 
W.  D.  Anderson 
W.  S.  Anderson 

C.  G.  Andrews 
J.  L.  Andrews 

G.  E.  Ankerson 

D.  H.  Anthony 
J.  M.  Aste 

J.  C.  Ayres 
J.  C.  Ayres,  Jr. 

C.  H.  Avent 

Wm.  Wallace  Ay  cock 

C.  0.  Bailey 

M.  L.  Bearden 
J.  L.  Beauchamp 
Chas.  A.  Bender 
J.  M.  Biggs 
James  D.  Biles,  Jr. 
W.T.  Black,  Jr. 

Sam  Blackwell 

C.  D.  Blassingame 
A.  L.  Blecker 
Phil  Bleecker 
J.  B.  Blue 
W.  R.  Blue 
James  W.  Bodley 
Robt.  F.  Bonner 
W.  C.  Borg 
R.  L.  Bom-land 

R.  L.  Bowlin 

H.  B.  Boyd 
L.  F.  Boyd 
W.  F.  Boyd 

A.  C.  Bradham 
W.  T.  Braun 
W.  T.  Braun,  Jr. 
Carey  Bringle 

S.  N.  Brinson 

J.  M.  Brockman 

J.  H.  Bronstein 
Samuel  Bryan 

K.  M.  Buck 

J.  H.  Buchanan 
J.  A.  Buchignani 
Geo.  H.  Burkle,  Jr. 
W.  C.  Campbell 

E.  Guy  Campbell 


D.  M.  Carr 
J.  P.  Carter 
L.  L.  Carter 
Hughes  Chandler 
W.  C,  Chaney 

R.  E.  Ching 
J.  C.  Clark 
W.  F.  Clary 

J.  D.  Cleveland 

E.  W.  Cocke 
I.  S.  Coe 

W.  C.  Colbert 

S.  W.  Coley 
Casa  Collier 
E.  D.  Connell 
A.  F.  Cooper 

G.  A.  Coors 
John  E.  Cox 
W.  R.  Cox 

H.  F.  Crawford 
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T.  F.  Leatherwood 
R.  W.  Leonard 
Louis  Leroy 
Gilbert  J.  Levy 
Louis  Levy 
A.  C.  Lewis 

C.  K.  Lewis 
P.  M.  Lewis 
E.  J.  Lipscomb 
Geo.  R.  Livermore 

D.  G.  Lockwood 
J.  P.  Long 

W.  H.  Lovejoy 
J.  H.  Lotz 
Battle  Malone,  II 
T.  P.  Manigan 
Robert  Mann 
Philip  Markle 
C.  H.  Marshall 
A.  D.  Mason,  Jr. 


P.  Thurman  Crawford  Chas.  R.  Mason 
J.  A.  Crisler,  Jr.  J.  W.  Mason 
C.  V.  Croswell  Robin  F.  Mason 

Howard  Curl  A.  H.  Meyer 

G.  W.  Dahnke  R.  H.  Miller 

Rolland  R.  Davenport  W.  D.  Mims 
J.  M.  Davis 
V.  J.  Demarco 


John  L.  Dies 
W.  T.  Dinsmore 
J.  M.  Dorris 
J.  J.  Douglas 
W.  F.  Dobyns 
M.  M.  Drane 

I.  G.  Duncan 
Elmer  S.  Eddins 

E.  C.  Ellett 
C.  B.  Etter 

J.  D.  Lvans 
Sidney  S.  Evans 
H.  B.  Everett 

P.  M.  Farrington 

F.  W.  Fiedler 
J.  B.  Fisher 
R.  B.  Flaniken 
J.  S.  Fleming 

B.  F.  Floyd 
J.  H.  Francis 
J.  F.  Fraser 
J.  A.  Gardner 
Geo.  Gartley 

C.  H.  Glover 
A.  M.  Goltman 

D.  W.  Goltman 
J.  S.  Goltman 
J.  0.  Gordon 
H.  B.  Gotten 
Nicholas  Gotten 
W.  H.  Gragg 

L.  M.  Graves 
W.  R.  Graves 
H.  D.  Gray 

H.  W.  Greenburgh 

A.  J.  Grobmyer 

E.  R.  Hall 
V.  A.  HaU 

J.  F.  Hamilton 
E.  C.  Ham 
J.  A.  Hanna 

B.  F.  Hardin 
J.  H.  Harris 

C.  H.  Heacock 
R.  D.  Henderson 
R.  G.  Henderson 

M.  B.  Hendrix 
R.  A.  Hennessey 

D.  M.  Henning 
J.  P.  Henry 

A.  L.  Herring 
J.  H.  Herring 
H.  G.  Hill 
J.  J.  Hobson 

M.  W.  Holehan 

E.  M.  Holder 
J.  E.  Holmes 
A.  G.  Hudson 
J.  A.  Hughes 
James  G.  Hughes 
C.  W.  Ingle 

A.  G.  Jacobs 
H.  J.  Jacobson 

C.  E.  James 
J.  A.  James 

D.  H.  James 
J.  L.  Jelks 
Harry  Johnson 
Geo.  P.  Jones 
Max  Kaplin 

L.  A.  Kasselberg 
Ernest  G.  Kelly 
Webb  B.  Key 
J.  C.  King 

V.  D.  King 

T.  A.  Kirkland 
0.  M.  Laten 

W.  S.  Lawrence 

N.  E.  Leake 


H.  F.  Minor 
E.  C.  Mitchell 
E.  D.  Mitchell 

E.  D.  Mitchell,  Jr. 

F.  T.  Mitchell 

J.  C.  Mobley,  Jr. 
Moore  Moore 
Thomas  D.  Moore 
Wallace  P.  Moore 

C.  H.  Morgan 
J.  L.  Morgan 
Henry  Moskowitz 
J.  P.  Moss 

J.  T.  Moss 
T.  0.  Moss 
R.  Lyle  Motley 
Francis  Murphey 

G.  W.  Musgraves 
J.  J.  McCaughan 

D.  C.  McCool 

R.  B.  McCormick 
O.  S.  McCowan,  Sr. 

O.  S.  McCowan,  Jr. 
R.  S.  McDavid 

J.  B.  McElroy 
J.  W.  McElroy 
J.  L.  McGehee 
J.  A.  McIntosh 

E.  E.  McKenzie 

J.  Wesley  McKinney 
Richmond  McKinney 

A.  R.  McMahan 
J.  A.  McQuiston 
R.  T.  Nowlin 

C.  M.  Oberschmidt 
Charles  B . Olim 

H.  W.  Otey 
J.  P.  Owens 
Henry  Packer 
C.  S.  Paddock 
Geo.  E.  Paullus 

G.  E.  Paullus,  Jr. 
Cleveland  Payne 

R.  S.  Pearce 

B.  L.  Pentecost 
Leo  F.  Pierrotti 

S.  E.  Pincus 
W.  H.  Pistole 

L.  R.  Polk 

A.  R.  Porter,  Jr. 

H.  W.  Priddy 
W.  T.  Pride 
H.  W.  Qualls 
A.  G.  Quinn 

J.  W.  Ragsdale 
W.  E.  Ragsdale 

E.  A.  Raines 
H.  R.  Raines 
S.  L.  Raines 
Lewis  C.  Ramsay 

G.  P.  Rawls 

J.  R.  Reinberger 
Alma  B.  Richards 
W.  W.  Riggs 

M.  J.  Roach 

F.  L.  Roberts 
(Mbr.  Gibson  Co.) 

J.  E.  Robinson 
W.  W.  Robinson 

J.  H.  E.  Rosamond 
Whitman  Rowland 
W.  A.  Ruch 
W.  L.  Rucks 

H.  G.  Rudner 
W.  A.  Runkle 

P.  B.  Russell 
R.  0.  Rychener 
L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 
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C.  H.  Sanford 
W.  T.  Satterfield 
David  E.  Scheinberg 

H.  C.  Schmeisser 
P.  C.  Schreier 

M.  A.  Schultz 

L.  V.  Schmittou 

M.  W.  Searight 

L.  L.  Sebulsky 

M.  B.  Selegstein 

R.  E.  Semmes 

■ John  L.  Shaw 
J.  J.  Shea 


W.  L.  Simpson 
Hugh  Smith 
J.  H.  Smith 
| 0.  E.  Smith 

F.  Ward  Smythe 
! Harold  A.  Sparr 
J.  S.  Speed 
i M.  G.  Spingarn 
Joseph  Stabniek 
j E.  A.  Stanfield 
i J.  B.  Stanford 
Oscar  Stegall 
Neuton  S.  Stern 


1 William  D.  Stinson 
W.  T.  Swink 
B.  S.  Talley 
Newman  Taylor 
' Robt.  Taylor 
Morton  J.  Tendler 
Alvin  Brush  Tripp 
H.  K.  Turley 
1 C.  C.  Turner 
[ C.  F.  Varner 
i J.  A.  Vaughn 


0.  P.  Walker 
W.  W.  Walker 


Cecil  E.  Warde 
J.  E.  Watson 
H.  C.  Watkins 
Thos.  Wells 
Samuel  I.  Wener 
W.  L.  Wilhelm 

A.  B.  Williams 
H.  G.  Williams 

S.  B.  Williamson 


W.  L.  Williamson 
Harwell  Wilson 
James  E.  Wilson 
P.  H.  Wood 


MUlington 

Albert  S.  Witherington  ft  ^ 

C.  S.  Butler 


SULLIVAN  COUNTY  SUMNER  COUNTY  UNICOI  COUNTY 

Blountville  Bethpage  Erwin 

J.  W.  Erwin  W.  W.  Roark  R.  H.  Harvey 

Bristol 


Normal 
0.  L.  Hill 

Oakville 
James  A.  Price 
S.  T.  Rucker 
L.  W.  Spikes 

Seymour 
John  C.  Sharp 
Woodstock 
L.  C.  Johnson 


N.  H.  Copenhaver 
Arthur  B.  English 
Wm.  M.  Gammon 
W.  A.  Harrison 
Arthur  Hooks 
S.  E.  Massengill 
Bruce  W.  Mongle 
N.  S.  Peters 
L.  B.  Snapp 
A.  K.  Turner 
D.  D.  Vance 
Wm.  K.  Vance,  Jr. 

Kingsport 


SMITH  COUNTY  M.D. 
Brush  Creek 
A.  0.  Parker 


F.  L.  Alloway 
Harlis  0.  Bolling 
H.  S.  Burem 
R.  T.  Childress 

L.  C.  Cox 
Paul  W.  Cox 

F.  M.  Duckwall 
J.  V.  Hodge 

B.  Roy  Howard 

G.  G.  Keener 

M.  D.  Massengill 
A.  D.  Miller 
Thos.  McNeer 
J.  P.  McNeil 
W.  B.  Payne 
W.  H.  Reed 
G.  M.  Rogers 
(Mbr.  Campbell  Co.) 

C.  F.  N.  Schram 
W.  H.  Tanksley,  Jr. 
E.  W.  Tipton 
T.  L.  Votaw 
W A Wilev 

STEWART  COUNTY  T.’b.' Yancey 
Indian  Mound 

C.N.Keatts  Piney  Flats 

(Mbr.MontgomeryCo.)  Aaron  Cole 


Carthage 
E .D.  Gross 

R.  E.  Key 
L.  D.  Sloan 

Dixon  Springs 
Rhea  E.  Garrett 
Elmwood 
W.  F.  Boze 

GordonsviUe 
W.  B.  Dalton 
Thayer  S.  Wilson 

Pleasant  Shade 
J.  J.  Beasley 


Gallatin 

I.  H.  Beasley 
(Mbr.  Davidson  Co.) 
C.  D.  Giles 

W.  N.  Lackey 

J.  A.  Loveless 
Homer  Reese 
C.  D.  Robbins 

B.  H.  Warren 
(Mbr.  Davidson  Co.) 
L.  M.  Woodson 

Portland 

C.  H.  Donoho 
R.  L.  Johnson 
J.  M.  Oliver 
E.  F.  Peden 

Westmoreland 
W.  S.  Dotson 

TIPTON  COUNTY 

Atoka 
J.  J.  Fleming 
Brighton 
Waldo  McLister 
Covington 
H.  C.  Currie 
B.  V.  Dickson 

N.  L.  Hyatt 
L.  J.  Lindsey 

A.  J.  Roby 
H.  Stirl  Rule 
Otto  J.  Swisher 
J.  C.  Turley 
J.  C.  Witherington 


Walter  C.  Humbert 
H.  L.  Monroe 
R.  E.  Stack 
W.  T.  Woodward 


HartsviUe 
J.  J.  Gwin 
(Mbr.  Sumner  Co.) 


Johnson  City 
J.  R.  Bowman 
E.  T.  Brading 

G.  J.  Budd 

G.  E.  Campbell 
E.  E.  Carrier 
C.  W.  Friberg 
Lee  K.  Gibson 
C.  S.  Gresham 
J.  L.  Hankins 
Walter  Hankins 
U.  G.  Jones 

C.  H.  Kyker 
W.  J.  Mathews 

H.  D.  Miller 
J.  G.  Moss 

J.  T.  McFaddin 

T.P.  McKee 
P.  E.  Parker 
Wallace  L.  Poole 
Wm.  G.  Preas 
Geo.  K.  Scholl 
J.  W.  Wallace 
E.  T.  West 

Jonesboro 
P.  L.  Fisher 
G.  C.  Horne 
W.  H.  McCollum 
Fred  Stuart 
A.  J.  Willis 

Limestone 
R.  H.  Ruble 
J.  V.  Stanton 
Mountain  Home 


H.  B.  Cupp 


C.  K.  Slade 
R.  D.  Thompkins 
J.  B.  Warren 


Telford 
C.  W.  Brabson 


Sparta 

J.  C.  Blankenship 
E.  B.  Clark 

S.  E.  Gaines 
H.  A.  Morgan,  Jr. 
A.  F.  Richards 
C.  E.  Tubb 


WAYNE  COUNTY 

Waynesboro 
F.  H.  Norman 
Dexter  L.  Woods 


WEAKLEY  COUNTY 


Dresden 


M.  D.  Ingram 
Roy  0.  Mabry 
J.  E.  Taylor 
T.  F.  Taylor 
Paul  W.  Wilson 


Gleason 

L.  G.  Smith 
Robert  Jeter 
(Mbr.  Davidson  Co.) 


WILLIAMSON 

COUNTY 

Franklin 
R.  S.  Gass 
E.  F.  Harrison 

K.  S.  Howlett 
R.  H.  Hutchison 
W.  J.  Murphy 

B.  T.  Nolen 
Don  C.  H.  Peterson 
Walter  Pyle 
T.  C.  Rice 
W.  F.  Roth,  Jr. 

J.  0.  Walker 
W.  C.  Williams 


WILSON  COUNTY 


Martin 
R.  W.  Brandon 
R.  W.  Brandon,  Jr. 
M.  H.  Buckley 
H.  G.  Edmondson 
H.  V.  Hannings 
John  M.  Lawler 

T.  B.  Wingo 

Sharon 
J.  A.  Moore 

WHITE  COUNTY 

Doyle 
H.  B.  Ausban 
Quebeck 
E.  C.  Mason 


Lebanon 

R.  M.  Buchanan,  Jr. 
J.  S.  Campbell 
R.  B.  Gaston 

0.  Reed  Hill 

C.  W.  Huffman 

R.  C.  Kash 
Jas.  P.  Leathers 
Chas.  Lowe 

J.  J.  McFarland 

S.  B.  McFarland 
B.  S.  Rhea 

L.  L.  Tilley 

Watertown 
J.  R.  Doak 

M.  H.  Wells 
E.  C.  Williams 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 

R.  J.  Bogan,  U.  S.  Veterans  Hospital V? ±rg0’ 

Neil  Brown,  Veteran  Facility Osteen,  N.  0. 

C.  M.  Creech,  Veteran  Facility Bay  Pines,  r la. 

C.  S.  Burwell,  Harvard  Medical  School Boston,  Mass. 

E.  E.  Byrd,  Veterans  Admr.  Facility Dayton,  Ohio 

John  A.  Conroy,  183  Tremont  Street Newton,  Mass. 

H.  B.  Damron,  1214  Eutaw  Place Baltimore,  Md. 

D.  P.  Edmundson New  Madrid,  Missouri 

Geo.  A.  Hatcher,  Essex  County  Hospital Cedar  Grove,  N.  J. 

H.  E.  Handley,  18  Idlewood  Road White  Plains,  N.  Y. 

H.  T.  Holden,  University  of  Virginia  Hospital University,  Va. 

S.  E.  Johnson,  5810  Cowen  Place Seattle,  Washington 

D.  T.  Kimbrough Outwood,  Kentucky 

J.  H.  Lipsey Brookhaven,  Miss. 

C.  H.  Long,  1811  Auduson  Street New  Orleans,  La. 

Earl  C.  Lowry,  Station  Hospital Ft.  McPherson,  Ga. 

Fay  B.  Murphy Rossville,  Ga. 

F.  L.  Moore,  250  Baltic  Street Brooklyn,  N.  Y. 

0.  B.  Murray Rossville,  Ga. 

John  C.  McKissick,  Ft.  Barrancas Pensacola,  Florida 

Col.  C.  A.  Neves,  3723  Davenport  St.,  N.  W Washington,  D.  C. 

D.  W.  Oelker,  6 Otis  Place Boston,  Mass. 

A.  C.  Parker Clarksdale,  Ark. 
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